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Abstract 

The dissertation explores the politics of aspects of public 

health policy in colonial Ghana from 1900 to the mid-1950s. It 

explains why leprosy a highly debilitating disease condition, 

did not receive any serious attention by the Gold Coast colonial 

and medical authorities, but diseases like yaws and 

trypanosomiasis (sleeping sickness) did, although the three 

diseases generally afflicted people of the same geographical 

location, and did not wreck any havoc on the European 

population. I implicitly challenge the interpretations of 

scholars who frame the argument, based on the notion of 

conceptualizing Africa’s disease environment as an anathema to 

 vii 



European imperialism and colonization, that colonial public 

health policy was driven by how the African disease environment 

affected the lives of both official and non-official Europeans 

in the colonies.  I argue that the thinking of the Gold Coast 

colonial and medical authorities on the disease environment was 

not a static one. By the mid-1930s the disease was 

conceptualized as an exploitable resource.  Medical and 

pharmaceutical research became important, as were markets for 

pharmaceutical products.  The welfare of the colonial economy, 

which was labor driven was at play and so was the cultural image 

of the superiority of anything European. Leprosy was not an 

appropriate disease for experiment purposes and because the 

healing process of lepers who were treated by European 

medication was not spontaneous it challenged the notions of 

cultural and material superiority being bandied around. Leprosy 

did not also affect the labor pool of the cocoa and mineral 

industries.  Leprosy was essentially abandoned for 

trypanosomiasis (sleeping sickness) and yaws which threatened 

not just the numbers, but also the quality of labor pool for the 

cocoa and mineral industries.  The two disease offered 

appropriate avenues for extensive medical and pharmaceutical 

research. The trial medications deployed showed spontaneous 
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improvement on patients and that bolstered both the notions of 

medical and cultural superiority and the urge for western 

pharmacopeia. To ensure the full exploitation of this emerging 

pharmaceutical market, colonial government was relentless in 

suffocating the professions of African herbal practitioners. 
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CHAPTER ONE 
 
Introduction: African Disease Environment 
and European Imperialism: A Changing 
Conceptualization. 
 
Introduction 
 

In all pre-colonial African chiefdoms, empires, 

kingdoms and autonomous states there existed a common 

concept of health and disease, a concept largely driven by 

their religious belief system.  Indeed, contrary to the 

notion that, health systems of that time period were crude 

in orientation, pre-colonial Africans had sophisticated and 

elaborate medical knowledge and health care delivery 

systems which overtime constituted a threat, real or 

perceived to imperial medical knowledge and process.  

Anecdotal accounts give us an insight into some of the 

several diseases encountered and show clearly that fever 

was prevalent in Africa, tropical Africa in particular.  

Many of the early Europeans who traversed the continent, 

particularly the coast, recorded accounts of the havoc 

fever/malaria and related illnesses caused.1 The antiquity 

1 See J. W. Blake. West Africa: Quest for God and Gold 1454-1578 
(London, 1977), and R. A. Schram. A History of Nigerian Health 
Services (Ibadan, 1971) for an insight into the havoc some of 
these diseases wrecked the lives of early European in the 16th and 
17th Centuries. 
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of smallpox and trypanosomiasis (sleeping sickness) is also 

evident in available growing body of literature.2  

 

Disease and Health in Pre-colonial Africa 

Africans of the pre-colonial period definitely had 

their unique understanding of illness and health that 

guided them generally in the process of cure. The African 

conception of health and a healthy individual were 

encompassing.  Health, to the pre-colonial African was 

regarded not just as a state of complete physical, social, 

material, and psychological well-being; health and well-

being was integrated to their religious belief system.  As 

Mbiti rightly points out, Africans have always been 

“notoriously religious.”  Religion indeed, permeated all 

aspects of life so extensively that it is not easy or even 

possible to isolate it in understanding the African way of 

life.   

2 See Marc H. Dawson. “Socioeconomic Changes and Disease: 
Smallpox in Colonial Kenya, 1880-1920” Steven Feierman and John 
M. Janzen eds., The Social Basis of Health and Healing in Africa 
(University of California Press: Berkley, 1992). For detailed 
information on Smallpox in Kenya, see Marc H. Dawson. “Smallpox 
in Kenya, 1880-1920” Social Science and Medicine, vol. 13B No: 4 
Dec. 1979; J. Ford. The Role of the Trypanosomiasis in African 
Ecology: A Study of the Tsetse Fly Problem. (Oxford, Clarendon 
Press, 1971); J. N. P. Davies. Pestilence and Disease in the 
History of Africa, Johannesburg Witwatersrand Univ. Press: South 
Africa, 1979; C. L. A., Laverans and F. Mesnil. Trypanosomes and 
Trypanosomiasis, London: Balliere, Tindall and Cox, 1907. 
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Religion is perhaps the strongest element in 

traditional background and exerts the greatest influence 

upon the thinking and living of the people concerned.  

Although there have been a variety of religious belief 

systems, Africans essentially believed in a high God, who 

was omnipotent, omnipresent and omniscient; a God who 

interacted with and directed the affairs of man via a 

variety of intermediaries.3  Afflictions of man that were 

seen as mysterious and often defied explanation were 

attributed to this high God.  Africans either attributed 

these afflictions to God as either having caused them, 

allowing them to happen, or being in some way connected 

with them.  The Akan, Yoruba, Ibo, Fon, and the Gikuyu all 

believe that God sends diseases only as punishment to those 

who disobeyed him.  Some African societies considered 

divinities, spirits, or personifications of Gods 

manifestations as being responsible for various types of 

diseases.  Among the Yoruba there is a divinity “whose main 

scourge is smallpox”, and who is “depicted as prowling 

about when the sun is hot, robed in scarlet”, with the 

earth as his domain.4  Indeed, not only was God pivotal in 

3 John S. Mbiti. African Religions and Philosophy, Heinemann 
Education publishers: Oxford, 1969. 
4 John S. Mbiti. Concept of God in Africa, Praeger Publishers: 
New York, 1970, 81. 
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disease causation but also, he occasionally acted through 

various agents. 

Diagnosis of causes of illness was similarly 

inseparably associated with the African conception of God.  

Because God was the source of disease, Africans believed 

that it was through him that an appropriate cure could be 

sought, for dealing with an affliction.  While a variety of 

strategies were resorted to in communicating with God, the 

diviner, who sometimes doubled as a medicine man was 

central in diagnosis procedures because he was the only one 

who understood the code for communicating with God.  

Diagnosis in African medicine included a socio-cultural 

analysis surrounding the patients’ condition so that 

therapy was occasionally only an avenue of cementing a 

fragmented relationship between individuals or between 

individuals and offended spirits.  By reducing 

interpersonal friction and stress, suggests Tola Pearce, 

the balance was probably tipped in favor of the patient’s 

recovery and opposing patients were once again at peace and 

recovery obtained.5 Patrick Twumasi and F.M. Mburi have 

5 Tola Ola Pearce. “The Political and economic changes in Nigeria 
and the Organization of medical care,” Social Science and 
Medicine 14 (1980): 92. 
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shown that these procedures were true of West and East 

Africa peoples respectively.6 

Africans appeared to have shared a common medical 

system with the rest of the world.  In common with health 

and medical systems worldwide, the indigenous medical 

system of Africa comprised several basic and interconnected 

components.  It had medical specialists, techniques of 

diagnosis and treatment, illness types, and a belief system 

that made these components intelligible and fused them 

together.  Unlike western medicine, however, the African 

traditional medical system was based upon the unity of 

social and biological forces.  Equally important, in the 

past, as presently, traditional medicines have played a 

fundamental role in people’s lives and was used to protect, 

disrupt, and even restore personal health and social 

welfare.   

In pre-colonial African medical practice, there were 

several ways in which the sick person received assistance.  

A patient could either appeal directly to the ancestral 

spirits, to his gods, or visit a traditional medical 

practitioner in his shrine.  The nature of his illness 

influenced his decision to a large extent. Healers/ 

6 Patrick Twumasi. Medical Systems in Ghana: Studies in Sociology 
of Medicine, Accra: Ghana Publishing Corporation, 1975. 

5 
 

                                                 



medicine men/women were persons recognized by the community 

in which they lived as competent to provide health care by 

using vegetable, animal, and mineral substances and certain 

other methods based on social, cultural and religious 

background as well as on the knowledge, attitude and 

beliefs that were prevalent in the community regarding 

physical, mental and social well-being and the causation of 

disease and disability. A good healer was one that provided 

social, physical and psychological therapy and cure. 

The therapeutic skills of the medical men/women of 

pre-colonial Africa went beyond scaring “evil spirits” and 

offering roots, herbs and leaves.  It is axiomatic that 

obstetric disasters were frequent and very high in many 

African countries.  In the Bunyoro-Kitara kingdom in Uganda 

indigenous African medical men/women performed caesarian 

sections and were reputed to have saved the lives of both 

mother and child at a time when the dangers of caesarian 

section in Europe were considered so great that many 

eminent obstetricians advised that these operations should 

never be performed.  This medical accomplishment of 

indigenous African medical men merits elaboration because 

it illustrates how surgically inclined pre-colonial African 

“physicians” were. 
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Robert Felkin, an Edinburgh medical student was 

traveling through Bunyoro.  When the local people noticed 

that he was a medic, they asked him if he would like to see 

a caesarian section performed. He consented and was shown 

the room where the operation was to be performed.  The 

woman to be operated on was dazed by banana wine, which had 

also been used to sluice her abdomen and the hands and 

instruments of the operators.  A swift cut was opened on 

the belly and the womb, and the bleeding points were sealed 

by touching lightly with red-hot irons.  After rapidly 

extracting the child, the placenta with all its membranes 

were carefully removed and the uterus kneaded till it 

contracted, although it was not stitched together in any 

way.  The woman was turned over to drain her abdomen of 

fluid.  Well-polished spikes were then pushed through the 

wall of the abdomen and trussed together to close the 

wound, which was then covered with a banana paste hot 

dressing and, finally, a banana leaf.7  

This is perhaps a very remarkable feat in the history 

of traditional medicine.  Indeed, not only was a practiced 

team clearly at work but also this feat was characterized 

7 The woman, who gave only one small cry throughout, was to 
survive with her baby up to at least the time Felkin’s departure 
nine days later. 
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by the outstanding and competent use of local materials 

such as the sterilizing anesthetic banana wine, the rod-hot 

irons, the spikes, the plant fiber etc.  Equally 

astonishing was the avoidance of suturing of the uterus or 

of the heavy-handed use of the red-hot irons to seal blood 

vessels, both of which might have promoted subsequent 

infection.  Clearly, all this betokens a high degree of 

medical and intellectual sophistication.  That this 

accomplishment occurred in Bunyoro is not surprising 

because for a long time the Bunyoro-Kitara operated a 

relatively peaceful and stable monarchy in a good food 

producing area yielding milk, meat, and banana, and the 

circumstances were to be conducive to considerable 

intellectual and technological development.  Caesarian 

section was not the only field in which their surgery was 

advanced.  They amputated, operated on the chest and head, 

and sutured abdominal wounds as well as intestinal lesions.8 

Charles S. Finch has argued that, the origin and 

evolution of the healing profession occurred first in 

Egypt.  By the time the Egyptian dynastic history begins, 

8 J. N. P. Davies. “The Development of Scientific Medicine in the 
African Kingdom of Bunyoro-Kitara”, Medical History 3: 1959, 47-
57. 
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“medicine is already an established, fully formed science.”9   

Indeed, the medical knowledge of Egyptians has been well 

documented in the medical textbooks of ancient Egypt-Ebers 

Papyrus and the Edwin Smith Papyrus.10  Right from the 

beginning of her history Egypt possessed a mature, well 

validated system of medicine containing a systematic 

pathology, a completely formulated pharmacopoeia, a formal 

knowledge of anatomy and physiology, a large medical 

literature, a well-defined medical teaching curriculum, and 

a skill in surgery and trauma that is hardly marched 

outside Africa until now.  Extant medical papyri of 

anatomy, physiology, and other specialties show that the 

Egyptians understood the significance of pulsation (long 

before Harvey did), knew something about the structure and 

function of the cardiovascular system.  They knew that the 

heart was the center of this system, had names for all the 

major vessels, knew the relation between heart and lung, 

and knew the distribution of vessels through the limbs.11 

9 Charles S. Finch. The African Background to Medical Science, 
essays on African History, Science and Civilization, Karnak 
House: London, 1990, 71. 
10 These are copies of medical Papyri that date back to the pre-
pyramid times, to the very earliest historical dynasties. 
11 see P. Ghalioungui. The House of Life: Magic and Medical 
Science in Ancient Egypt, Amsterdam, BM Israel, 1973. 
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Access to available medical facilities was wide and 

unsophisticated as medical and health services facilities 

in pre-colonial Africa were heavily decentralized.  There 

were many healers/medical practitioners and specialist of 

all kinds therefore, health and medical services were not 

scarce. On account of this, medical and health facilities 

were wide spread and enabled all members of African 

societies to effectively use the available medical and 

health services.  Payment did not appear to constitute a 

barrier to obtaining service.  Although not all medical 

services were free, payment was usually affordable as it 

was flexible.  Payment most often was in the form of 

resources raised within the community. It was not uncommon 

to use cattle, sheep, and fowls as payment for medical 

services rendered. Patients who were physically strong but 

psychologically or emotionally ill and could not pay for 

health service were permitted to offer to clear say a plot 

of land for the practitioner in exchange for the latter’s 

services. Although all members of the community had access 

to good health service, access was unequal to some extent.  

Pre-colonial Africa, it can be said, was a class society 

and hence, access to health and medical care reflected the 

distribution of wealth. Yet as Appiah-Kubi has rightly 

pointed out, the communal nature of African life ensured 

10 
 



that every single ill person was adequately taken care of 

because illness was considered not just as an individual’s 

problem, it was also of significant concern to the society 

in general.12 

Africa’s encounter with leprosy which pre-dated 

colonialism was dealt with generally within the existing 

framework of the continents general worldviews on disease, 

health, and treatment processes. In pre-colonial Ghana, it 

was assumed, based on the way leprosy patients were 

treated, that leprosy was a contagious disease condition. 

Although they lived with family, leprosy patients slept in 

separate quarters not so removed from the main family 

living space. Their utensils where not shared with any 

other family members.  Nonetheless, leprosy patients were 

generally not alienated by the society that they lived in. 

They communicated and interacted with members of the 

society and in some cases engaged in retail business, 

selling food items in market squares to members of the 

community. As shown in the picture below, this leprosy 

patient was seen selling groceries in a normal market 

environment where non-lepers went about with their 

12 Kofi Appiah-Kubi. Man Cures, God Heals: Religion and Medical 
Practice Among the Akans of Ghana, Allenheld and Osmun: New 
Jersey, 1981, 15ff. 
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businesses. Although there seemed to have been no medicine 

driven treatment for leprosy, it was not a feared disease 

condition prior to and during British colonial rule in the 

Gold Coast.   

Indeed, Pre-colonial African societies lived with a 

variety of diseases, some indigenous, others foreign.  They 

were not unconcerned about their disease predicament as 

efforts were made to alter this.  While Africans 

understanding of disease, health, and healing was 

intricately connected with their concept of God and 

religiosity, sophisticated clinical and surgical operations 

were known and used quite widely with some level of 

success.   

 

12 
 



 

 Fig. 1: A female leper openly selling tomatoes, onions, and 
bread. 

 

The Void: Historiographical Trajectories 

A review of the general historical literature on 

colonial Ghana gives us an insight into how scholars 

neglected its health and disease history. General 

historical writings on Ghana extend far back to the 

nineteenth century. One of the earliest of such historical 

works is A. B. (Alfred Burton) Ellis’s “History of the Gold 

13 
 



Coast of West Africa” first published in 1893.”  One other 

19th century historical writing on the Gold Coast is Carl 

Christian Reindorf’s “History of the Gold Coast and Asante” 

published by the Basil mission in 1895.  The focus of these 

maiden historical works largely set the pace for subsequent 

historians of Ghana to follow. The history of Ghana became 

synonymous with the history of Asante and the Coast of 

Ghana.  In 1915, W. W. Claridge sustained this trend in “A 

History of the Gold Coast and Asante from the earliest 

times to the commencement of the twentieth century.”  While 

his work can be said to have departed from the established 

norm by evaluating the history of the Gold Coast colony, he 

nevertheless focused on the coast and Asante.  W. T. Balmer 

in “A History of the Akan peoples” published in 1925 

similarly focuses on the coast and Asante.   In 1935 W E F 

Ward published what was to become the standard history of 

the Gold Coast in “A Short History of the Gold Coast.”  

Ward revised his work and published it as “A History of the 

Gold Coast” in 1948.  Further revisions in 1958 yielded “A 

History of Ghana.”   

 Most of these works were not written by academic 

historians and were characterized by a lot more narrative 

than analysis. The story of Carl Christian Reindorf 

illustrates this point. Reindorf was born in May, 1834.  

14 
 



Although he attended a number of schools, he never 

graduated from any of them yet he was appointed a catechist 

by the Basel Mission to start missionary work in 1855, when 

he was about twenty-one years old.  He later became a 

teacher in a Theological Seminary at Akropong and the Basel 

Mission Middle Training School, Christiansborg. 

Notwithstanding his religious zealousness, Reindorf 

participated in a number of local wars and conflicts and 

even led in some of these wars.  He participated in a war 

between the Ga and Krobos in 1858. He was also a 

participant on the side of Addah when war broke between 

them and the Awuna in 1866.  In 1870 when war broke out 

between the Ga and Awuna, Reindorf led a company in the 

prosecution of the war.13  The purpose of Reindorf’s 

publication was to “call attention…to the study and 

collection of our history, and to create the basis for a 

future more complete history of the Gold Coast.” 14 Both 

volumes of Claridge’s publication are devoted largely to 

the history of Ashanti and the Coast and the relationship 

between these and Europeans, particularly the British.  

13 See Carl C. Reindorf. History of the Gold Coast and Asante. 
Accra: Ghana Universities Press, 2007, 3-16. 
14 Op cit., XV. 
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In the 1940s the British colonial outfit considered 

the introduction of higher education in her African 

dependencies. In keeping with this vision, the University 

College of the Gold Coast (UCGC) was established in 1948 

and the study of history became one of the pioneering 

programs. To insure quality as it transitioned to a full-

fledged university, UCGC and others of its kind in tropical 

Africa were affiliated to the University of London. 

Alongside the preservation of standards was the idea of 

creating institutions that served the needs of the 

communities in which they were based. The faculty was 

predominantly European until the 1960s when Ghanaians began 

to form part of the faculty. What became the history of 

Ghana was to a greater degree influenced by this corps of 

maiden intellectuals. Albert A. Boahen is one of such early 

intellectuals.  He obtained his PhD from the School of 

Oriental and African Studies of the University of London at 

the dawn of the anti-colonial movement in the 1950s. He 

subsequently became a faculty of the History Department of 

the University of Ghana.  His objective as an Africanist 

intellectual was not to deepen our understanding of 

Ghanaian history.  Boahen’s agenda was to reorient the 

16 
 



Eurocentric interpretation of colonialism.15 In one of his 

publications on colonialism he elucidates his rationale for 

reorienting existing interpretations:  

Although there is no theme in African 
history on which more has been written 
than that of the rise and fall of 
colonialism in Africa, most of these 
authors have looked at the subject 
primarily from an Euro-centric point of 
view.  Their principal preoccupation, in 
spite of the recent noise that has been 
made about African resistance, have been 
the origins, structure, operation, and 
impact of colonialism.  The crucial 
questions of how Africans perceived 
colonialism, what initiatives they 
displayed in the face of this colonial 
challenge, and above all how they reacted 
after forcible imposition of colonialism 
have not been systematically dealt with.16    

 
Agbodeka sought to achieve this same objective by 

reorienting the Eurocentric interpretation of the 

passiveness of Africans to imperialism. Agbodeka catalogues 

various forms of protests between 1868 and 1900 and shows 

how the activities of Africans constituted a central factor 

in the formulation and execution of policy. For Agbodeka, 

the “old notion that the formulation and execution of 

British Gold Coast policy at this time depended only on 

15 Kwabena O. Akurang-Parry. “A. Adu Boahen” The Dark Webs: 
Perspectives on colonialism in Africa, Durham, NC: Durham 
Academic Press, 2005, 379-396. 
16 A. Adu Boahen. African Perspectives on Colonialism. Baltimore: 
The Johns Hopkins University Press, 1987, vii. 
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Downing Street and the ‘European scramble’ respectively 

needs to be drastically modified.”17 Pursuing an agenda of 

this kind compelled scholars to look for evidence that made 

their case of African agency stronger and sharper.   

Intellectuals were largely gravitated towards writing 

histories of the ethnic groups from which they belonged or 

engaged in the attacking of Eurocentric interpretation of 

Africa’s past. 

Pioneering professional Ghanaian historians who were 

largely Akan plunged into exploring the history of Asante 

with an emphasis on political institutions. The idea was to 

illustrate not only the antiquity of Ashanti political 

institutions but also, the sophistication of its military 

machinery and the interconnection between its economies, 

trade in particular, and the solidification of the Akan 

political institutions. Publication on various aspects of 

Asante’s history are enormous. Kwame Yeboah Daaku18 

pioneered in this line of understanding Akan society and 

culture. A large chunk of the history of Ashanti is devoted 

17 Francis Agbodeka. African Politics and British Policy in the 
Gold Coast 1868-1900: A Study in Forms of Protest. London: 
Longman, 1971, 182. 
18 K. Y. Daaku. Trade and Politics on the Gold Coast: 1600-1720. 
A Study of the African Reaction to European Trade (London, 1970); 
“Aspects of Pre-colonial Akan Economy”, The International Journal 
of African Historical Studies, Vol. 5, No. 2 (1972): 235-247. 
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to the rise and fall of the Ashanti kingdom.19   Other 

publications have concentrated on Ashanti’s relation with 

communities residing along the coast in the south and their 

European allies. Most studies on Ashanti at this time was 

on the nineteenth century. In 1971 J. K. Fynn whose 

observation was that historians have paid “far less 

attention to the development of Asante in the eighteenth 

century” initiated a new trajectory of Ashanti history. 20  

Fynn therefore engaged in exploring Ashanti in the 

eighteenth century. This time period of Ashanti was 

deepened and complicated by T.C. McCaskie in his 

illuminating and engaging book, “State and Society in pre-

colonial Asante.”21 The history of Ghana was essentially the 

history of the rise and fall of Ashanti.  

Meanwhile the emphasis of historians on Ashanti 

history incited some scholars to engage in the exploration 

of the history of other ethnic groups, a development that 

19 Thomas J. Lewin. Asante before the British: The Prempeh Years, 
1875-1900. Lawrence, KS: The Regents Press, 1978; R. B. Edgerton. 
The Fall of the Asante Empire: The Hundred –Year War for Africa’s 
Gold Coast. New York: The Free Press, 1995; E. Schildkrout. The 
Golden Stool: Studies of the Asante Center and Periphery. 
Washington, DC: American Museum of Natural History, 1987; W. 
Tordoff. Ashanti Under the Prempehs, 1888-1935. London: Oxford 
University Press, 1965. 
20 J. K. Fynn. Asante and Its Neighbours 1700-1807. London: 
Longman Group, 1971. 
21 T. C. McCaskie. State and Society in pre-colonial Asante. 
Cambridge: Cambridge University Press, 1995.  
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skewed the general historiography towards ethnic based 

historical works. Notable among these are John Parker,22 and 

D. E. K. Amenumey23 who respectively explore Ga and Ewe 

history.  Parker focuses on politics in Accra from the 

1860s to the 1920s placing emphasis on the “way in which Ga 

political action shaped Accra’s transition from pre-

colonial city-state to colonial city.”24 He was motivated to 

do so largely because of what he viewed as a “hinterland 

bias” in Ghanaian historiography. This bias in his opinion 

was predicated on the assumption that Accra and other 

coastal communities were not a reflection of “real” Africa. 

Coastal societies were a potpourri of cultures and so any 

scholar whose goal was to study pristine and untainted 

Africa obviously turned to the Akan forest region.   

Another important feature of Ghanaian historiography 

is the emphasis on politics, both local and national. David 

Kimble inaugurated this phenomenon it can be said.25 Prior 

to Kimble’s publication most histories that dealt with the 

colonial administration made western institutions the 

22 John Parker, Making the Town: Ga State and Society in Early 
Colonial Accra. Oxford: James Currey, 2000. 
23 D. E. K. Amenumey. The Ewe in pre-colonial times: A political 
history with special emphasis on the Anlo, Ge, and Krepi; Ewe 
Unification Movement. 
24 John Parker, Ibid, xvii. 
25 David Kimble. A political history of Ghana: the rise of Gold 
Coast nationalism, 1850-1928.  Oxford: Clarendon Press, 1963. 
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crucial point from which change was driven.  Kimble’s 

publication reorients the driving force of change.  He 

argues that transformation in the political management was 

driven by the activities and organizational abilities of 

Ghanaian elites who persistently pressed harder on the 

colonial administration. This extreme pressure placed on 

the colonial administrators, explain why many European 

administrators were antagonistic towards the elite in the 

Gold Coast. Kimble further shows how Chiefs and other 

traditional forces were transformed and customized in the 

process of the political wrangling.  No wonder there were 

some troubled and often unauthentic efforts at alliances 

between some of the Chiefs and the British political 

administration.  

In 1964 Dennis Austin published a monograph in which 

he explores the political history of Ghana between 1946 and 

1960 when Ghana was granted Republican status.26  Austin 

studies the political events that gave birth to Burns 

Constitution in 1946, the beginning of the Convention 

Peoples Party (CPP) and the party’s subsequent extensive 

triumph at the election of 1951.  He goes beyond this and 

explores the prolonged struggle for power and influence 

26 Dennis Austin. Politics in Ghana, 1946-1960. London: Oxford 
University Press, 1964. 
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between the C.P.P. and its opponents. He also briefly 

examines some of the commonly expressed explanations of the 

sweeping post-independence political changes Ghana has 

witnessed, and closes the book with a quick survey of the 

events that transformed the Independence Constitution to 

that of a single party Republic.  Publications of this kind 

placed emphasis on the centrality of the educated elite in 

the Gold Coast nationalist struggles while placing the 

common people, the crowd in the periphery. Without the 

force of the crowd the clout of the elite would have been 

ineffective.   

The colonial economy has not been left out of the 

historiography of Ghana.  The emphasis however has been on 

Cocoa, mining, labor and trade in general. Notable among 

these are Austin Gareth’s “Labour, Land, and Capital: From 

Slavery to Free Labour in Asante, 1807-1956.” Crsip Jeff’s 

“The Story of an African Working class: Ghanaian Miners’ 

Struggles, 1870-1980.” Jeffries Richard’s “Class, Power and 

Ideology in Ghana: The Railwaymen of Secondi.”, Mikell, 

Gwendolyn’s “Cocoa and Chaos in Ghana.” These and similar 

works illuminate our understanding of some key aspects of 

the economic history of the Gold Coast. Gracia Clark’s 

“Onions Are My husband: Survival and Accumulation by West 

African Market Women” published in 1994 and Claire 
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Robertsons’s “Sharing the Same Bowl: A Socioeconomic 

History of Women and class in Accra, Ghana” further 

broadened the literature and illuminates our understanding 

of the gender dimension of the economic history of Ghana.   

Another important phenomenon of Ghanaian 

historiography is the emerging emphasis in publications on 

histories of gender, marriage and sexuality. Indeed, issues 

of gender, marriage, and sexuality began to be explored as 

far back as the 1970s when Kwame Sarpong explored girls’ 

nobility rites in Ashanti.27 From the 1980s issues on 

Marriage were studied. Christine Oppong’s28 work set the 

pace for this line of historical research.  Thomas E. Kyei 

extended Oppong’s research by exploring not just marriage 

but also divorce as it affected both spouses and their 

respective extended families.  Other aspects of gender 

relations, sexuality, and prostitution have been explored 

via articles and monographs. Emmanuel Akyeampong explored 

sexuality and prostitution as well as urbanization, 

individualism and gender relations.29  Jean Allman and 

27 Kwame P. Sarpong. Girls Nubility Rites in Ashanti. Accra: 
Ghana Publishing Corporation, 1977. 
28 Christine Oppong. Middle Class African Marriage: A Family 
Study of Ghana Senior Civil Servants. London: Allen and Unwin, 
1981. 
29 Emmanuel Akyeampong. Sexuality and Prostitution among the Akan 
of the Gold Coast, c. 1650-1950,” Present and Past 156, 1977, 
144-73; “’Wo Pe tam won pe ba’ (‘You like cloth but you don’t 

23 
 

                                                 



Victoria Tashjian’s joint work offers us a composite 

synthesis of our understanding of Women during the colonial 

period.30 Using largely oral evidence Allman and Tashjian 

sheds light on how women who lived their lives during the 

colonial period adapted as both producers and reproducers 

as Asante economy was integrated in the world marketplace.  

Their line of analysis pulls women out of the periphery of 

Ghanaian historiography and places them right in the center 

of it.  What is striking in the historiography is the 

conspicuousness of the absence of literature on health and 

disease. 

Until fairly recently therefore, disease and medicine 

in African history has attracted limited scholarly 

attention.  Over the years however, scholars have been 

attracted to and placed emphasis on politics in pre-

colonial, colonial, and post-colonial Africa.   David 

Patterson, a pioneer scholar in the role of disease in 

African history was disillusioned by this lacuna in his 

introduction to “Disease in African History: An 

Introductory survey and case studies”, a collection of 

want Children’) Urbanization, Individualism, and Gender Relations 
in Colonial Ghana, c. 1900-39.” In Africa’s Urban Past, ed. David 
Anderson and R. Rathbone, 222-34. Oxford: James Currey, 2000. 
30 Jean, Allman and Victoria, Tashjian. “I will not Eat Stone”: A 
Women’s History of Colonial Asante.Portmouth, NH.: Heinemann, 
2000. 
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essays from a symposium held in 1975.  In 1974 Patterson 

lamented, “Medical history of Africa is a vital but 

neglected field.  Disease has been a significant factor 

throughout African history, and attempts to control endemic 

and epidemic afflictions have been an important aspect of 

change in the twentieth century. Unfortunately, historians 

have rarely paid more than cursory attention to issues 

involving human health”31in the continent. 

The earliest semblance of a historical study of 

disease in Ghana is David Scott’s “Epidemic Disease in 

Ghana, 1901-1960.” Scott was an epidemiologist to the 

Ministry of Health in Ghana.  He essentially chronicles the 

occurrence of seven epidemics that is; Plague, yellow fever, 

smallpox, meningococcal meningitis, relapsing fever, 

trypanosomiasis (sleeping sickness), and influenza. His 

work gives us an insight into the epidemiology of the 

various epidemics he explored.  To a greater extent Scott’s 

publication was designed to serve as a guide to public 

health policy makers. Scott therefore, did not situate his 

work within broad British colonial policy. David K. 

31 K. David Patterson. “Disease and Medicine in African History: 
A Bibliographical Essay”, History in Africa, vol. 1 (1974), 141-
148. 
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Patterson filled this shortfall.32 Patterson studies 

diseases transmitted by insect vectors, diseases spread via 

contaminated water, food, and soil; diseases transmitted 

via the respiratory route and also other infectious 

diseases. While situating his work within broad colonial 

policy, Patterson’s work show how this disease environment 

changed over time and how the demography responded to this 

changing epidemiological situation in Ghana. Patterson has 

also contributed to our understanding of the Influenza 

epidemic of 1918-19 and river blindness in Northern Ghana 

between 1900 and 1950.33 It is Stephen Addae, who offers us 

a greater understanding of the broad history of health and 

disease in Ghana during the colonial and the immediate 

post-independence period.34 The significance of Addae’s work 

is not just the insightfulness he offers; the work opens up 

an incredible opportunity for further research. 

32 David K. Patterson. Health in Colonial Ghana: Disease, 
Medicine, and Socio-Economic Change, 1900-1955. Waltham, MA.: 
Crossroads Press, 1981. 
33 David K. Patterson. “The Influenza of 1918-19 in the Gold 
Coast.” Journal of African History 24, 3, 1983: 485-502. The same 
article can be found in Transactions of the Historical Society of 
Ghana, New Series No. 1, vol. XVI, 2, 1995: 205-225; “River 
Blindness in Northern Ghana, 1900-50” in Gerald W. Hartwig and K. 
David Patterson (eds.) Disease in African History: An 
Introductory Survey and Case Studies. Durham, NC.: Duke 
University Press, 1978: 88-117.  
34 Stephen Addae. The Evolution of Modern Medicine in a 
Developing Country: Ghana 1880-1960. Durham: Durham Academic 
Press, 1996. 
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The few who have engaged in this subject matter have 

emphasized the role of the British medical service 

establishment on the transformation of the continents 

disease environment. The general view held by mainstream 

scholars is that the impact of western medical intervention 

was a positive one. To them western medical intervention 

was beneficial to Africans more than it was for Britain and 

its affiliated imperial institutions. European medical 

interventions on this view, was purposely for the good of 

Africans. This assumption by scholars that the interest of 

Africans was the moving force behind the establishment of 

clinics, hospitals and dispensaries, research laboratories 

etc. ensured that the trajectory of historical research 

into disease and medicine in Africa has been limited to an 

evaluation of western medical interventions based on the 

frozen conceptualization of African disease as an anathema 

to European imperialism and colonialism.  

 

Disease and European Imperialism: A Changing 
Conceptualization 
 

The disease environment of Africa prior to European 

partition and colonization was viewed as evidence of the 

comparative backwardness of the Africa and served as an 

impediment to exploration of the continent as agents of 
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civilization. Africa’s disease environment was viewed as 

dangerous and deadly for outsiders.35 Notice of the disease 

environment of tropical Africa was served Europeans long 

before the scramble for and partition of Africa by various 

early Europeans who traversed the continent for various 

reasons and who provided reports some of which were based 

on facts and others based on personal impressions on how 

bad and disease laden the continent was. European notions 

of Africa’s disease and their conceptualization of it was 

drawn from accounts of the various European expeditions who 

did not survive the fevers of the West and East coast of 

Africa. Drawing on the various accounts on the fatal 

European susceptibility and contemporary notions of racial 

theories, Africa’s disease environment was conceptualized 

and conceived as an anathema to the propagation of European 

progress and religious evangelism.  This thinking was what 

largely informed the campaigns against infectious diseases 

that were started in colonial Africa not long after the 

scramble and partition of the continent.  This urge to 

engage infectious diseases occurred at the same time 

tropical disease was established as a field of study. The 

35 See Hartwig and Patterson (eds.) Disease in African History: 
An Introductory Survey and Case Studies, Durham, NC: Duke 
University Press, 1978, 7ff.  
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campaign against infectious diseases also coincided with 

the emergence and acceptance of the germ theory of 

disease.36 

While the bites of mosquitoes and tsetse flies 

unleashed malarial and trypanosome parasites, the tropical 

heat, damp and dirt sustained ideal conditions for bacteria 

Cartwright argues.37 Mosquitoes and the tsetse fly as well 

as water-borne diseases Cartwright asserts, “so weakened 

expeditions that penetration of the interior became 

impossible…”38 This view of disease as an impediment to 

European exploration is similarly depicted by J. N. P. 

Davies. Together with the complicated river networks 

malaria “played an essential role in protecting the 

interior of Africa from invasions.”39  The idea of tropical 

disease as an impediment of European exploration is 

reflected in the accounts of the disasters encountered by 

early expedition teams to various parts of the continent.  

Blake’s account perhaps illustrates this quit clearly.   

36 Michael Worboys. ‘The emergence of tropical medicine: a study 
in the establishment of a scientific discipline', in G. Lemaine, 
et al. (eds.), Perspectives on the emergence of scientific 
disciplines, The Hague, Mouton, 1976, 75–98. 
37 Frederick K. Cartwright, Disease and History, 138. 
38 Ibid. 
39 J. N. P. Davies. Pestilence and Disease in the History of 
Africa, Johannesburg: Witwatersrand University Press, 1979, 3. 
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In 1553 a voyage directed by Thomas Windham was 

organized by a group of merchants based in London for the 

purpose of obtaining precious metals at Elmina in the Gold 

Coast and pepper at Benin. The ship had a total crew of 

roughly 140 men and piloted by Pinteado (a Portuguese ship 

captain).  Many of the crew yielded to illness at Benin, 

Windham and Pinteado died and so did some 100 members of 

the crew.  Of the 40 or so who were left and were able to 

return to England, numerous did not survive.40  The 1588 

expedition of Bird and Newton (Ships) to the West African 

Coast met with a similar health catastrophe.41  

The Dutch also encountered rigorous bouts of fevers, 

often with devastating mortality, both on their ships and 

on land.  For instance Admiral Van der Does, on his way to 

West Africa in 1637, felt compelled to send half his ships 

back to Holland on account of disease.  He continued his 

journey with the rest of his ships but unfortunately 

succumbed to fever.42  These are just some of the earliest 

accounts of the fatal European susceptibility to the West 

coast fever.  The disease environment was used as a basis 

40 John W. Blake. West Africa: Quest for God and Gold 1454-1578 
London: Rowman and Littlefield, 1977, 143. 
41 R. A. Schram.  A History of Nigerian Health Services, Ibadan: 
Ibadan University Press, 1971, 8.  
42 Ibid. 
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to frame Africa as a continent that needed to be husbanded 

by a “civilized” group of people. It was also central in 

the framing of Africa as a sub of Europe. Prior to the 

partition and official colonization of Africa, the 

continent’s disease environment was not viewed as an 

exploitable resource from the point of view of business. 

The emphasis of scholars has therefore been an appraisal of 

colonial medical and public health policies.  

In his exploration of the colonial economy, Michael 

Crowder argues that the key contribution of the colonial 

dispensation with regards to health and wellbeing of the 

African “was not in their treatment of individuals, but in 

the research they conducted into tropical diseases in the 

Institute Pasteur or the London School of Hygiene and 

Tropical Medicine, and their programmes for the eradication 

of endemic diseases like yellow fever, sleeping sickness 

and smallpox.”43  For Patterson, “curative and preventive 

medicine introduced by the British colonial administration 

has had a significant impact on Ghanaian health during the 

twentieth century, especially since the early 1920s.”44 

Patterson and Hartwig reechoed this view when they argued 

43 Michael Crowder. West Africa under Colonial Rule, London: 
Hutchinson & Co, 1968, 328. 
44 David Patterson. Disease in colonial Ghana…. 11. 
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that by “introducing modern medical technology and by 

encouraging research in the developing field of tropical 

medicine . . . colonialism contributed to the control of 

the epidemiological problems it helped to create. Public 

Health and medical measures began to counteract the 

outburst of communicable diseases which characterized the 

first decades of the colonial era.”45  This opinion is 

shared with Patrick Twumasi, a medical sociologist who 

studied medical systems in Ghana. While chastising 

scientific medicine for being impersonal in nature and 

operating on a universalistic principle, Twumasi admits: 

“When one compares scientific medicine with traditional 

medicine, the former has brought obvious benefits to the 

country.  It has helped to lower the death rate and has 

increased the life expectancy of the people.”46 In the 

opinion of these authors and similar others, the benefits 

derived from colonial medical interventions were enormous.  

This line of argument drawn out of the conceptualization of 

African disease environment as an anathema to European 

imperialism endorses the supposition that Western 

45 K. David Patterson and Gerald W. Hartwig. “The Disease Factor: 
An Introductory overview” in Patterson and Hartwig (eds.) Disease 
in African History: An Introductory survey and Case Studies, 
Durham, NC: Duke University Press, 1978, 3-24. 
46 P. A. Twumasi. Medical Systems in Ghana: a Study in Medical 
Sociology, Accra: Ghana Publishing Corporation, 1975, 88. 
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biomedical intervention in colonial Ghana and other 

tropical African countries was for the good of the local 

Africans much more than it was for the colonial authority.  

 The story of western sanitary intervention in 

colonial Ghana questions the preceding assumption.  By the 

onset of the partition and colonization of Africa, it was 

well established in Europe that the best way to handle 

public health was to invest in sanitation and preventive 

health.  However, a central feature of the British colonial 

medical establishment in the Gold Coast was the lack of 

interest in preventive health.  This lack of interest dates 

back to the 1800s as shown by Thomas Gale.  “Despite the 

furies of official concern in the 1870s and 1880s, 

improvement in the conditions of the Gold Coast towns was 

minimal.  The anti-mosquito campaigns plus the town 

councils and segregation schemes inaugurated in the 1890s 

testified not only to the failure of past sanitary 

policies; they also showed the continued lack of interest 

in basic urban sanitary reform.”47  

Following the bubonic plague in 1908, political 

authorities in the Gold Coast established a Health branch.  

47 Thomas S. Gale. “The Struggle against disease in the Gold 
Coast: Early Urban Sanitary Reform” Transactions of the 
Historical Society of Ghana, Vol. XVI 2, New Series, No. 1, 185-
203. 
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The task of the branch was to undertake “a number of 

unglamorous task, such as nuisance abatement; cleaning of 

drains, latrines, and dustbins; inspecting housing, 

markets, slaughter houses and restaurants; vaccination; 

and, most vexatious of all, mosquito control.”48 The task of 

the branch was expanded in the mid-1920s to include 

overseeing the sanitation of the mining health areas as 

well as the supervision of the existing maternal and child 

welfare centers. Addae, who explores sanitary reforms from 

1910 to approximately 1960 shows a continued lack of 

interest on the part of the colonial outfit in pursuing 

vigorous sanitation programs in the Gold Coast.49   

Whatever sanitation programs were embarked upon, 

largely preponderated along the coast, where European 

population was heaviest. The sanitary conditions of pure 

African townships throughout the colonial period remained 

consistently abysmal. Some medical historians have argued 

that the lack of interest in preventive health was 

motivated by the abbreviated financial capacity of the 

colonial regime.  The sanitary task was so huge and the 

48K. David Patterson. Health in Colonial Ghana : Disease, 
Medicine, and Socio-Economic Change, 1900-1955, Waltham, Mass.: 
Crossroads Press, 1981. 
49 Stephen Addae. The Evolution of Modern Medicine in a 
Developing Country: Ghana 1880-1960, Durham; Durham Academic 
Press, 1996, 113-155. 
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funding so minuscule that colonial health authorities 

thought it was expedient to limit sanitary activities to 

purely European settlements in the Gold Coast.  Other 

medical scholars accept the notion that the colonial outfit 

felt that Africans were so ingrained in the culture of 

filth and insanitary habits and had no notion of sanitation 

and therefore it was a waste of time and resources in 

pursuing any sanitation measures within strictly African 

settlements.  

 Indeed, it was observed in a report of the early 

1900s that “the native is satisfied with the condition in 

which he has lived for centuries, and does not wish for 

anything better.”50  The financial resources of the colonial 

government in the Gold Coast was vast, compared with 

neighboring colonies and its capacity and power to control 

“African subjects” so enormous that they could compel the 

“native” to adjust to whatever sanitary measures were 

instituted.  The main reason why the colonial government 

showed a lack of interest in preventive health was because 

of the enormity of the potential gain from the African 

disease environment via distribution of European 

medications. 

50 See The Gold Coast Government Report of Medical and Sanitary 
Department, 1904, 7.  
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Two important developments can be observed during the 

early periods of British administration of the Gold Coast. 

The focus of colonial medical intervention in British West 

Africa in general and Ghana in particular from the late 19th 

to the early 20th century was the health of official and 

unofficial Europeans.51  Scholars who have studied the 

history of disease in Africa are unanimous in the 

rationalization of the European as the center of attention. 

This focus was largely because of the fear of high European 

deaths from malaria and related tropical illnesses. Medical 

and curative health facilities during this period 

preponderated in heavy European settled areas. As Addae 

points out, “all efforts were made to provide medical help 

whenever the size of the European population merited it.”52  

The second observation of this period is that except 

black government officials and members of the colonial 

security outfit such as the police, troops, and the Hausa 

constabulary, purely African communities had no medical and 

curative health facilities.  Indeed, the idea of 

establishing the Schools of Tropical Medicine in both 

51 Official Europeans were officers who worked within the 
political institutions of the colonial service in the colonies. 
Un-official Europeans were those who essentially engaged in 
business in the colonies. They held no political appointments.  
52 Stephen Addae, Op cit, 30. 
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London and Liverpool was on account of this fear for the 

lives of Europeans. The focus of this institution was 

ameliorating the rather high mortality rate of Europeans 

residing in tropical climates.  Purely African townships 

were to a greater degree ignored during this early period 

because disease was yet to be conceived and viewed as an 

exploitable resource by the British colonial dispensation.  

By the mid-19th century, the Pharmaceutical business in 

Great Britain was a very competitive one.  Three categories 

of firms were involved in the production of drugs, 

medicines, and medicinal products. The first category 

engaged in the making of simple compounds derived from 

vegetable substances such as ginger and aloes.  Medicinal 

products of this kind, which were unpatented, were targeted 

at folks who preferred self-medication to consulting a 

doctor.  A second category was wholesale drug firms that 

dealt in a range of drugs and preparations. Businesses of 

this kind included, May & Barker known for the distribution 

of a variety of drugs and medicines in British possessions 

in Africa.  The third category of firms were pharmaceutical 

businesses that developed drugs and medicines based on 

sophisticated research facilities such as Burroughs 

Wellcome established in 1880 by two American businessmen, 

Silas Burroughs and Henry Wellcome.  Added to these were a 
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series of import oriented pharmaceutical businesses. The 

net effect of the systematic growth of pharmaceutical firms 

in Britain was the emergence of stiff competition for the 

existing market, which was largely a stagnant one.  

Approximately between 1860 and the beginning of the 

First World War, Britain visibly became an urban society 

with a sprawling industrial complex.  The emerging cities 

with their growing population bolstered the industrial 

economy but at the same time exacted a dreadful penalty in 

terms of ill-health and premature death of a chunk of the 

population.  The “skies were black with coal smoke, their 

streets strewn with horse manure; in summer they were alive 

with flies, in winter dank with damp and fog.”53  By 1915, 

major infectious diseases had all but disappeared and 

ceased to dominate as British public health concern, and 

other diseases such as cancer, heart diseases, and diabetes 

were beginning to cause anxiety.   Reforming and improving 

the delivery of health care and environmental reform such 

as the introduction of the National Insurance Scheme 

established in 1913 and the establishment of a new Ministry 

of Health in 1919 was instrumental during the interwar 

years in the shift “from common infectious diseases to 

53 Anne Hardy. Health and Medicine in Britain since 1860, New 
York: Palgrave, St. Martin's Press, 2001, 13. 
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chronic and degenerative diseases as principal causes of 

death in urban Britain.”54  The shift affected the fortunes 

of most pharmaceutical establishments in Britain and 

compelled some of these organizations to consider the 

export and distribution of western medication in colonial 

Ghana and other tropical West African countries where the 

retail distribution infrastructure was already well 

developed.   

The idea of Ghana’s disease environment as an 

exploitable opportunity crystallized in the early 1900s 

when Clifford became governor of the Gold Coast. It was 

from this period that the foundations of a potential market 

for British and other European pharmaceutical products 

especially pills, were laid and subsequently sustained. It 

was during Clifford’s epoch that health services were 

extensively extended to ordinary Africans via a network of 

hospitals, a countrywide dispensary scheme, and designing 

of plans for the construction of a major African hospital.  

Clifford appeared to be largely influenced by his 

experience in Ceylon where he had been colonial secretary.  

Clifford’s policy was to systematically extend the 

“operations of the medical Department among the natives of 

54 Ibid, 77. 
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the colony, in places other than the immediate vicinity of 

our administrative stations, and to familiarize them with 

the advantage to be derived there from.”55    

Clifford’s plan to extend medical facilities to the 

African population could not be achieved with the small 

European medical staff at his disposal.  He drew from his 

experience in Ceylon, and proposed what became known as the 

dispensary scheme in 1917.  Dispensaries had two important 

advantages; not only were they cheap and therefore cost 

effective, but also had the merit of greater spread and 

hence widening the market for British pharmaceuticals.  

Clifford’s effort to extend health to ordinary Africans was 

augmented by governor Guggisberg when he became governor 

from 1919 to 1927.  Guggisberg’s regime witnessed colossal 

construction and expansion of hospital facilities and 

ultimately the Korle Bu Teaching Hospital. Indeed, with the 

dispensary scheme, the whole of colonial Ghana became a 

potential market waiting to be exploited.  

The problem of exploiting this market however, was the 

general apprehensiveness of the ordinary African to 

European medications. The African’s “conservatism was so 

ingrained it was to die a very slow death.”56 The episodic 

55 Stephen Addae, Op cit, 31. 
56 Ibid, 65. 
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occurrence of epidemic outbreaks and endemic disease 

campaigns were used as vehicles to persuade the Africans of 

the efficacy of European medication. The occurrences of 

epidemics and endemic diseases in Ghana concurrently were 

used as an opportunity to test and refine British and 

European medication for the western markets. Prior to the 

1920s the hospital was the basic institution that served as 

a facility for coalescing diseased Africans for the 

distribution of medication. A medical officer saw patients 

who visited these hospitals as outpatients and the 

necessary medication was dispensed. Distributing medication 

via hospitals meant that the market was strictly limited to 

locations in which hospital facilities were sited.   

Expanding the market for British medication 

consumption therefore required an expansion of hospital 

facilities. Constructing new hospitals throughout the 

country from scratch would require colossal amounts of 

money that the colonial government was not willing to 

spend. Moreover hospitals facilities did not turn out to be 

feasible points for conducting research on tropical 

diseases as well as testing and refining British and other 

European pharmaceuticals. These kinds of activities 

required reliable in-patient patronage so that observations 

could be carried out on medications administered to 
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patients on admission.  As it turned out Africans where shy 

of being admitted as in-patients. As Patterson rightly 

points out colonial medical officers were puzzling to 

Africans. “He was usually a white male, stranger who…often 

asked impolite questions; demanded, for unknown reasons, 

samples of blood, urine, and feces; and sometimes cut open 

the bodies of the dead.”57  

To sustain the quest for biomedical testing and also 

create demand for British medications, an alternative had 

to be found. This alternative was the aggressive 

inauguration and subsequent inundation of towns and 

villages with dispensaries. In 1912 Clifford became 

governor of the Gold Coast. Prior to this appointment 

Clifford was colonial secretary in Ceylon.  In contrast to 

his observations in Ceylon governor Clifford noted that a 

bulk of the indigenous population in the Gold Coast were 

not adequately catered for by the existing health and 

medical facilities.58   Clifford’s immediate goal was to 

systematically expose the operations of the medical 

department to the natives of the colony who were not living 

within the immediate purview of the administrative 

57 David, Patterson. Health in Colonial Ghana: Disease, Medicine, 
and Socio-Economic Change, 1900-1955. Waltham, Mass.: Crossroads 
Press, 1981, 15. 
58 K David Patterson. Health in Colonial Ghana…. 16. 
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stations.  The idea was to “familiarize them with the 

advantages to be derived therefrom.”59 The Dispensaries were 

not only cheap compared to hospitals but they also had the 

merit of greater spread, which translated, to a potential 

wider market for British pharmaceuticals.  

   

MAIN ARGUMENTS 

The essence and thrust of colonial public health 

policy in Ghana was not to ameliorate the disease condition 

of the environment and the local people as some scholar 

have surmised. The African was a pawn in the hands of 

schemers who were supremely interested in deriving some 

benefits from the disease environment. Britain was much 

more interested in using Africans as research specimen for 

the development of biomedicine and then as a market for the 

immediate and subsequent distribution of western 

medication. The processes of achieving these goals were 

implicitly built in the extant colonial public health and 

medical policy. Hospitals, dispensaries, dressing stations 

doubled as research facilities and centers for exposing the 

efficacy of western medication. Mass disease eradication 

campaigns were used as vehicles to broaden the market of 

59 Stephen Addae, Op cit, 31. 
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western pharmaceutical products. To achieve these goals, 

general sanitation was ignored and African tradition 

pharmacopeia was suppressed.  The present market for 

western Pharmaceutical products in Ghana and other tropical 

African countries was therefore created and sustained 

during the colonial period.     

 A central feature of the disease environment of 

colonial Ghana approximately from 1900 to 1950s as has been 

noted by a number of scholars was the recurrent spate of 

episodic diseases of cerebrospinal meningitis (CSM), 

cholera, yellow fever and persistent endemic diseases such 

as malaria, trypanosomiasis (sleeping sickness), Leprosy, 

and venereal diseases (Gonorrhea and syphilis).   Scholars 

who have studied these diseases emphasize the occurrence 

and trends and how the colonial and post-colonial state 

responded and adapted.  This approach overlooked a number 

of developments at play in both the colonial and post-

colonial approach to infectious diseases. There is an 

intersection between the approach to colonial public health 

campaigns, concerns over the health of the exploitative 

oriented colonial economy, and British business interest, 

as well as anxieties over the sustenance of the power and 

superiority of British medical knowledge and pharmacopeia.  

This dissertation contests the notion of a willing British 
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colonial outfit, health policies that were designed to 

solely improve the well-being of a distressed, sick, and 

panicky Ghanaian society.  My narrative is woven around 

leprosy as it epitomized the dynamics of public health 

intervention in colonial and postcolonial Ghana. Leprosy 

was unique in the sense that it did not afflict Europeans 

like malaria and yellow fever did. It was largely a 

condition of the rural Ghanaian population.   

Leprosy was therefore not a disease in the scheme of 

things of the colonial government until the 1920s. When 

colonial government decided to intervene, it was with the 

hope that whatever treatment will be provided would yield 

spontaneous improvement and thereby bolster the power and 

superiority of western medical therapy, and ensuring the 

wellbeing of the colonial economy by making sure that, 

labor force, the backbone of an extractive economy was not 

annihilated.  Colonial government’s interest in leprosy 

therefore waned when it became obvious that the treatment 

provided did not yield the desired outcome. Viewing leprosy 

as a severe burden on the finances of the colonial outfit, 

an exit was sought in the missionaries and the British 

Empire Leprosy Relief Association (BELRA). Located outside 

the purview of colonial government, the incidence of 

leprosy in colonial Ghana was used by individual medical 
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officers to experiment various medications. While 

traditional political authorities and the ordinary 

Ghanaians generally tolerated leprosy, the existence of 

lepers was a burden to families. They were incapable of 

contributing to the economic fortunes of the family yet 

they were fed and clothed.  To traditional political 

authorities and families, colonial state sponsored leprosy 

colonies were a path to relieving them of this burden.    

Leprosy was completely abandoned by the colonial 

government when the treatment for yaws and trypanosomiasis 

(sleeping sickness) offered promise in demonstrating the 

power of western medical intervention and much better 

opportunities for biomedical research.  Leprosy and leprosy 

settlements therefore is a very important window of 

understanding the dynamics and politics of colonial and 

post-colonial public health interventions in Ghana. 

 

Sources and Methods 

The evidence for this dissertation is drawn from 

primary archival material from the Public Records and 

Archive Administration Department in Ghana.  These include 

correspondence between respective governors of the Gold 

Coast and the Secretary of State for colonies, 

communications among colonial officials, Annual Reports of 
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the Gold Coast Medical and Sanitary Department, Annual 

Reports of the Gold Coast, Legislative Council Debates, and 

the Blue Book of Statistics.  Collectively, this genre of 

material help irradiate not only broad public health 

campaign policies, it also illuminates the thinking, 

assumptions, and notions of the main actors of the colonial 

outfit.   

 

Scope and Organization 

 This dissertation spans from 1900s when the maiden 

attempt to systematically deal with leprosy was stated by 

Major M.D. Ahern, then the medical officer of health of 

Accra by administering treatment to leprosy patients in an 

embryo leper settlement located in a section of the 

contagious disease hospital at Labadi to the mid-1950s when 

the reign of government was transferred from the British 

colonial administration to an all-African government.   

Chapter two explores the crystallization of leprosy 

settlements in the Gold Coast colony. The colonial 

government and medical department were reluctant to 

acknowledge the growing incidence of leprosy until the late 

1920s. When they did, it was not vigorously pursued because 

it was implicitly presumed not to be a threat to the 

European body.  The notion of segregating lepers was 
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initiated by individual medical officers who were more 

interested in the research and experiment value of the 

disease.  

Chapter three underscores the passive involvement of 

the colonial state from the late 1920s to the early 1950s 

and how the state sought options to absolve itself of the 

responsibility of overseeing leprosy colonies as these were 

presumed to be of no value to the broad colonial project. I 

argue that for a disease to merit any serious attention 

from the colonial state, it had to be wreaking havoc on 

European life, threatening European business interest, or 

possess research and experiment value. Leprosy did not fit 

the bill in any of these circumstances. 

In chapter four, I highlight the problems of 

preventive health, the struggle with sanitation, and town 

planning in rural towns and villages and how leprosy 

settlements were envisioned to be a visual tool to educate 

people on the correlation between well laid out and clean 

settlements and healthiness. I argue that this noble idea 

failed mainly because the condition of inmates of leper 

settlements remained unchanged since a good number of them 

were unresponsive to treatment. 
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Chapter five is a comparative evaluation of the 

treatment of inmates of leprosy settlements with 

trypanosomiasis (sleeping sickness) and yaws all of which 

afflicted mainly rural Africans. While the colonial state 

invested substantially on both yaws and trypanosomiasis 

(sleeping sickness), the same was not the case for leprosy. 

I argue that this phenomenon was because treatment of yaws 

and trypanosomiasis (sleeping sickness) yielded rapid and 

tremendous outcomes that bolstered the notion of the 

efficacy of western pharmacopeia but leprosy did not. While 

yaws and trypanosomiasis (sleeping sickness) posed a threat 

to the labor requirements of the colony leprosy did not. 
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CHAPTER TWO 
 
Leprosy and the Crystallization of Leprosy 
Settlements, c1900-1930 
 
 
Introduction 
 

 From a sporadic exploratory presence in the 17th 

century, Gold Coast became a British colony in 1874. By 

1900 British colonial rule became firmly rooted and a 

comprehensive administrative framework established.  One of 

the greatest concerns of the early Europeans and 

subsequently the British colonial government was the 

unfriendly disease environment of the coast and interior of 

the Gold Coast. In their imagination and conceptualization 

of how to encounter the tumultuous Gold Coast disease 

terrain, leprosy a disease that had been a documented 

presence in Europe for several years prior to British 

colonization was not conceived to be among the threats to 

the health of British colonizers.  

Although leprosy was conspicuous, it was not until the 

late 1920s that anything official was done about it in 

colonial Ghana. This disregard for leprosy I argue in this 

chapter was informed partly by the confused and 

inconclusive global notions of the contagiousness of the 

condition. The neglect of leprosy at this time Vis a Vis 
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other infectious diseases was also shaped by the potential 

of its immediate and remote utility to the cause of 

European colonial project.  In this chapter I explore how 

and why the British colonial authorities deployed the use 

of laws and regulations in the encounter with the 

infectious disease terrain of colonial Ghana.  

 

Leprosy: A Neglected Disease 

 British colonial governments’ approach to the disease 

environment of the Gold Coast during this period was 

largely driven by the necessity of protecting the 

vulnerable European body from the “heavily disease 

infested” African bodies.  This fear of susceptibility of 

the European to the disease terrain of colonial Ghana and 

the coast of West Africa in general, was largely drawn from 

the devastating experiences of 16th and 17th century shipping 

expeditions and the high mortality rates recorded among 

Europeans in the 18th and early 19th centuries. 

Conceptualizing disease as an anathema to European 

progress meant that, priority be given to protecting the 

European body. Endemic diseases and epidemic outbreaks were 

a regular feature in the Gold Coast throughout the period 

of British imperialism. Dealing with a seemingly 

complicated disease environment required enormous amounts 
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of both human and fiscal capital.   The British colonial 

outfit was initially unprepared to invest existing 

resources on colonial Ghana’s health and disease 

environment.  Indeed, investing substantially on the health 

of the ordinary colonized Ghanaian will defeat the very 

essence of one of the driving force of imperialism viz. 

maximize returns with minimal investments. The health 

privations of ordinary Africans were not seen to have any 

direct connection with the economic goals of British 

imperialism.  Therefore the main concern was to secure the 

health of the European population.  

The British colonial outfit was guided by the notion 

that Ghanaians would not voluntarily execute instructions 

from agencies of the colonial government in time of medical 

emergencies. They would, if only they were compelled to do 

so. The British colonial administration therefore 

approached the recurring spate of epidemics against the 

background of securing the health of the European 

population, acquiring as much resources as possible with 

minimal investment and keeping the “infested” colonized 

Ghanaians at bay. 

The making and application of health laws and 

regulations became one of the essential tools deployed in 

the early colonial period in Africa.  Kristin Mann and 
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Richard Roberts give us an insight into how colonial law 

functioned in various scenarios in different African 

countries during colonial period and the tensions this 

generated.60 The use of law was a key tool deployed by the 

Gold Coast colonial government in managing the public 

health environment and appropriating space. Public health 

laws were therefore among the very first set of laws passed 

in the Gold Coast. The notion of using law to control what 

was presumed an infectious and contagious disease was not 

unique to the Gold Coast. It was a notion drawn from 

experiences in Britain when cholera wreaked havoc in the 

mid-19th centuries.  A series of cholera outbreaks from the 

early 1830s caused British medical authorities to 

acknowledge government’s responsibility for public health. 

In 1848, the first public health law was passed in 

response to another cholera outbreak in that year. Among 

other things this law approved the formation of public 

health boards whose responsibilities included the 

supervision of buildings, water and sewerage, and the 

management of nuisance and slaughter houses.61  Public 

health laws became stronger in the mid-19th century 

60 Kristin Mann & Richard Roberts (Eds.). Law in Colonial Africa, 
Portsmouth, NH: Heinemann, 1991.    
61 W. H. Wickwar. The Social Services (London, 1949), 108; W. 
Lloyd, A Hundred Years of Medicine (London, 1968), 251. 
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following the third cholera outbreak in 1866. Under this 

law local health authorities were compelled to set up 

minimum sanitary standards and vigorously monitor the 

adherence to these requirements.62  

Although there was some form of health laws in 

operation in the Gold Coast in 1901, it was the outbreak of 

plaque in 1908 which incited the seriousness of using 

public health laws in regulating and appropriating the 

African space. The 1908 plague outbreak described as the 

most “serious event in the history of the colony” by H. 

Bryan, the acting governor of the Gold Coast, was not 

absolutely diagnosed as plague until the first week of 

January.63   A total of 302 cases were recorded, out of 

which 258 were fatal. The outbreak was largely confined to 

Accra and its environs and along the coast between Cape 

Coast and Accra.  When the epidemic started in January, it 

was the bubonic kind, an epizootic introduced by rats, but 

as it progressed it transformed into the pneumonic kind 

where its spread was achieved by respiratory mode via human 

agency and activity.  As it turned out, the disease was 

present in Accra as early as November 1907, two months 

before it was noted when several deaths were reported with 

62 See W. Lloyd, op. cit., 254-255. 
63 Annual Colonial Report of the Gold Coast for 1908, 3.  
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features of the disease.  Further investigations revealed 

the sighting of an abnormally high number of dead rats in 

Accra in August 1907.64   

In 1924 another plague epidemic, which bore similar 

characteristics to that of the 1908 plague hit the Gold 

Coast.  Among the measures the colonial government and the 

medical department took in dealing with the 1908 plague was 

the declaration of Accra as an infected port under the 

Quarantine ordinance and the appointment of a Health 

Committee with special powers under the Towns Ordinance.  

Isolation camps for contact cases were established, schools 

closed, separate burial grounds for infected corpses were 

provided, rodents were exterminated and houses certified by 

the medical officer to be infected were demolished.65  

Through these measures the acting governor concluded, “. . 

. the disease at Accra never assumed the alarming 

proportions which have been developed in other countries, 

though its sanitary conditions and certain thickly 

populated native areas were favourable to the growth of a 

64 For a deeper insight on the 1908 and 1924 plagues in the Gold 
Coast see Stephen Addae, The Evolution of Modern Medicine in a 
Developing Country: Ghana 1880-1960, Durham, NC: Durham Academic 
Press, 1996 and David Scott. Epidemic Diseases in Ghana, 1901-1960 
(London, 1965). 
65 Annual Colonial Report of the Gold Coast for 1908, 4. 
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virulent epidemic.”66  While bleeping the positive effects 

of the measures initiated, the acting governor acknowledged 

that the statute law of the Gold Coast colony was 

inadequate to prevent or stall the spread of the epidemic.  

He requested and received permission to present before the 

Legislative Council a Bill which metamorphosed into the 

Infectious Disease Ordinance which among other things 

empowered the governor of the Gold Coast, in Council to 

declare any infectious or contagious disease to be within 

the provisions of the Ordinance.  The governor was also 

empowered to declare any town or place an infected area 

whenever the need arose.67 

Following the plaque, an infectious disease ordinance 

was passed in the Gold Coast colony.  It gave the Governor 

of the Gold Coast sweeping powers, which allowed him to 

declare any disease as an infectious disease.  It was 

modeled after a similar law passed in Southern Nigeria 

except that diseases such as small-pox and CSM were 

included with cholera, plague, and yellow fever.68 The 

infectious disease ordinance was frequently invoked and 

66 Ibid. 4. 
67 Ibid, 5. 
68 Albert Gray. “Review of Legislation: West Africa” Journal of 
the Society of Comparative Legislation, New Series, Vol. 10, No. 2 
(1910), 382-387 Published by: Cambridge University Press on behalf 
of the British Institute of International and Comparative Law. 
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applied to towns or areas deemed to be infected with an 

infection. In some instances it called for the evacuation 

of whole villages, disinfection of houses and whole 

compounds, and the destruction of some, if the need arose.  

Persons who were deemed to have been in contact with 

infected persons were segregated.  Enormous powers of 

regulation were also given to the Governor.69 In 1908 a law 

was passed in Sothern Nigeria specifically regulating how 

leprosy should be handled.  Asylums were to be established 

in which any leper could be confined.  However, no 

obligation was placed on the colonial government to act, 

unless there was danger to the public. For instance if the 

leper should engage in trade activities or embark upon 

public conveyance systems.  The cost of detention or part 

of it was to be footed by the relatives or the native 

community from which the leper comes from.  The Governor 

may in his discretion discharge a leper from an asylum, 

though not cured.70 The colonial authorities in the Gold 

Coast did not pass any such law regulating leprosy, neither 

did they adopt the Southern Nigerian leprosy law, although 

they knew such a law existed. 

 

69 Ibid. 
70 Ibid. 
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Contesting Global Notions of Leprosy 

Part of the explanation lies in the contested notions 

of the contagiousness of leprosy, a condition caused by 

Mycobacterium leprae (M.leprae).71 Leprosy is an enigmatic 

and chronic infectious disease that affects the skin and 

peripheral nerves as well as other tissues of the body. The 

modern scientific community to this day is still seeking 

answers to issues related to leprosy. Knowledge about what 

causes the condition to begin, its mode of transmission, 

and knowledge about the appropriate medication to deploy is 

incomplete and vehemently contested.  Up to the 1920s, a 

number of convoluted notions and concepts emerged largely 

from the European and American scientific community.    

From about the mid-19th century, public and medical 

interest in leprosy, a condition hitherto presumed to have 

been extinct in Europe was awakened. Physicians produced 

growing evidence that suggested that leprosy had increased 

in England and the rest of the world. The notion was held 

that, what England had at hand was a looming condition, 

which threatened civilization and the civilized world. Sir 

Morell Mackenzie, a British physician and pioneer of 

71 Gerhard Armauer Hansen, a Norwegian in 1873-74, first 
described the bacillus. Morphologically M. leprae is similar to 
M. tuberculosis. 
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laryngology explored the diffusion of leprosy in England 

and America and concluded that: 

in almost every other quarter of the globe 
leprosy is rife at present, and wherever 
it exists it seems to be slowly but surely 
extending its ravages. It is impossible to 
estimate even approximately the total 
number of lepers now dying by inches 
throughout the world, but it is certain 
they must be counted by millions. It 
cannot be comforting to the pride of 
England —‘the august Mother of Nations ‘—
to reflect that a very large portion of 
these wretched sufferers is to be found 
amongst her own subjects.72 

 
In a dinner held in support of the National Leprosy Fund in 

January 1890, Sir Andrew Clark shared a similar sentiment 

in his remark that: 

after making due allowances for the scare 
and disturbance which had been occasioned, 
there remained the obvious and 
indisputable fact that leprosy was a real 
question. He could produce overwhelming 
testimony of this fact, and the evidence 
was conclusive not only that leprosy did 
exist in larger measure in recent years, 
but that new germ centres were springing 
up in various quarters, and the old 
centres were widening. Before England and 
the civilised world there was looming a 
condition of affairs which might by growth 
threaten civilization.73 

 

72 Morell Mackenzie. “The Dreadful Revival of Leprosy”, Wood’s 
Medical and Surgical Monographs, New York, 1890. 
73 William Tebb. Recrudescence of Leprosy and its Causation: A 
Popular Treatise, London: Swan Sonnenschein, 1893, 3. 
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Indeed, the observation of Mackenzie and Clark were not 

unique. The recrudescence of leprosy was confirmed in 

several other countries around the globe as William Tebb 

reveals. 

 While the recrudescence of leprosy was almost 

unanimous, physicians and scholars ferociously contested 

views regarding its communicability. The dominant view in 

the mid-19th century was that leprosy was not contagious. 

The rediscovery of leprosy among Norwegian peasants in 

early 1800s caused the Norwegian government to commission 

an investigation, the outcome of which was a report by D. 

C. Danielson and C. W. Boeck in which they concluded that 

leprosy was hereditary.  They also acknowledged that 

environmental factors spontaneously played a role. 74 

Following a report from West Indian officials that leprosy 

was on the rise, an inquiry was made by the Royal College 

of Physicians of London and the conclusion was reached that 

“the disease was hereditary, noncontagious and did not 

require segregation.”75  The main argument was that if 

leprosy was contagious then medical personnel who had 

74 Edmond, Rod. Leprosy and Empire: A medical and Cultural History, 
Cambridge: Cambridge University Press, 2006, 45. 
75 Michael, Worboys. “The Colonial World as Mission and Mandate: 
Leprosy and Empire, 1900-1940”, Osiris, 2nd Series Vol. 15, Nature 
and Empire: Science and the Colonial Enterprise (2000), 207-218. 
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interacted with patients with the condition for several 

years would have contracted the disease. A number of these 

views were expressed in the contemporary editions of the 

Lancet. In 1889, Mark Sandreczi, then director of Hospital 

for Children, Jerusalem wrote, “I am obliged to declare 

that the result of my researches gives me the conviction 

that leprosy is by no means contagious, and that 

consequently the exclusion and isolation of the patients is 

both a useless and a cruel measure."76 To some physicians 

and medical authorities leprosy was contagious under only 

circumstances of inoculation.77   

 Notwithstanding the overwhelming support of the notion 

that leprosy was not contagious, contagionists’ thoughts 

endured and remained very influential in the leprosy 

discourse. After the 1847 report by Danielson and Boeck, 

Norwegian authorities began a process of surveillance, 

registration, and voluntary isolation of lepers. These 

measures yielded results in the form of containing and 

gradual reduction in the incidence of the disease and 

seemingly confirmed the doubt on the notion that leprosy 

was not contagious.  The contradiction in the Norwegian 

experience was complimented by the growing acknowledgement 

76 Lancet, Aug. 31, 1889, 423.  
77 See William Webb, 8ff.  
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by western scientific community of Hansen’s Bacillus 

theory.  

The growing acceptance of the germ theory of medicine 

from the late nineteenth century further bolstered the 

contagionist’s position. There was also fear about European 

susceptibility to infections in the tropics and the 

ultimate transmission of these infections to Europe.  From 

about the mid-nineteenth century, public interest in 

leprosy, a condition hitherto believed to have died in 

Europe was awakened. There was growing evidence that 

leprosy had increased and continued to do so in England and 

other parts of the world.  The notion was held that, what 

England/Britain had at hand was a looming condition, which 

threatened her civilization. Sir Morell Mackenzie, a 

British physician and a pioneer of laryngology explored the 

diffusion of leprosy in Europe and America and remarked 

that, 

. . . in almost every other quarters of 
the globe, leprosy is rife at present, and 
wherever it exists it seems to be slowly 
but surely extending its ravages.  It is 
impossible to estimate even approximately 
the total number of lepers now dying by 
inches throughout the world, but it is 
certain they must be counted by millions.  
It cannot be comforting to the pride of 
England-the august Mother of Nations- to 
reflect that a very large portion of these 
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wretched sufferers is to be found among 
her own subjects.78  
 

Following a report on the spread of leprosy in the 

British colony of Barbados, the Secretary of State for 

colonies in 1862 requested advice from the Royal College of 

Physicians on how to handle the scourge of leprosy in the 

British colonies in West Indies. The Secretary of State was 

particularly interested in knowing whether the degree of 

infectiousness of leprosy warranted any form of compulsory 

segregation of lepers.79  The Secretary of State also wanted 

to know if leprosy was a common feature in other British 

colonies beyond the West Indies.80 The Royal College of 

Physicians established a committee and drew up a list of 

questions that were circulated by the colonial office to 

British colonies. The idea was for the membership to draw 

their conclusions by analyzing the data that would be 

received from the British colonies.  Although its 

membership was six, the interim and final reports were 

drafted by Gavin Milroy, who was the honorary secretary to 

the committee and the known expert of the Royal College of 

78 Morell, Mackenzie. “The Dreadful Revival of Leprosy,” Woods 
Medical and Surgical Monographs V (New York: Wood, 1890). 
79 Report on Leprosy by the Royal College of Physicians, prepared 
for Her Majesty’s Secretary of State for the Colonies (London: Eyre 
and Spottiswoode, 1867), vi. 
80 Ibid, iv. 
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Physicians 81 who was an avid critic of the quarantine 

system and vehemently opposed to the notion of segregation.  

In the final report of the committee, it was concluded that 

leprosy was a non-contagious disease condition. The 

committee argued that the notion of its contagiousness 

being peddled by competing physicians was largely based on 

and drawn from “imperfect observation.”82  In the opinion of 

the committee, leprosy was “essentially a constitutional 

disorder” that could be fixed by improving the living 

conditions of the populations that encountered it.83   

 It was against this background that the first world 

leprosy conference was held in Berlin in October 11-16, 

1897. It was a collection of seasoned names in the European 

world of bacteriology and pathology. Delegates included 

Hansen, the discoverer of the leprosy bacilli, Koch, the 

discoverer of the tuberculosis bacilli and other important 

leprosy researchers, none of whom represented Britain or 

its African Empire. After fierce contestations, members of 

the Conference confirmed that leprosy was caused by a 

bacillus and recommended isolation of leprosy sufferers. 

81 Leprosy and Empire, 51-52. 
82 Report on Leprosy by the Royal College of Physicians, prepared 
for Her Majesty’s Secretary of State for the Colonies (London: Eyre 
and Spottiswoode, 1867), lxix. 
83 Ibid, lxxiv. 
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Although the existence of leprosy in the Gold Coast 

(Ghana) pre-dated British occupation, the earliest recorded 

cases was in the late nineteenth century.84  In the early 

1900s a few other cases of leprosy were reported.85 By 1913 

the growing incidence of leprosy was not in doubt and 

medical authorities in the Gold Coast were unanimous in the 

thinking that the segregation of lepers was needed although 

not urgently.86 Unlike malaria, yellow fever, and related 

health conditions, the Gold Coast colonial government until 

about the 1920s overlooked leprosy officially. When 

attention was turned to leprosy, it was done reluctantly.   

The relatively late beginning of the policy of 

isolation in the Gold Coast was largely due to the fear of 

opposition from the local population.  It was also because 

the incidence of leprosy was regarded as negligible by the 

government.  Although lepers associated freely with 

relatives in their compounds, they rarely appeared at 

gatherings organized by the administrative authorities.  

For it was in these gatherings that members of the 

government would have had the opportunity of seeing them.  

84 Gold Coast Government Report on Medical and Sanitary Department, 
(GCGRMSD) 1899, 271. 
85 GCGRMSD, 1902, 2; 1907, 32. 
86 GCGRMSD, 1914, 39. 
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The ignorance of the incidence of leprosy in the North was 

revealed in an observation made in 1913 by S. D. Nash, 

District Commissioner of Zuarungu.  Nash asserted that; 

“There are more victims in the country than I was aware 

of.”87 

 

Segregating Leprosy Patients: Initiatives by 
Individual Doctors 
 

Interventions in leprosy in Gold Coast up to the 1920s 

were driven by initiatives of individual medical doctors 

serving in the British colonial medical system. In 1913 the 

acting Chief Commissioner of the Northern Territories, R. 

A. Irvine requested the respective District Commissioners 

of the Northern Territories to make an “enquiry as to the 

attitude of the native population towards leprosy and the 

question of the compulsory isolation of lepers.” 88 District 

Commissioners were specifically instructed to include the 

chiefs in the project of understanding the notions of the 

natives on compulsory isolation.89  From the various reports 

received, it was noted that leprosy was not as wide spread 

87 PRAAD, Accra, ADM 56/1/159, Zuarungu Official Diary 14.10.1913 
88 PRAAD, Accra, ADM 56/1/106 Compulsory Isolation of Lepers, Case 
No. 29/13, Letter from the Acting Chief Commissioner of the 
Northern Territories to the Acting Commissioner, Southern Province, 
20th  September, 1913. 
89 Ibid. 
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as it was presumed. In the vicinity of Salaga for instance, 

it was observed that there was not “a large number of 

lepers in the District.”  To the surprise of colonial 

authorities who at this time had been considering leprosy 

as an infectious disease, lepers were not segregated and 

were allowed to mingle unimpeded with seemingly healthy 

members of the society. In Salaga town, although 

inhabitants were aware of the existence of leprosy “to 

which whether they attach no importance, lepers mix with 

other inhabitants and share the same huts as their 

families.”90   

 In Yeji a middle-aged man who had had leprosy for 

about ten years, who was extensively disfigured was living 

with his children and other family members who did not show 

any visible evidence of leprosy. A woman was also seen who 

had had leprosy with a “mostly affected” body for six years 

and continued to live with children and family.  In a 

number of the reports gathered it was so obvious leprosy 

was not viewed as a dreaded disease among the native Gold 

Coast population.  Leprosy was viewed just like any other 

disease and attempts were made to treat it. Among the Gonja 

90 PRAAD, Accra, ADM 56/1/106 Compulsory Isolation of Lepers, Case 
No. 29/13, Letter from the District Commissioner, Salaga to the 
Ag. Commissioner, Southern Province, 10th October, 1913. 
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for instance cure was effected by the “patient taking 

medicines internally and also by rubbing some preparations 

on the sores.”91  At Bawku, the district commissioner 

observed that leprosy was not considered a serious disease. 

He also noted that healthy persons had no problem sleeping 

with a relative who had leprosy.92 The status quo remained 

and nothing was done about leprosy. 

 The subject of leprosy came up again in 1918 when the 

principal medical officer, Dr. Rice toured the Northern 

Territories. During his tour, Rice met with Doyen, a 

medical savvy white Father of the Catholic faith who 

reported the increasing incidence of leprosy cases in 

Navrongo.  Dr. Rice was particularly impressed when the 

White Fathers educated him on the “inner life of the 

Grunshies” and demonstrated the ability to speak the 

language fluently and understanding of the intricacies and 

peculiarities of the “native mind.”  Dr. Rice felt the 

medical utility of the White Fathers would be enhanced if 

some course of instruction was offered them at the Accra 

laboratory and subsidized hospitals and dispensaries are 

run by them under the general supervision of the colonial 

91 Letter from the District Commissioner, Salaga to the 
Commissioner, Southern Province, 30th March, 1914.  
92 Letter from the Ag. District Commissioner, Bawku to the 
Provincial Commissioner, Navrongo, 10th November, 1913. 
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medical officer.93 Approaching leprosy this way, will ensure 

that the colonial government avoids any heavy financial 

investments on infrastructure and cost of medical 

personnel.   

The then acting governor of the Gold Coast became very 

interested in the suggestion of the principal medical 

officer and desired the opinion of the Chief Commissioner 

of the Northern Territories.94  Armitage, Chief Commissioner 

of the Northern Territories, doubted the claim by Father 

Doyen that leprosy was in the increase and insisted that a 

careful enquiry be done to verify the veracity of the 

allegation.95  The issue of dealing with leprosy became 

dormant in the Northern Territories of the Gold Coast until 

in the mid-1920s. In September 1925, the then Chief 

Commissioner of the Northern Territories called for an 

investigation to determine whether leprosy was increasing 

or decreasing in the Northern Territories.  He also desired 

to know how feasible it would be to “establish small native 

villages inhabited entirely by lepers who would have their 

93 PRAAD, Accra, ADM 56/1/162, Leprosy and Compulsory Isolation of 
Lepers, Extract from a Report on a Tour of the Northern Territories 
by the Principal Medical Officer, 1st December, 1918. 
94 Ibid, Assistant Colonial Secretary to Chief Commissioner, 
Northern Territories, 26th April 1919. 
95 Ibid, Armitage to Ag. Commissioner, North-Eastern Province, 20th 
May, 1919. 
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own market and farm lands.”96 The acting Chief Commissioner 

needed to know from the various District Commissioners if 

there were instances where the healthy population 

complained “regarding the ways and habits of lepers.”97 Well 

informed on the centrality of chiefs in the Gold Coast 

colony, the Chief Commissioner wondered what their position 

would be regarding a scheme of segregating lepers.  In 

response to the call of the Chief Commissioner, the various 

Provincial and District Commissioners conducted surveys 

that yielded different and conflicting results. Contrary to 

the expectation of increasing cases of leprosy, some 

villages reported few cases of the disease.   

The District Commissioner of South Mamprusi district 

visited 53 villages with a total population of 14,520 and 

only recorded 13 cases of leprosy. In view of the 

negligible number of cases, the District Commissioner did 

not think segregation was warranted, although he observed 

that the chiefs would have no objection to a scheme of 

segregating lepers.98   The District Commissioner of 

96 PRAAD, Accra, ADM 56/1/392 Lepers, Letter from the Acting Chief 
Commissioner to the Commissioner of the Southern Province 1st 
September, 1925. 
97 Ibid. 
98 PRAAD, Accra, ADM 56/1/162 Leprosy and Compulsory Isolation of 
Lepers, Letter from the District Commissioner, South Mamprusi to 
the Commissioner of Northern Province, 19th September 1925.  
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Northern Mamprusi did not “consider the numbers so great as 

to warrant the experiment” of segregation. He also observed 

that the healthy members of the community felt comfortable 

interacting with lepers. Leprosy, he reported, was not 

“looked on as contagious . . . but as a direct act of 

God.”99  The District Commissioner of Wa opined that leper 

villages could only be established if “strong force was 

employed permanently guarding it.”  Drawing on the remarks 

of the Medical Officer of Wa, the District Commissioner 

thought compulsorily segregating all lepers to form leprosy 

colonies would generally not be a successful venture.   

The success of compulsory colonies, the District 

Commissioner pointed out, would depend on such colonies 

also being treatment centers.100   In his thinking the 

District Commissioner concurred with the Medical officer of 

Wa that, if a few actively infective cases of leprosy were 

segregated and given medical treatment, the results of the 

treatment in curing or arresting the disease and the 

reintegration of cured and arrested cases back into society 

would make the scheme popular and let potential leprosy 

99 Ibid, Letter from the District Commissioner, North Mamprusi to 
the Acting Commissioner of Northern Province, 18th September 1925. 
100 PRAAD, Accra, ADM 56/1/162 Leprosy and Compulsory Isolation of 
Lepers, District Commissioner, Wa to acting Commissioner, Northern 
Province, 26th September, 1925.  
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patients see the justification of yielding to segregation.  

Based on the reports gathered and the various opinions 

expressed by the colonial political authorities in the 

Northern Territories the status quo regarding leprosy 

prevailed. Leprosy was to be seen and dealt with in 

hospitals, dispensaries, and health centers just like any 

other disease would. Compulsorily isolating lepers meant 

additional financial commitments and medical manpower to 

the colonial government.  

 It was the Medical Officer of Yendi, Dr. Helen 

Hendrie who initiated the establishment of the first major 

leprosy village in colonial Ghana at Yendi.  Dr. Helen 

Hendrie was one of the prominent woman medical officers of 

the colonial medical department. 101  Hendrie was a zealous 

and experiment oriented medical officer stationed at Yendi 

in the Northern Territories in the early to mid-1920s. At 

the time, yaws became one of the prominent diseases that 

inflicted the indigenous population and was next in 

importance in the colonial government’s scheme of things to 

malaria.  Dr. Hendrie first carried out clinical trials on 

yaws with novarsénobillon (NAB) and Bismuth Sodium Tartrate 

(BST). Before Hendrie’s clinical trial NAB was the drug of 

101 Other prominent female medical officers were Dr. Helen Russell 
and Dr. Cicely Williams. 
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choice for the treatment of yaws. Use of NAB required more 

than just one dose for any improvement to occur in the 

patient. Hendrie noticed that a good number of patients did 

not return for second and subsequent doses. So it became 

very difficult to determine the exact effect of any drug.  

Her object in the clinical trial was to find an alternative 

mode of treatment that would circumvent this problem.   

In 1925 Hendrie collected 100 cases of patients with 

active secondary yaws from a village called Demon in the 

district of Yendi. Fifty of the cases received NAB 

injections while the other fifty were administered with 

BST. The results were striking a fortnight later. The 

patients that received BST had no traces of yaws found on 

them as their “skin was healed and recovered with a fine 

furfurceous desquamation, almost as if the children had 

been powdered.”102 The cases of the patients treated with 

NAB showed “what is commonly found after a single injection 

N.A.B. One child had still a solitary yaw at the back of 

the head.  Another one over the skin, another one on the 

buttock.”103  It was in line with the quest for experiment 

102 Report on the Medical and Sanitary Department, April, 1925-
March, 1926, See Report from District of Yendi, Northern 
Territories on Effect of Bismuth Tartrate in Treatment of Yaws as 
Noted in the District by Helen Hendrie, 59-60. 
103 Ibid. 
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that Dr. Helen Hendrie started a small leprosy colony at 

Yendi in 1925. Contrary to the opinion of most of the 

District and Provincial Commissioners of the Northern 

Territories, Dr. Hendrie’s estimation was that leprosy was 

in the increase in the Yendi district. Her conclusion was 

based on the unusual increasing number of leprosy cases 

reporting at the hospital and her observation that most of 

these were “children and young people.” During the year 

1923-24, Dr. Hendrie saw and treated a total of 71 leprosy 

cases at Yendi.104  

Dr. Hendrie worried that segregation was not practiced 

among the natives of Yendi and the custom of destroying 

houses and clothing that belonged to lepers who died of the 

disease were retained contrary to the “old custom” of 

destroying them.  What was alarming to Dr. Hendrie was the 

tradition of “causing children to wait on sick and feeble 

lepers” and the observation that children slept with their 

leprous relatives which made them extremely susceptible to 

catching the condition. 105   The political authorities 

disagreed with the opinions of Dr. Hendrie. The Provincial 

Commissioner shared the opinion of the District 

Commissioner that leprosy was not “noticeably on the 

104 Report on the medical Department, April, 1923-March, 1924, 37. 
105 PRAAD Accra, ADM 561/392 Lepers,  
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increase.”  The increased number of lepers reporting at the 

hospital was due to the “people’s confidence in Doctor 

HENDRIE and her successful trial in ameliorating the 

disease.”  The political authorities appeared to have 

favored a scheme that would entail the establishment of 

leper colonies at permanent medical stations in the 

Province. One central leper settlement, the political 

authorities argued would not be feasible because of the 

very “great distance involved . . . differences in language 

and habits” of the various inhabitants. It was also feared 

that a central leper settlement would require the 

commitment of the personnel of the medical department and 

the government’s financial support particularly on 

allowances to supplement the feeding needs of the 

“crippled” lepers.106   

Notwithstanding the strong opposition by the political 

authorities to a central leprosy colony, Dr. Hendrie 

appears to have been able to convince the colonial medical 

authorities of the relevance of a central leprosy 

settlement at Yendi. In a letter to the Commissioner, 

Southern Province, the District Commissioner of Eastern 

Dagomba reported on the instruction to Dr. Helen Hendrie to 

106 PRAAD Accra, Report by the Provincial Commissioner, Southern 
Province, 3rd October 1925. 
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build a “leper camp” at Yendi and the fact that Dr. Hendrie 

had suggested a site near the Kulkpini River, a move which 

needed the approval of the Provincial governor. The 

Assistant Director of Medical Services, Tamale made clear 

the opinion of the colonial medical authority when he 

offered to contribute £30.00 to the project.107 The 

Provincial Commissioner appeared to have felt slighted that 

he got wind of Dr. Hendrie’s leper settlement project from 

his subordinate, the District Commissioner and therefore 

demanded to know from Dr. F. S. Harper, Assistant Director 

of Medical Services “from whom Dr. HELEN HENDRIE received 

her instructions to build a leper colony.”108  As it turned 

out, Dr. Hendrie received her instruction from the 

Assistant Director of Medical Services, who had 

communicated with and received the support and approval of 

the Chief Commissioner of the Northern Territories, the 

prime political authority of the Northern Territories.109   

107 PRAAD, Accra, Letter, from District Commissioner, Eastern 
Dagomba to the Commissioner of the Southern Province, 13th November 
1925. 
108 PRAAD, Accra, Letter from the Acting Commissioner, S. P. to 
the Assistant Director of Medical Services, Tamale, 18th November, 
1925. 
109 PRAAD, Accra, Letter from the Chief Commissioner, Northern 
Territories to the Commissioner, Southern Province., 23rd November, 
1925. 
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 By the close of 1925, the Yendi leprosy settlement 

was in operation with Dr. Helen Hendrie as the doctor in-

charge of the facility. Beyond facilitating the 

establishment of a leprosy colony, Dr. Hendrie was 

efficient in persuading the “unfortunate suffers to submit 

to segregation at their own free will.”110  This feat was 

important to the colonial government because they did not 

believe voluntary segregation was possible. The colonial 

state had harbored the notion that the only way that 

colonies would be sustained was by compelling the lepers. 

However, it was feared that compulsion would be counter-

productive and the measure risked wiping away the little 

confidence the local population had in the British colonial 

outfit. Winning the complete confidence of the native 

population was seen as a “big step forward in the treatment 

of leprosy.”111  Dr. Helen Hendrie’s accomplishment also 

bolstered the case for the employment of more women medical 

officers by the colonial government. 

Addae suggests that it was probably Dr. Hendrie’s work 

which began to reveal the magnitude of “the leprosy problem 

in the North” and the Medical Department’s appreciation of 

110 The Glasgow Herald. “Women Fighting Leprosy”, Feb. 22, 1926, 
8. 
111 Ibid. 
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the scope of the leprosy situation.112  The scope of leprosy 

in the North and its appreciation by both the colonial 

government and the Medical Department obviously predated 

Dr. Hendrie’s work on leprosy.  What Dr. Hendrie’s work did 

was to incite the interest of both the Medical Department 

and the colonial state in investing in the treatment of the 

disease.  Dr. Helen Hendrie’s interest in leprosy 

settlements appears to have been influenced by her zeal for 

research as she immediately began experimenting with 

various available medicinal formulae for leprosy.  In 

October 1923, Dr. Hendrie ordered and received 300cc of 

Moogrol and immediately set up a segregation area that 

consisted of 4 huts each with a capacity to house 10 lepers 

with a shelter for treatment and farmland. The first lepers 

were received in the segregated area on November 10th 1923 

and treatment started on November 11th. On February 22nd 1924 

Dr. Hendrie received chaulmoogra oil and immediately 

carried out treatment with it too. Based on her 

observation, Dr. Hendrie concluded that moogrol was 

112 Stephen Addae. The Evolution of Modern Medicine in a Developing 
Country: Ghana 1880-1960, Edinburgh: Durham Academic Press, 1996, 
238. 
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superior to Chaulmoogra oil in “its immediate, its local, 

and its general reactions.”113    

Probably taking a cue from Dr. Hendrie, a leper 

settlement was started at Ho114 in 1926 by Dr. F. H. Cook in 

a few small huts.  In early 1926, Dr. Cook took over the Ho 

district as medical officer.  Dr. Cook began encountering a 

number of leprosy cases in his routine visits to the 

outlying districts and immediately conceived the idea of 

establishing a leprosy encampment with the goal to entice 

“these unfortunates to come in for treatment.”115  Drawing 

experience from the Bagida leprosy settlement in east of 

Lome, then occupied by the Germans where compulsory 

segregation was the norm, Dr. Cook argued that the result 

of compulsory segregation was the hiding of lepers among 

the healthy population which was counterproductive.116  Dr. 

Cook made it obvious to the patients of the settlement that 

there was no compulsion and that they were permitted to 

leave the premises of the settlement whenever they wished.  

Their relatives were also permitted to visit the leper 

113 Report on the Medical Department, April, 1923- March, 1924, 
37. 
114 Ho at this time comprised the lower half of the Mandated 
Territory. 
115 F. H. Cook. “Leprosy in the British Mandated Territory of 
Togoland”, Transactions of the Royal Society of Tropical Medicine 
and Hygiene, vol. XXI, Issue 4, 31 Jan. 1928: 301-4. 
116 Ibid. 
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patients in the settlement whenever they felt necessary to 

do so.117  The first case was admitted in October 1926 and 

by the end of April 1927, 82 leprosy patients were in the 

settlement and receiving treatment.118 The Ho leper 

settlement overtime became the largest during the entire 

colonial period. 

In the early 1920s Percy Selwyn-Clark, the Medical 

Officer of Health, Accra, urged the Medical Department to 

institute a policy of compulsory notification and 

segregation of lepers “in a properly appointed Leper 

Colony.”119  In 1922 Selwyn-Clark reported repeated requests 

made by relatives of lepers that they should be removed 

from “the mist of their families and cared for at the 

Contagious Disease Hospital.”120  Selwyn-Clark strongly 

urged “compulsory notification of leprosy and segregation 

of cases should be enforced in the Accra District if same 

is not practicable for the colony as a whole.”121  Selwyn 

Clark’s call for compulsory segregation was based on 

opinions and suggestions made in the West Indian Medical 

conference in 1921. 

117 Ibid. 
118 Ibid. 
119 PRAAD, Accra, Report of the Medical Officer of Health, Accra, 
1922, 14. 
120 Ibid. 
121 Ibid, 15. 
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 Among other things the West Indian Medical Conference 

resolved that, besides notification and effective 

segregation, cured or arrested cases of leprosy should 

permanently remain in the settlements and never be 

discharged under any circumstance.122  Selwyn-Clarks calls 

were not heeded to mainly because the medical department 

had no power under any ordinance to remove lepers or even 

compel them to undergo room isolation in their own homes. 

This period of Gold Coast history was greatly characterized 

with some form of nationalist protest movements the bulk of 

who were located in the coast of the Gold Coast colony. The 

medical department therefore risked some form of fierce 

opposition from the educated elite who had developed the 

penchant for opposing anything initiated by the colonial 

authorities in the 1920s.  

 In 1922 however, the opportunity to begin the 

isolation of lepers in Accra was offered when three lepers, 

a 16 year old Ga boy, a 46 year old Fanti man and a 19 year 

old “Awuna” girl voluntarily decided to seek refuge in 

portions of the Contagious Disease Hospital.123 All three 

122 Report of the Proceedings of the West Indian Medical 
Conference, The British Medical Journal, Vol. 2, No. 3169 (Sep. 
24, 1921), 493-493. 
123 PRAAD, Accra, Report of the Medical Officer of Health, Accra, 
1922, 14. 
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were at different stages of leprosy. With the support of 

Dr. M. E. O’Dea, acting Director of Medical and Sanitary 

Services, Percy Selwyn-Clark used the opportunity to test 

the efficacy of moogral and a mixture of esters of acids of 

the chaulmoogric series.124 Although the results of Selwyn 

Clark’s experiments were not spectacular, the condition of 

the maiden voluntary lepers seemed to have improved to 

encourage another three lepers to apply for voluntary 

isolation at the Contagious Disease Hospital in 1923.125 As 

clear as the opportunity to deal with leprosy as a public 

health disease was, the colonial government was reluctant 

to officially pursue the disease. In his report for 1922, 

the Chief Medical Officer admitted that “No one doubts that 

there is a considerable number of lepers going about the 

country carrying out their usual daily avocations . . . 

leprosy is not a notifiable or legally infectious disease, 

and the Department has not the legal power to enforce any 

measures to prevent its spread.”126 He concluded that until 

suitable staff was found, nothing could be done to cope 

with leprosy. 

 
 

124 Ibid. 
125 PRAAD, Accra, Report on the Medical Department, Jan. 1922-March 
1923, 47.  
126 Ibid. 
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Fig. 2: A young leper boy who submitted to voluntary 
segregation at the contagious disease hospital 
(Note the severe ulcerations of legs, nodular 
thickening of tissues of face etc.) 
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Fig. 3: The same boy after receiving six and half CC’s of 
Moogrol intramuscularly during a period of 
eight weeks (Note healed ulcers, considerable 
lessening in thickening of tissues of face 
etc.)  
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The initiatives of Dr.’s Helen Hendrie, F. S. Cooke, 

and Selwyn-Clark were influenced by developments at the end 

of the First World War associated with the mode of 

treatment.  Most European doctors had reached the 

conclusion that leprosy could be cured with derivatives of 

the oil obtained from the hydnocarpus tree. Chaulmoogra, 

the constituent that became key in leprosy treatment had 

been used in India for several years, adopted by the 

European medical community in the mid-19th century, and also 

used as the mode of treating patients in the Botsabelo 

leper settlement in South Africa.  During this period, 

chaulmoogra was mainly administered orally and was not 

comfortable in the mouth, a condition that appears to have 

discouraged patients from enduring it. Although the 

injection version of chaulmoogra was tried in the late 19th 

century, the procedure was so painful and a disincentive.127  

In the early 1900s a less painful way of administering 

Chaulmoogra injections was discovered by a team of American 

medical officers and Leonard Rogers, a British doctor then 

working with leprosy in India. It was this new development 

that gave hope to the treatment of leprosy and the 

formation by Roger of the British Empire Leprosy Relief 

127 Patrick, Feeny. The Fight Against Leprosy, London: American 
Leprosy Missions, 1964, 106-7. 
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Association in 1923.128   With the emergence of this hope of 

curing leprosy Dr.’s Helen Hendrie and H. F. Cook of the 

Yendi and Ho leprosy settlements respectively found an 

acceptable and convincing justification for establishing 

leprosy settlements in the Gold Coast colony. 

A striking feature associated with leprosy colonies in 

tropical Africa has been the deep-seated involvement of 

medical missionary enterprises.  The Church of Scotland 

Mission for instance operated the largest leprosy colony at 

Itu in Calabar Province in Nigeria in the 1930s.129 In the 

Gold Coast the Basel and Roman Catholic Missions 

established and operated sedentary medical facilities. By 

the mid-1930s, the Basel Mission hospital, located in Agogo 

was the largest mission medical facility receiving over 600 

African in-patients and enormous numbers of outpatients.130 

The White Fathers at Bolgatanga, Navrongo, and Wiaga 

provided useful dispensary services. The Mother Superior 

and Sisters of the Roman Catholic Mission in Kpandu offered 

128 Patrick Feeny, The Fight Against Leprosy, 108-10; Leonard 
Rogers. Happy Toil: Fifty Years of Tropical Medicine, London: 
Muller, 1950, 189-90; John Parascandola. “Chaulmoogra Oil and the 
Treatment of Leprosy”, Pharmacy in History, vol. 45, No. 2 (2003), 
47-57; Leonard Rogers, “Progress in the Control of Leprosy in the 
British Empire”, Journal of the Royal Society of Arts, vol. 94, 
No. 4722 (July, 1946), 525-535. 
129 C. E. B. Russel, “The Leprosy Problem in Nigeria”, Journal of 
Royal African Society, vol. 37, No. 146 (Jan., 1938), 66-71. 
130 Report on the Medical Department, 1935, 36. 
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medical services in the 1930s.131 One would assume that 

missionary enterprises in the Gold Coast would take a cue 

from their counterparts in other British colonies and 

establish leprosy settlements. Whilst it is safe to assume 

that lepers who presented themselves to missionary run 

health facilities were not turned away, no missionary body 

run leprosy settlements in the Gold Coast colony.    

Through initiatives of Individual medical officers 

working contrary to the established norm of compulsory 

segregation of lepers, the use of voluntary leprosy 

settlements was deployed and gradually became the 

definitive approach to leprosy in colonial Ghana.132  From 

the 1930s the Gold Coast colonial government began to get 

involved in leprosy settlements although reluctantly. The 

next chapter will explore this minimal official government 

commitment to leprosy from the early 1930s to the eve of 

independence in the mid-1950s.

131 Medical and Sanitary Department Report, 1929-30, 57. 
132 Compulsory segregation was the rule in the Kalaupapa settlement 
of Moloka’i, Hawai, and Carville, Louisiana.  
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Fig. 4: Female Patients of the First Leper Settlement in 
Accra, 1921.  

 

 
Fig. 5: Male Patients of the First Leper Settlement in 

Accra, 1921. 
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CHAPTER THREE 
 
“Coping with this Scourge”:  The State and 
the Institutionalization of Leprosy 
Colonies, 1930-1950s 
 

Introduction 

The nature and etiology of leprosy was highly 

contested in global medicine, particularly in Europe from 

the late 19th century.  Drawing from biblical and historical 

inferences, leprosy was presumed to be contagious and 

required segregation. The notion of segregating lepers as a 

way of preventing the condition from spreading became 

standard practice. Segregating lepers required a lot of 

human resource commitment and financial investments. This 

chapter explores how the Gold Coast colonial state viewed 

and engaged leprosy from the late 1920s. The colonial state 

was generally not interested in dealing with leprosy as a 

condition that required special attention. In instances 

where the state was involved, it did so haltingly and 

reluctantly.  

Although there are reports by some political and 

medical colonial officials of encountering lepers in the 

Gold Coast, up to the late 1920s both political and medical 

 89 



officials had no idea what the incidence of leprosy was. An 

analysis of the Annual Reports of the Medical and Sanitary 

Department gives us an insight into the various diseases in 

the Gold Coast that caught the attention of the colonial 

government. The Medical and Sanitary Department Reports 

were a compilation of reports of various medical officers 

of the colony. What this meant was that the reports did not 

shed any light on the disease predicament of the towns and 

villages without resident medical officers. Most of the 

diseases reported on were those that wreaked havoc on the 

life of official and non-official Europeans. Leprosy was 

clearly not one of those diseases that threatened the well-

being and lives of Europeans and so its incidence was not 

reported well up to the late 1920s.  The colonial medical 

department drew its information on the incidence of 

diseases in the Gold Coast from hospital attendance 

statistics which in themselves were inaccurate due to 

speculative diagnoses. The statistics on the incidence of 

leprosy beyond the late 1920s were very inconsistent in 

their reporting. While the annual health condition of the 

European was known, that for Africans was usually not known 
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beyond cases encountered in the clinics, dispensaries, and 

hospitals.  

 

The British Empire Leprosy Relief Association and 
the Treatment of Leprosy 
 

The British Empire Relief Association (BELRA)133, a 

brainchild of Leonard Rogers was formed in 1924 with the 

reigning British Monarch as its patron. The idea of forming 

this association was nursed in a meeting in India in July 

1923. Participants in the meeting noted that the British 

Empire had more visible leprosy cases than “any political 

entity in the world” yet did little about leprosy in its 

colonies as compared to the United States of America.  Less 

than 5% of lepers in the British Empire were being cared 

for in any form, participants of the meeting observed.  

What was more troubling to participants was the observation 

that only a small proportion of lepers in India, West 

Indies, and tropical Africa were receiving treatment by 

derivatives of chaulmoogra, the then prevailing treatment 

133 In the 1950s, BELRA was renamed the Leprosy Relief 
Association (LEPRA) to reflect decolonization and the 
disintegration of the British Empire from the 1950s. 
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of choice and some other oils on account of poverty.134  

The aim of the association therefore was to “eradicate” 

leprosy from the British Empire drawing on chaulmoogra oil, 

which in the early 1920s was believed, could cure leprosy.  

BELRA was essentially established as a philanthropic 

medical organization to spearhead outpatient work on 

leprosy and to also foster research into all aspects of the 

disease.  BELRA was not the first leprosy relief 

association to be formed. Prior to its formation was the 

existence of the Mission to Lepers, a religious oriented 

leprosy association. Although it operated in a number of 

countries, colonial Ghana was not one of them.  At its 

formation the BELRA laid its main emphasis on treatment.  

In 1925 the Legislative Council approved a donation of 100 

pounds in contribution to the work of the association as 

part of the broad agenda of studying and understanding 

tropical diseases in the British Empire.135  

The colonial medical department advocated the 

formation of a branch of BELRA in September 1929. The 

134 “Treatment of Lepers” The British Medical Journal, Vol. 2, 
No. 3264 (Jul. 21, 1923), 118. 
135 Gold Coast Legislative Council Debates, 1924-1925, 442. 
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department’s advocacy was drawn from the seeming alteration 

to the notion of the incurability of leprosy. The medical 

department subscribed to the new notion that leprosy was 

curable provided “a widespread enthusiasm coupled with hard 

work can be brought to bear on the problem” of leprosy.136   

In October 1929 Ransford Slater, then Governor of the Gold 

Coast made a decision to form a branch of British Empire 

Leprosy Relief Association and also approved the 

appointment of a number of officers and three committees 

(Central, Ashanti and Northern Territories).137  The 

officers of the new branch included the Governor himself 

who was its president and seven vice presidents.138  The 

committees for Ashanti and the Northern Territories each 

had just one member and the respective commissioners filled 

that.  The central committee had 12 members.  These were 

the Director of Medical and Sanitary services, the 

136 SNA 1037, The British Empire Leprosy Relief Association, 
Letter from the Medical Department, Sept., 1929. 
137 Public Records and Archives Administration Department (PRAAD, 
Accra) SNA 1037 The British Empire Leprosy Relief Association 
(BELRA), a letter from the Acting Colonial Secretary to the 
Secretary of Native Affairs, October 16, 1929. 
138 The officers were: The Chief Justice, The Colonial Secretary, 
The Bishop of Accra, The Chief Commissioner, Ashanti, The Chief 
Commissioner of the Northern Territories, The Konor of Manya 
Krobo, and the Omanhene of Abura. 
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Secretary of Native Affairs, the Deputy Director of 

Sanitary services, the District Commissioner of Accra, the 

Secretaries of the Scottish and Wesleyan Missions, the 

Representatives of the Church of England and Roman Catholic 

Church, the Agent of African and Eastern Trade Corporation 

Limited, the Manager of the Bank of British West Africa, J. 

Glover Addo, and Dr. F. V. Nanka-Bruce. It was a coalition 

of government, business, financial, and religious interest 

groups.  This was the most broad and powerful coalition 

ever to be concerned with leprosy and its possible cure in 

colonial Ghana. It also underscored the level of 

seriousness with which the British colonial officials 

intended to engage leprosy from the late 1920s forward.   

 The enthusiastic formation of the local branch of 

BELRA in the Gold Coast was seen as an opportunity by the 

Gold Coast colonial authorities to shift possible financial 

responsibility for the treatment of leprosy away from the 

colonial state. Leprosy was long viewed as an insignificant 

disease in a number of respects. There were no known cases 

of the condition among the European population in the Gold 

Coast.  Leprosy did not readily offer any opportunity for 

patients to be used by the colonial authorities for medical 
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research and experiments. Dealing with leprosy did not 

bolster the theory or notions of the efficacy of European 

approach to health and disease over the African approach to 

disease management.  The healing process was slow and very 

unreliable.  Leprosy did not also pose as a significant 

threat to the labor required by the colonial state to 

facilitate the economic fortunes like yaws and 

trypanosomiasis (sleeping sickness) did. Investing in 

Leprosy was therefore viewed as a drain on the financial 

resources of the British colonial administration in the 

Gold Coast. In the mind set the Gold Coast colonial 

political and health officials, the British Empire Leprosy 

Relief Association would not only bear the cost of the much 

needed leprosy colonies but would also cater for the daily 

feeding and clothing needs of lepers in the Gold Coast. As 

involvement of the BELRA in Gold Coast leprosy unfolded, it 

increasingly became obvious that the Gold Coast colonial 

administration and medical officials had overestimated the 

margins of the involvement of the officials of the BELRA 

One key issue of concern regarding leprosy in colonial 

Ghana was with the incidence and intensity of the disease. 

The Gold Coast colonial authority although encountered 
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cases of leprosy in some hospitals and clinics had no clue 

what the spread of the disease was in the Gold coast. The 

BELRA and the Gold Coast colonial outfit agreed that an 

investigation was necessary. The enthusiasm of the BELRA 

official in tracking the incidence of leprosy in the Gold 

Coast seems to have sent a wrong signal to the Gold Coast 

colonial and medical officials that the BELRA will 

willingly take over the whole scheme of leprosy control.  

This proved to be wrong in the subsequent involvement of 

the BELRA in the Gold Coast Leprosy management scheme.      

    In March 1928, Maurice Boswell Duncan Dixey was 

appointed the local medical secretary of The British Empire 

Leprosy Relief Association. Dixey immediately engaged in 

the investigation, treatment and the collection of 

statistics on the incidence of leprosy in the Gold Coast. 

And for the first time in the history of the colony, a 

countrywide leprosy survey was initiated. Duncan Dixey’s 

report gave the colonial government an insight into nature 

and spread of leprosy and it also offered some indications 

on the lines along which an assault on leprosy could be 

taken.  Based on various reports drawn from medical 

officers all over the Gold Coast Dixey observed that the 
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largest number of cases were in Ashanti and the Northern 

Territories.  Fewer cases were noted in the Eastern, 

Western, and Central Provinces.   

 

 

DISTRICT CASES SEEN CASES TREATED 

Eastern Province   369  114 

Central Province    80    8 

Western Province   104   97 

Ashanti 1,056  840 

Northern Territories 1,702  547 

Togoland   859  555 

 

Table 1: Incidence and Spread of Leprosy In 1930139 

 

Based on this observation, Dixey suggested to the Gold 

Coast colonial and medical outfit “a need for a central 

settlement at Kumasi for Ashanti, and for a leper village 

at Tamale” immediately.140  Dixey surmised that if leprosy 

139 Report by Dr. M. B. D. Dixey, Medical Secretary, British Empire 
Leprosy Relief Association (Gold Coast Branch) on Leprosy in the 
Gold Coast, 1931,4. 
140 Ibid, 3. 
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colonies were located in both Kumasi and Tamale, it would 

“give great impetus to leper work in the Colony…at places 

where the prospects for successful leper work seem most 

promising and where opportunities which should not be 

missed are presenting themselves."141  Dixey’s estimated 

numbers on the incidence of leprosy is misleading.  Because 

his numbers were drawn from patients who visited the 

various medical facilities it precluded cases that were in 

the early stages of the development of the disease that did 

not show any visible symptoms and so did not visit the 

various health facilities.   Among other things Dixey 

observed that leprosy was largely tolerated both in the 

Colony and the Northern Territories, that whatever 

treatment was administered was slow and with no spectacular 

results as in the treatment of yaws.142  It is important to 

note that although Dixey visited some leprosy colonies in 

the Gold Coast, the results of his survey was largely drawn 

from reports collected by medical officers who intern drew 

their information from chiefs and so his observations on 

leprosy in the Gold Coast were not new. The emphasis 

141 Ibid. 
142 Ibid. 
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following Dixey’s survey was on treatment of leprosy within 

the confines of leper colonies or villages. This required 

not only capital expenditures but also recurrent funding 

for the upkeep of the daily medical and food requirements 

and needs of lepers.  The colonial government assumed that 

because the notion of leprosy colonies was highly favored 

and recommended by the British Empire Leprosy Relief 

Association, the organizations willingness to provide 

funding for both capital and recurring expenditures on 

leprosy colonies was guaranteed.  With the hope of 

financial support from the BELRA and in response to Dixey’s 

recommendation for leprosy colonies, the Chief Commissioner 

of the Northern Territories requested the Assistant 

Director of Medical Services to “go into the case of 

lepers” in the Southern Province with a view to “drawing up 

a definite scheme to start a leper settlement.”143  

Following debates and contestations between and among 

various political and medical officials over location and 

the ideal nature of the leper settlement in question the 

British Empire Leprosy Relief Association was approached 

143 PRAAD, Accra, ADM 56/1/392. 
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for financial support both for capital and recurrent 

expenditures.   

In June 1931, the Gold Coast colonial government wrote 

to Dr. M. B. D. Dixey, Secretary of the British Empire 

Leprosy Relief Association asking if there were any 

prospects of the BELRA “giving a grant towards leprosy 

relief work” in the Gold Coast colony. Per the regulations 

of the Leprosy Association, grants were made for the 

provision of buildings, and simple housing accommodation 

for lepers undergoing regular treatment. This meant that 

recurrent expenditures would be borne by the colonial 

government, a development it did not envisage when it 

nurtured the idea of teaming up with the BELRA.  The 

unwillingness of the colonial government to bear the cost 

of recurrent expenditures meant two things; one option was 

to ignore leprosy altogether, the other was to find an 

alternative way of funding recurrent expenditures. 

 This alternative was in the Native Authority system 

introduced in the Northern Territories in the early 1930s 

but which was in operation in the Gold Coast Colony and 
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Ashanti much earlier.144 A significant feature of the 

Native Authority system was Native Treasuries established 

first in the Northern Territories in 1932. The main source 

of revenue for the Native Treasuries of the Northern 

Territories was a tribute tax imposed by the Native 

Authorities. In Ashanti, the Native Authority Ordinance of 

1935 empowered the Governor of the Gold Coast to require 

the Native Authority to establish a treasury into which 

dues, rates, fines, and fees among other things were paid 

into.  By the early 1940s Native Treasuries were in 

operation in the Colony as well.  In a letter to the Chief 

Commissioner of the Northern Territories in July 1931, the 

Colonial Secretary in anticipation of the establishment 

Native treasuries, intimated the justification for 

“approaching the British Empire Leprosy Relief Association 

for assistance towards capital cost” but wondered whether 

the “local Native Authorities would be prepared to 

144 For an insight into the evolution of Native Authorities and 
Treasuries in the Gold Coast see, Lord Hailey. Native 
Administration in the British African Territories part III 
(London, 1951), 186-280. 
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guarantee the amount of the annual expenditure on 

maintenance.”145   

The Chief Commissioner who was the principal political 

authority on the ground in the Northern Territories and who 

was most likely to bear the brunt of resistance and 

rebellion should any occur took the position of waiting 

until “the introduction of Indirect Rule and the formation 

of legalized Native Treasuries before approaching the 

Chiefs on the subject.”146  In October 1931 the proposal to 

establish a leper settlement in the Northern Territories 

was put on hold by the Governor until the “Native 

Treasuries are in a position to make adequate contributions 

towards the annual cost of maintenance.”147  Relying on 

Native Treasuries and the Native Authority system would do 

two things; it would relieve the colonial government’s 

financial burden on expenditures associated with leprosy 

and shift that burden to the families of the lepers in the 

respective leprosy settlements. The problem with this 

145 PRAAD, Accra, CSO 11/9/2 Colonial Secretary to the Chief 
Commissioner of the Northern Territories, July 30, 1931. 
146 PRAAD, Accra, CSO 11/9/2 Chief Commissioner of the Northern 
Territories to the Colonial Secretary, Sept., 17, 1931 
147 PRAAD Accra, CSO 11/9/2 Colonial Secretary to the Chief 
Commissioner of the Northern Territories, Oct., 6, 1931. 
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arrangement was that the Native Treasuries were already 

overburdened with a wide range of financial 

responsibilities. They built roads, contributed 

significantly to the provision of learning centers, and 

interventions in sanitation programs among others.  From 

the early to mid-1930s leprosy settlements became a 

collection of ramshackle, inept, and bewildered facilities.  

  

Country-wide Survey of Leprosy and Revision of 
Leprosy Policy 
 

In 1936, the BELRA suggested that its Medical 

Secretary, Dr. Ernest Muir visit the Gold Coast colony and 

study the problem as a basis of making recommendations for 

the further development of anti-leprosy work. Muir had 

extensive experience with leprosy work in India and was 

very knowledgeable about the disease and his opinions 

highly respected.148  At the time the British Empire 

Leprosy Relief Association was being formed with a focus on 

treatment with chaulmoogra, Dr. Muir was a strong proponent 

148 Dr. Muir spent 15 years as a medical missionary among Bengal 
lepers and another 15 years as a research worker in leprosy in 
Calcutta's School of Tropical Medicine. 
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of segregation of lepers. Drawing on his experience with 

leprosy in India Dr. Muir argued that it would be 

practically impossible to get the Indian or Burma leper to 

undergo a prolonged course of treatment without having him 

confined in an institution.  Muir opined that while lepers 

would show up for a few injections, they would have to 

experience a rapid remarkable improvement else they would 

not be seen again.149 Muir’s views on effective treatment 

and segregation would later influence his recommendations 

on how leprosy should be approached in the Gold Coast 

colony.  The BELRA initiative was welcomed by the colonial 

office in London and the Director of medical services in 

the Gold Coast. Prior to his visit of the Gold Coast Muir 

toured a number of leprosy colonies in Nigeria where the 

leprosy problem was enormous. In his tours of the Gold 

Coast Dr. Muir visited the Leper settlements of Accra, Ho, 

Yendi, Kumasi, and Lake Bosomtwi.   

Muir’s observation of leprosy in the Gold Coast was 

based on four viewpoints: the aesthetic, charitable, 

medical and public health dimensions.  From the aesthetic 

149 A. R. J. Douglas, “Control of Leprosy” The British Medical 
Journal, Vol. 1, No. 3297 (Mar. 8, 1924): 446. 
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and charitable perspective where lepers were seen as an eye 

sow in towns, removed away from healthy society and taken 

care of by donations from charitable members of the town, 

Muir observed was accomplished in the Gold Coast. Muir also 

noted that from the public health perspective “something is 

being accomplished by the isolation of some 400 lepers, 

about one-third of which may be considered as highly 

infectious cases.”150  From the medical point of view 

“where lepers attend hospital and dispensary for treatment 

either for the leprosy itself or of its complications and 

accompanying diseases . . . very little is being done” in 

the Gold Coast.151 Dr. Muir was particularly concerned with 

the lack of any clear indication of the actual incidence 

and distribution of the condition in the Gold Coast. 

Accordingly, he suggested a countrywide survey of leprosy 

led by a medical man with wide experience in leprosy with 

tremendous interest in anti-leprosy work.  In cases where 

the survey indicated a high incidence, Muir suggested a 

large agricultural style leprosy settlement along the lines 

of Itu and Uzuakoli leper settlements in Nigeria be 

150 Gold Coast Colony Report on the Medical Department, 1936, 85. 
151 Ibid. 
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established. Dr. Muir further suggested that leprosy 

settlements in the Gold Coast would be best when funded by 

central government but run by missionary doctors. He 

strongly urged the avoidance of the use of force to draw 

lepers to the settlements as that would encourage 

concealment of cases and make the winning of the confidence 

of the patients very problematic.  

In addition to Muir’s survey was a report by the 

British Empire Leprosy Relief Association in 1936 which 

indicated not only the enormousness of the number of 

leprosy cases in the British empire but also the revelation 

that although the majority of lepers do not spread the 

disease, a “single infectious case will, in certain 

circumstances, disseminate the infection to large numbers 

of those with whom he comes in contact, the danger being 

specially great for young children who are particularly 

susceptible.” 152 What this meant to the Director of 

Medical Services and the medical department was that 

without the effective isolation of all the dangerous lepers 

or at least a majority of them, the hope of curtailing and 

152 Gold Coast Colony Report on the Medical Department, 1936, 8. 
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controlling leprosy was slim.  Although the various surveys 

did not provide any definite national oriented leprosy 

numbers, by the late 1930s Gold Coast colonial medical and 

political leadership had accepted that approximately 1.5 to 

2 per mile of the population in the Gold Coast were lepers 

and that the proportional incidence of the disease 

increased as one went from the south of the colony to the 

north153.     

In view of Dr. Muir’s observation in the survey of 

anti-leprosy work in the Gold Coast, and the BELRA report 

on leprosy, the Director of Medical Services felt colonial 

governments review with regard to the policy of leprosy was 

necessary.  While treatment of leprosy patients was deemed 

important, the new policy was “isolation of infectious 

cases from the community and especially from children…and 

education of the community with a view to improving their 

sanitary condition”154 From the mid-1930s therefore, 

medical authorities in the Gold Coast envisioned ultimately 

controlling and eradicating leprosy by educating the people 

at large in the nature and prevention of leprosy using 

153 GCCRMD, 1936, 22, GCCRMD, 1937, 21. 
154 GCCRMD, 1936, 8-9. 
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leper settlements as centers of such education and 

training.   

In 1933, an opportunity, which would have offered the 

Gold Coast colonial government strong support in leprosy, 

work occurred. It was a proposal by Philip Clayton, founder 

of Toc-H, an organization originally formed to aid in the 

rehabilitation of British soldiers and soldiers of other 

nationalities during World War I when he served as an army 

chaplain.  Rev. Clayton’s attention turned to leprosy when 

he embarked on a trip to West Africa as a guest of the 

United Africa Company (UAC) to study the plight of the 

company’s junior workers and to offer his opinion on how 

their condition could be improved.  While in Kano in 

Nigeria, his point of call Rev. Clayton met the District 

Medical Officer, Dr. Turnbull by chance who invite him for 

an excursion outside the “South-East gate” where “lepers 

were compelled to spend the night.”155  Recalling his 

experience years later, Clayton remarked: 

Here there were human beings without hope, 
some without limbs and many of them blind.  
I who had never hitherto beheld a leper in 
my life, now saw a nightmare laid out 
before me under the unrelenting menace of 

155 Tresham Lever. Clayton of Toc H, London, 1971, 182. 
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the sun.  Some of them gasped and cried 
allowed for water.  Others were like the 
witches in Macbeth stirring their evening 
meal; women among them clutched enfeebled 
children close to their breast.  From that 
time onward leprosy became a nightmare in 
my mind without redress.” 156   

 

Rev. Clayton had a different experience when he visited the 

leper settlement run by the Church Missionary society, 

which was a stack disparity of the observations he made at 

Kano.  Here Clayton discovered “calm and order prevailing; 

respect for patients, treatment to be had, cleanliness 

reinforced by explanation, as part and parcel of the whole 

deal.”  What Rev. Clayton deduced from this experience at 

the leprosy settlement operated by the Church Missionary 

Society was the involvement of God. He felt that “there was 

here a strong tradition which heightened the moral of every 

patient – here was the God of love in operation, touching 

in tenderness these hideous sores, and lending sanctity to 

the whole scene.”157  On board on his way back Rev. Clayton 

made the acquaintance of Dr. Macdonald and his wife 

creators of the Itu leprosy settlement from whom he 

156 Quoted in Tresham Lever, 182. 
157 Quoted in Tresham Lever, 183. 
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received additional information on leprosy in Nigeria and 

brief crush course on its history.  What became known as 

the Toc-H scheme on leprosy had a spontaneous beginning.  

After returning from West Africa, Rev. Clayton attended a 

meeting of Toc-H in Stepney, a district of the London 

Borough of Tower Hamlet in London’s East End where he 

talked about the scourge of leprosy and pleaded for 

volunteers to serve at Itu, after some period of training. 

He envisioned founding new leprosy settlements if the need 

arose. On the night of his talk and request for volunteers, 

six accepted the call, six months later the number of 

volunteers had risen to thirty-eight.158   Some Toc-H lay 

volunteers were welcomed in Northern Nigeria and were 

reported to be doing a good deal of work on leprosy at 

Katsina and Maiduguri sheltering 200 and 250 lepers 

respectively.159 

 In November 1933, Robert G. Cochrane, then secretary 

of BELRA introduced the Toc-H scheme to the medical and 

political authority of the Gold Coast. “These men” Cochrane 

158 Tresham Lever, 185. 
159 Notes & Report on Toc H workers engaged on Leprosy work in 
Nigeria, by Dr. E. Muir, July 1936. 
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felt, “would be very useful in connection with industrial 

and other work in leprosy colonies, and they would also be 

able to do good work in leprosy prevention unites, 

especially with regard to surveys, following up of contacts 

and investigating home conditions.”160   One of the 

problems medical authorities in the Gold Coast frequently 

complained about was the inability to get early cases to 

attend leprosy clinics. The Toc H scheme offered the 

opportunity to solve this problem because they were 

assigned to visit homes of leprosy patients not only to 

check on their progress but also “to get into touch with 

other infected cases in the early stages of the disease, 

and to teach prophylactic measures.”161 From the records it 

appears the Gold Coast medical and political authorities 

declined the opportunity mainly because of the possible 

financial burden the scheme came with.  

In letters he sent out to the BELRA, the Colonial 

Office in London, and in communications with the governor 

of the Gold Coast, Dr. Duff, Director of Medical and 

160 PRAAD, Accra, CSO 11/9/5a.  
161 PRAAD, Accra, CSO 11/9/5a “Suggested Scheme for Using the 
Services of Unqualified Men in Leprosy Work.” 
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Sanitary Services (DMSS) indicated how such a scheme would 

affect the budgetary allocations of his department.  In Dr. 

Duff’s opinion the only leprosy colony in the Gold Coast 

that might have used the services of lay leprosy workers 

i.e. the Ho leprosy settlement was already in charge of the 

District Medical Officer and the lepers in that colony were 

already engaged in industrial related activities.  

Government in Dr. Duff’s opinion was,  

already spending £2,000.00 on this 
settlement and various sums are being spent 
all over the colony on lepers, the total 
sum spent on this disease being 
proportionately greater than the sums spent 
on other specific diseases which are more 
wide-spread and more damaging in many ways 
than leprosy.  Hence my fear of any 
commitments for leprosy which might have 
the result of still further curtailing 
other essential services162  

 
On account of the potential financial burden and the 

insignificance of leprosy compared to other public health 

diseases, the medical department declined the Toc. H. 

scheme. The colonial political and medical authorities 

preferred an alternate scheme, which involved the 

appointment of a part-time medical officer of the West 

162 PRAAD, Accra, CSO 11/9/5a. 
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African Medical Staff with special qualifications in 

leprosy to be stationed at the Ho leper settlement. Half of 

his salary was to be paid by the BELRA. This arrangement 

did not seem to fall through.  The colonial government 

clearly did not intend to invest any more in leprosy by the 

mid-1930s.  

Having attracted lepers into the various settlements 

on the basis of the contagiousness of the disease there was 

no justification to disband them. By the mid-1930s colonial 

medical and political authorities had accepted that 

approximately 1.5 to 2 per mile of the population were 

lepers.  It was also generally acknowledged that the 

proportional incidence of the disease increased from the 

south to the northern parts of the Gold Coast colony.163 

From the mid-1930s therefore, the colonial political and 

medical authorities nursed the idea of handing leprosy 

settlements over to the various missionary organizations in 

the Gold Coast.  

 

 

163 GCCRMDR, 1936, 22; 1937, 21. 
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Christian Mission Hospitals, Dispensaries, and 
Leprosy 
 

By the mid -1930s the Basel and Roman Catholic 

Missions offered some form of medical services to patients 

in the towns in which they operated. The Basel mission 

maintained a large hospital at Agogo. This hospital catered 

for a large number of both European and African outpatients 

and inpatients.  In 1935, over 3,000 out-patients were seen 

at this hospital.164 Similarly, the Roman Catholic mission 

performed medical work in Navrongo and Jirapa in the 

Northern Territories.165 Besides the general operation of 

hospitals, in some colonial territories Christian Missions 

were deeply involved in leprosy work as part of the 

missionary enterprise.  Indeed, the medical work of these 

Missions were so important to be reported on year after 

year in both the colonial medical and sanitary department 

reports and the general annual report on the social and 

economic progress on the Gold Coast.   At Itu, a town 

situated about 90 miles up the Cross River in south-eastern 

part of Nigeria; a leper settlement was managed entirely by 

164 GCCRMD, 1935, 36. 
165 Ibid. 
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the United Free Church Mission and will later become an 

example used by Dr. Ernest Muir as a model of how leprosy 

settlements should be organized in Africa.  One the key 

recommendations Muir made when he surveyed leprosy 

settlements in the Gold Coast was for these to be funded by 

central government and managed by missionary doctors and 

medical staff. He had observed that besides the White 

Father, who operated some sort leprosy clinic in the 

Northern Territories, no other Missionary body operated a 

special leprosy clinic or a settlement in the style of Itu 

and Uzuakoli in Nigeria.   

The Gold Coast colonial medical and political 

authorities embraced Muir’s idea of encouraging 

missionaries to form and manage leprosy settlements.  

Pursuing such an agenda would save the colonial government 

the embarrassment of the various unsuccessful treatments 

they engaged in and the effect it had in the quest of 

bolstering the power of western pharmacopeia and approach 

to the tropical disease environment encountered.  It will 

also allow the government to shift the heavy financial 

responsibility that the running of good leprosy settlements 

would require.   
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In the early 1940s, Dr. J. Balfour Kirk, the Director 

of Medical Services considered that, “the care of the 

lepers is a part of welfare work which could be safely 

entrusted to missionary societies.”166  Dr. Kirk’s reason 

was not “because the medical department could not undertake 

satisfactory leprosy work,” but because he felt the 

cooperation with missionary societies in leprosy work would 

be of mutual benefit to both the colonial government and 

the missionary bodies.  Kirk went ahead and suggested to 

the colonial secretary that the missionary bodies be 

approached personally with the view of ascertaining the 

conditions under which the various missionary bodies would 

be prepared to “take over and administer existing 

establishments.”167  While he felt a survey was a necessary 

precursor to the consultation with the missionary societies 

he thought that should be deferred until after the Second 

World War which was then in progress.    

In June 1943, Dr. Balfour Kirk sought and received 

permission from the colonial secretary and contacted 

166 PRAAD, Accra, CSO 11/6/22 Management of Leper Colonies by 
Missionaries. 
167 Ibid. 
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Missions that possessed medical staff among their fold.168 

The response from the missionary societies was a mixed one. 

The General Secretary of the Methodist Church did not think 

his “Home Committee” would “feel a responsibility for leper 

work at Ho.”  The Mission, he intimated would probably be 

interested if such work could be started at Ashanti where 

the chunk of its membership resided. The Bishop of the 

Roman Catholic Church, Cape Coast was interested in the 

proposal by government but on condition that the 

leprosarium was within the colony proper (Accra). The 

Secretary of the Basel Mission, a German Mission Society 

did not “foresee any possibility of his Mission being able 

to help at either Ho or Accra.”  The Catholic Bishop of 

Accra and the Bishop of the White Fathers Church, Navrongo 

were flat-out not interested in the proposal. The Catholic 

Bishop of Kumasi was prepared to actively support the 

treatment of lepers in Ashanti but could not make definite 

promises until after the war. The Secretary of the Scottish 

168 The General Secretary, Methodist Mission, Accra; the 
Secretary, Scottish Mission, Accra; the Right Reverend the Bishop 
of Accra (English Church Mission); the Right Reverend the Bishops 
of Cape Coast, Keta, and Kumasi (Roman Catholic Mission); the 
Right Reverend the Bishop of Navrongo (White Fathers Mission); 
the Commandant, Salvation Army; Secretary, Basel Mission.   
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Mission who seemed enthusiastic about leprosy work placed 

the matter before the Church of Scotland but was also 

anxious to know the extent to which “Government is prepared 

to finance a Missionary Society undertaking this work.” 

It became obvious to the Gold Coast colonial 

government that the notion of branding the care of lepers 

as a part of welfare work and then safely shifting total 

responsibility to Missionary societies would not work in 

the Gold Coast colony as it did in some parts of Africa and 

the world. In the Gold Coast the position was that some 

Missions were unable to undertake the management of a 

leprosarium, whilst others could on two conditions; either 

financial support be provided by government or the 

leprosarium is located in a part of the Gold Coast named by 

the Mission in question or both.  Some of the Missionary 

bodies sought a pronouncement on the issue of financial 

support before they even presented the proposal to their 

headquarters.  Obviously foreseeing the impossibility of 

shifting the financial burden on the care of lepers to 

Mission bodies the Acting Director of Medical Services was 

tasked to work out the estimated expenditure on leprosy 

settlements using the 1944-45 estimates as a guide.  He was 
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also tasked to find out how many lepers were to be cared 

for; the approximate annual cost of maintenance and 

treatment per leper; to find out if the medical department 

will be able to provide, free of charge, medical officers 

to Missions taking over leprosy settlements. In December 

1943, Dr. J. M. Mackay, the acting Director of Medical 

Services put the total estimated expenditure and the 

approximate number of lepers to be cared for at £3,138.6 

and 600 respectively.169  The approximate annual cost of 

maintenance, treatment although varied from settlement to 

settlement was put at approximately £5.4.7 per leprosy 

patient.170 On the issue of the Medical Department supplying 

services of medical officers, Dr. J. M. Mackay remarked, 

“It is not the intention of the Medical Department to 

supply the services of a Medical Officer to any Leper 

settlement taken over by a mission…The question of the 

services of a Government Medical Officer free of charge to 

a leper settlement managed by a Missionary Society does 

not, therefore arise.”171  

169 PRAAD, Accra, CSO 11/6/22, 6. 
170 Ibid. 
171 Ibid. 
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Determined to avoid the financial responsibility for 

leper settlements, in August 1944 the political and health 

authorities of the Gold Coast after numerous debates 

decided to enquire from the colony of Nigeria “to what 

extent Missionary Societies undertake welfare work among 

lepers and manage leprosaria.  Also whether and to what 

extent the work of such Missionary Societies is subsidized 

by the Nigerian Government.”172  This enquiry coincided with 

a report on leprosy that was written by the colony of 

Nigeria as part of an application for a grant of £283, 

410.00 from the Colonial Development and Welfare Act, 1940 

for the execution of a five years leprosy control plan.173 

Although the information provided to the Gold Coast colony 

did not specifically address the extent to which the 

Nigerian government was subsidizing the missions, it was 

obvious that they intended to assume responsibility for the 

medical and preventive work, the administration and 

management of the leper settlements, the settlement 

industries, clinics, and clan leper villages.  What was 

left for the Missionary bodies was “the social, educational 

172 Ibid, 7. 
173 Ibid, 8. 
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and welfare activities” which was deemed so essential to 

the success of any leprosy control project.174  

Drawing from the experience of leprosy control in the 

colony of Nigeria, the Gold Coast political and health 

authorities came to the conclusion that it was impossible 

to shift the entire financial burden on leprosy control in 

the Gold Coast to Missionary Societies. The government came 

up with some form of minimum subsidies that they thought 

would entice some Mission bodies to take over and run 

leprosaria. The subsidies included, the provision of 

housing facilities for the staff, taking care of the 

maintenance and treatment cost estimated to be 

approximately £5.4.7 a year per leper, and contribute 

towards the emolument of the staff. The Colonial Secretary 

wondered whether the leper settlements in the Gold Coast 

were big enough to warrant the employment of special full-

time professional medical officers and nurses. In his 

opinion, if the leper settlements were big enough, then the 

provision of professional medical staff should be the 

responsibility of the central government while the 

ancillary roles are transferred to the Missionary bodies.   

174 Ibid, 9. 
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In the Gold Coast, leper settlements were not big enough 

and so the Colonial Secretary could not envision what 

functions should be handed to the Missionary bodies “beyond 

. . . provision of lay-superintendent.”175  It appears the 

colonial government on the advice of Dr. J. M Mackay, 

acting Director of Medical Services, suspended the question 

of transferring leprosy settlements to Missionary bodies.  

He thought, “. . . the whole question is one which must be 

deferred until the end of the war, as only then will it be 

possible to determine what action the various missionary 

societies propose to take in the matter.”176 

Governor Alan Burns who all along was on the side 

lines of the debate and discussions regarding the transfer 

of leprosy settlements to Mission bodies disagreed with Dr. 

Mackay’s suggestion and decided to take center stage.  In a 

letter to Oliver Stanley, Secretary of State for the 

Colonies in July 1944 Burns wrote, “I am inclined to favor 

handing over the existing leper settlements and any new 

settlements which may be started to the care of missionary 

societies, some of which I understand would be prepared to 

175 Ibid, 9. 
176 Ibid. 
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undertake these responsibilities with financial assistance 

from the Government.” 177  While Dr. Mackay and company 

sought a zero financial responsibility for the colonial 

government Burns thought an arrangement where colonial 

government offered financial support would open the way for 

the “fullest co-operation in social welfare which some of 

the missions are desirous of giving, and further, in my 

view, the work among lepers is such as can only be 

successfully carried out by persons possessed with the real 

missionary spirit of self-sacrifice.”178 Oliver Stanley and 

his medical policy advisors agreed with Governor Alan 

Burns’s position generally, but indicated that “in regard 

to leprosy, it is considered that before any scheme is put 

forward from the Gold Coast, consideration should be given 

to the reorganization of leprosy work which has been 

approved in Nigeria.”179 The Nigerian experiment, which 

became the blue print of leprosy settlement schemes in 

British West Africa involved placing all medical work of 

leprosy treatment and issues regarding investigation in the 

177 ibid, 10. 
178 Ibid. 
179 Ibid, 11. 
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hands staff of the Medical Department. The Mission 

societies retained responsibility for the general welfare 

and educational aspects of anti-leprosy work. 

In July 1945, the colonial government contemplated 

another survey to determine the approximate number of 

lepers and to determine appropriate sites for leper 

colonies. It was envisioned that new leper settlements be 

driven by the areas in which it was prevalent.  It was 

envisaged that three large settlements were sufficient; one 

for the Northern Territories and two for the rest of the 

country. Part of the project was to make leprosy 

settlements self-supporting and for this to happen it was 

necessary to concentrate lepers into large colonies. In 

larger colonies there would be a sufficient number of able-

bodied lepers in each colony, a condition the colonial 

government was important for the realization of anything 

approaching a self-supporting economy.  Once the 

infrastructures were laid out, colonial government would 

hand the administration and control of the settlements to 

the missions. In the plan, the government would finance the 

establishment of the colonies as well as the recurrent cost 

for a period of five years.  These expansive settlements 
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were not envisioned to be expensive; they were to consist 

of “the kind of dwellings to which the lepers are 

accustomed, modified to permit of proper ventilation and 

cleansing” with elaborate dispensaries, infirmary, schools, 

workshops, meeting and recreation rooms.180 The total 

capital expenditure for the five year plan was £8, 370.00, 

with an annual expenditure of £5, 000.00.181 In the later 

stages, it was anticipated that, as the number of lepers 

resident in the colony increased and “individuals became 

skillful in the various trades, it might be possible to 

dispense with the staff of trained instructors; and as the 

farm lands and livestock became productive the cost of 

subsistence would decrease.”182 

These expenditures were expected to be drawn out of 

the Colonial Development and Welfare Fund, created in 1940. 

But as George Hull, then Secretary of State for Colonies 

indicated to Alan Burns, “the cost of the survey, of the 

construction and equipment of the leper colonies and also 

for staff salaries for the first few years of their 

180 Ibid, 12. 
181 Ibid, 12, 13. 
182 Ibid, 13. 
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establishment qualifies for consideration as a legitimate 

charge against Development and Welfare Funds, I consider 

that the cost of maintenance and subsistence of the lepers 

in the colonies should be met from Gold Coast funds.”183 In 

expounding the connection between medical missions and 

leprosy, Shobana Shankar remarks, “leprosy stands alone in 

the history of medical missions for several reasons. Given 

the importance of the disease in the Bible, it is little 

wonder that Christian missions saw work among leprosy 

sufferers as a calling.”184 It is true that missionary 

bodies in Africa and elsewhere in the world have 

enthusiastically engaged in leprosy work and done so 

successfully. In the case of colonial Ghana as per the 

records, no Missionary body was enthusiastic in fully 

engaging in the management of leprosy settlements. The only 

missionary body that expressed interest was the Worldwide 

183 Ibid. 
184 Shobana, Shankar. ‘The Social Dimensions of Christian Leprosy 
Work among Muslims: American Missionaries and Young Patients in 
Colonial Northern Nigeria, 1920-1940’ Hardiman, David. (eds.) 
Healing Bodies, Saving Souls: Medical Missions in Asia and 
Africa. Amsterdam: Editions Rodopi, 2006. 
http://UTXA.eblib.com/patron/FullRecord.aspx?p=556795 (accessed 
May 19, 2014), 281. 
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Evangelical Crusade (WEC) which hitherto had no Missions in 

the Gold Coast.185  

Although it is not stated why the WEC was interested 

in managing leprosy settlement, doing so would ensure a 

branch of the Mission is planted in colonial Ghana. One of 

the main reasons why most Gold Coast based Missionary 

societies were reluctant to manage leprosy settlements was 

the colonial government’s uncertainty regarding offering 

financial support.  In fact the closest colonial government 

got in trying to encourage the various Missionary bodies 

was an offer to support in capital and recurrent expenses 

for five years. What this meant was that, beyond the fifth 

year, Missionary bodies would be left on their own to 

figure out how to fund the management of leprosy 

settlements. Although Missionary societies in the Gold 

Coast did not elect to run leprosy settlements, some 

operated general clinics that also offered medical care to 

lepers. Mother Isaac Jogues, a French Canadian missionary 

and a White Sister in the service of the Catholic White 

Fathers at Nandom, North Western Ghana run a lepers 

185 PRAAD, Accra, CSO 11/6/22, File No. 6451. 
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treatment center and offered service to more than 200 

lepers regularly.186   

 
 
The First African Government, Leprosy, and Public 
Health. 
 

In the 1950s the perception and conceptualization of 

leprosy and leprosy settlements began to change. This 

change was as result of a change in the political dynamics 

in the Gold Coast. Following several political 

contestations between the CPP and UGCC general election 

were held in February 1951 where the latter won an ushered 

in the first all-African government when Colonial 

government yielded to the Nationalist demand of self-

government.187 The early 1950 also saw the introduction and 

use of Dapsone pills pioneered by Dr. R. G. Cochrane at 

Carville. Dapsone superseded all previous medications used 

in the treatment leprosy became the treatment of choice for 

186 Gold Coast Weekly Review, vol. iii, No. 52 Dec 1953, 1. 
187 For an insight into the Gold Coast Nationalist struggles, 
self-government, and Independence movements, see Ologide Aluko. 
Politics of Decolonization in British West Africa, 1945-1960, J. 
F. A. Ajayi and Michael Crowder. History of West Africa, vol. 2 
(London: Longman), 1974, 622-663. 
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leprosy from the 1950s.188    In 1951 the Ministry of 

Health was created.  This ministry was responsible for 

administering government health services.   On April 1st 

1953, the medical department and the ministry of health 

were merged.189 The respective regional health 

administrative institutions were also re-organized. This 

re-organization, in the opinion of the colonial 

administrators resulted in a “more effective 

administration, particularly in personnel and accounting 

matters.”190 The re-organization of the medical and health 

institutions was based on the report and recommendations of 

the Maud Commission. The recommendations of this commission 

also formed the basis of all public health programs in the 

Gold Coast. “The policies adopted by the Government in the 

light of the recommendations of the Maud Commission of 

Enquiry into the Health Needs of the Gold Coast in 1952 

continued as the basis of planning and execution of 

188 Dapsone was a monotherapy drug. In the 1970s the World Health 
Organization discouraged the use of dapsone and other monotherapy 
drugs and recommended the multi drug therapy regime. 
189 Annual Colonial Reports, Gold Coast, 1953, 66; The Gold Coast 
Weekly Review, Vol. III No. 11, 18th March 1953. 
190 Ibid. 
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improved health services.”191  The central recommendation 

of the Commission was freezing on the construction of new 

health facilities and improving on the quality of existing 

ones. The commission also encouraged the use of health 

centers as way of reaching and engaging extensively with 

rural colonial Ghana. 

The policy on leprosy control in Ghana in the 1950s 

was to render a great number of open leprosy cases non-

infectious.  The idea was preventing the development of new 

cases and bringing about a “progressive reduction in 

endemicity.”192  The approach over the years was by blending 

a mass domiciliary treatment approach with selective 

institutional care.  This was largely characterized by the 

deployment of a mobile team facilitated by “Land Rovers” 

provided by UNICEF.193 The idea was designed to take 

treatment as close as possible to the home of patients.  

Cases that required special treatment were referred to 

leprosaria located in Ankaful, the headquarters of the 

191 Ibid, 67. See also Annual Colonial Reports, Gold Coast, 1954, 
74. 
192 Ghana Official Hand Book, 1968, 128. 
193 UNICEF and WHO also supported the government of Ghana in 
Tuberculosis control. 
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Leprosy Control Service, Kokofu, Kpandai, and Ho.  While 

the bulk of leprosy cases were seen and dealt with by the 

Leprosy Service, hospitals, Health Centers and mission 

clinics among others were encouraged to offer treatment to 

lepers.  Rehabilitation for leprosy patients was also 

started.  This project was at Weija and sponsored by the 

Society of the Friends of Lepers.  The principal 

preoccupation of the Weija project was to admit burnt out 

cases and offer them some form of vocational training in a 

variety of crafts. While the colonial government and 

medical authorities in the Gold Coast constantly sought 

after options to handle leprosy patients without any 

substantial financial commitment from government, they were 

quick to embrace the notion of using leprosy settlements as 

conduits of visual sanitation education in the quest to 

draw a correlation between disease, ill-health, and 

unsanitary environments. The next chapter highlights 

colonial governments concerns over rural sanitation and 

explores this phenomenon using leprosy settlements as tools 

of education on hygiene. 
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CHAPTER FOUR 

 

Re-engineering of Indigenous Space: Leprosy 
Settlements as Model Villages and Centers of 
Preventive Health Education in Rural Communities 

 
 
Introduction 
 

Adequately clean and spacious neighborhoods were 

features envisioned by the Gold Coast colonial outfit not 

only in the urban centers where the European population was 

a bit more concentrated; clean and spacious neighborhoods 

were also desired in the rural communities especially in 

those that Europeans chose to settle in.  In the coastal 

settlements the Europeans adopted the policy of residential 

segregation, a concept that was ironically proposed in the 

1920s by Dr. Easmon, an African medical officer.  What 

residential segregation did was isolate the European 

quarters from the contagious diseased laden Africans.  While 

this was applied to and worked to some extent in the colony, 

the same could not be said for the rural communities 

especially in the protectorate of Northern Ghana and Trans-

Volta Togoland.  In the Northern Territories it took the 

colonial government a lot of work to obtain the confidence 
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of the local population and so the political authorities 

were very cautious not to alienate the local people.     

  This chapter sets out to explore developments in rural 

public health in two parts: the first part underscores the 

fundamental policies which appear to have guided the 

political and medical authorities in approaching contagious 

diseases; the second part considers some of the specific but 

major preventive issues embarked on viz., disposal of 

excreta and refuse, water supply, housing and town planning, 

and how leprosy colonies were envisioned to function as 

sites of visual public health education. The chapter also 

discusses how and why leprosy settlements failed as conduits 

of reengineering of the African living space.   

 

The Struggle with General Rural Sanitation 

Although not categorically stated, the public health 

policy of government was to concentrate on Europeans and the 

Hausa Constabulary.  Surveillance was therefore limited to 

the European and Constabulary quarters.  Pan latrines were 

provided for the use of Europeans and a few suitable sites 

for depositing rubbish were selected by the medical 

officers.  The medical officers ensured that, rubbish was 
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burnt at least once weekly.  Other sanitary measures 

included the filling of holes and ditches most likely to be 

suitable breeding places of mosquitoes.194  By 1900 the 

southern sectors of the country had reached a stage where 

towns had drains, roads, well-designed markets and 

sufficient public latrines.195  One would have expected the 

application of residential segregation in Northern Ghana as 

it was in the south of the country. Residential segregation 

was a policy proposed by Dr. J. F. Easmon, the first Medical 

Officer of Health. The idea was to isolate European 

settlements from the malaria infested communities of the 

Africans; thereby rendering it practically impossible for 

malaria infested mosquitoes in purely African settlements 

gaining access to the segregated areas. Serving, as a cordon 

in between two communities was a no-building zone of about 

one quarter of a mile; a distance presumed to be long enough 

to pose a challenge to the African mosquitoes except the 

194 PRAAD, Accra, ADM 56/1/419 Annual Report of Medical Department, 
Gambaga 31.12.1904, 11. 
195 See T. S. Gale, “The Struggle against disease in the Gold Coast: 
Early attempts of urban sanitary Reform,” Transactions of 
Historical Society of Ghana Vol. 16, 1995: 197. Yet it is 
significant to note that these towns of the colony which were 
receiving sanitary attention viz., Accra, Cape Coast, Sekondi and 
Axim were towns with a substantial population of Europeans 
 134 

                                                 



hardy ones. Not only was the Anopheles mosquito (identified 

as the principal transmitting vector) present in the 

Northern Territories but the reasoning that malaria was 

endemic and the African saturated with it applied to the 

dependency as well.   

Indeed, among the diseases the Europeans suffered from 

in the late 1900’s, remittent and intermittent fever 

dominated.  Of a total of 66 reported cases of a combination 

of sickness, 50 were malaria cases.196  Although Europeans 

used mosquito proofing in their dwellings, segregation was 

not effectively applied as required.  In a report on the 

health of Zuarungu in 1914, the medical officer noted that 

the European quarters were not adequately removed from 

African dwellings.197  In a similar vein, the rising 

incidence of yellow fever at Bole in 1914 was blamed on 

insufficient segregation of European quarters.198  

Ironically, this was the year Europeans were moving from 

African settlements to reserved segregated areas at Cape-

Coast, Axim, Saltpond, Winneba, Kumasi, Tarkwa and 

196 Annual Report of the Northern Territories, 1908, 14. That is 
over 70%. 
197 Gold Coast Medical and Sanitary Department Report, 1914, 32. 
198 Ibid. 
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Sekondi.199  The policy and concept of residential 

segregation was not supported in the protectorate primarily 

because, its application would divorce the Europeans from 

Africans and make it more difficult to win the confidence of 

the local population. 

       Government was nonetheless not totally unconcerned 

with Africans’ space.  Sanitation of the villages and towns 

under this category was delegated to chiefs and headmen.  

Chiefs were required to lead the town’s people in weekly 

clean-ups, insist on the burning of rubbish in designated 

pits, the digging of pit latrines and, above all, they were 

expected to enforce the orders of doctors related to health 

in general.200  Under rules made for the regulation of towns 

and villages in 1903 (the first of the kind in Northern 

Territories) chiefs and headmen were given the power to 

punish any person who did not comply with their orders on 

sanitation.201  From time to time, government officials 

visited chiefs and headmen, with messages to impress upon 

199 See Stephen Addae, op. cit. 
200 PRAAD Accra, ADM 56/1/34 Meeting between the chiefs and headmen 
of the Northern Territories and Governor Nathan, 1903. 
201 PRAAD Accra, ADM 56/1/92 Handing over Report- Southern 
Province, march 1909. The first public health law in Ghana, the 
Towns, Police, and Public Health Ordinance was passed in 1878. 
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them to be conscious of sanitation.  For instance, sanitary 

issues formed the main theme of Governor Nathan’s 

discussions with some chiefs of the Protectorate in 1903.  

Nathan made it clear to the chiefs of Debora that the people 

that suffered from a dirty town were those who live in it as 

“. . . they are liable to small pox which when it comes to a 

dirty town runs through it and kills many people.”202  

Similar messages were given to the chiefs of Yagbum, Kpabia, 

Salaga and the headman of Zantana.  This initiative by the 

governor was often complemented by efforts made by political 

authorities at all durbars held with chiefs to impress upon 

them the necessity of sanitation. 

      Regardless of the consenting of chiefs and headmen on 

the implications of insanitary conditions of towns on the 

health of the population, backed by the legal power to 

punish deviants, one thing was clear: non enforcement of 

rules.  It is axiomatic that few of the chiefs were quite 

influential or appeared to have control over their subjects.  

The majority of the chiefs were less than influential.  

While the chief of Daboya for instance was “old and weak,” 

202 PRAAD, Accra, ADM 56/1/34 Meeting between Governor Nathan and 
the chief of Daboya, April 3 1903. 
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the Tamale chief’s influence over his subjects was not all 

that could be desired due to the “innate weakness of his 

character.'203  Other chiefs lacked confidence in the 

exercise of their power, perhaps out of fear of 

‘deskinment.’  As part of the policy of indirect rule, 

chiefs played an interceding role between the political 

authorities and the local people. Unfortunately, apart from 

Dagomba, Wa, Mamprusi, and Gonja where the institution of 

chieftaincy was known, most parts of the Protectorate were 

conspicuous for the absence of “big chiefs.”  These chiefs 

in the opinion of Watterston, CCNT, were selected ‘for their 

incapacity to make any one obey them.’  Indeed, irrespective 

of the physical state of the person, once he had many 

cattle, demonstrating his ability to pay fines imposed on 

the local people, his election was obvious.204  To forestall 

this situation, the political authorities began to appoint 

suitable chiefs, but this failed to change prevailing 

conditions.  Appointed chiefs were at constant loggerheads 

with their subjects because the chiefs would often go out of 

203 PRAAD, Accra, ADM 56/1/92 Handing over Report- Southern 
Province March 1909 
204 A. E. Watterson, ‘The Northern Territories of the Gold Coast’ 
Journal of African Society vol. VII 1907-1908: 344-373 
 138 

                                                 



their way to prove themselves loyal subjects of the 

commissioners to the dismay of the local population who saw 

the giving of an order as alien practice.  In most cases 

sovereignty over people was given to chiefs not in any way 

entitled to it.  An instance of this was the Bongo and 

Bolgatanga chiefs.205  Village sanitation, being a novelty, 

was generally unpopular with many, if not all, of the local 

people. 

       What resulted from the non-enforcement of orders of 

medical officers is obvious.  The accumulation of filth 

became the rule in many villages and towns.  A report by Dr. 

Fritz J.A. Beringer, medical officer of Salaga during a tour 

through the central and West Gonja districts in 1910 amply 

illustrate the state of sanitation and the risk to public 

health under the regime of the chiefs.  He said: 

Excluding Salaga and Tamale, it may be at 
once said that all the villages passed 
through were dirty, whilst those of the 
beaten track of Europeans and out of the 
more frequented trade routes were 
disgustingly dirty with the accumulation 
of filth of ages.  Huts mostly of the 
usually round type of this district, of 
swish with grass roof, containing human 
beings and animals, often indiscriminately 
mixed, were dirty and frequently little 
swept, compounds, were littered with 

205 Abstract, Illiasu Papers. 
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rubbish and vegetable filth; whilst 
sweepings, broken utensils and all sort of 
rubbish were thrown over the walls or 
deposited a few yards beyond them… the 
open space is used for latrine purposes 
but frequently within a few yards of the 
compounds.  Flies and other insects were 
in swarms.  The dead are buried within the 
compounds.206 
 

Clearly, the sanitary state of the Northern Territories in 

1910 fits Fitzgerald’s207 description of Cape Coast in 1871 

as “vast public privy and dunghill.”  Indeed it can be said 

that Dr. Beringer’s report revealed that, if government 

wanted to have a healthy environment, a change of policy and 

strategy was needed. 

       From 1910, the health branch was born and the 

political and health authorities of the Protectorate 

complemented this development with the modification of 

policy.  This was the application of force on the local 

people.  Accordingly, further rules were made in 1910 and 

subsequently in 1921.  Under the rules of 1910, it was 

deemed unlawful for wells or other receptacles for catching 

206 PRAAD, Accra, ADM 56/1/99 Medical Report of a tour through the 
center and west of Gonja with special reference to sleeping sickness 
March 14 1910. 
207 Fritzgerald was the London editor of the 'African Times.' He 
was instrumental in exposing the absence of sanitation in the Gold 
Coast. See Gale T. S. op cit. 187. 
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water to be left uncovered as power was invested in 

Inspectors to forcefully enter and inspect any premises 

between the hours of 6 am and 6 pm.208 The 1921 regulations, 

largely elaborations of the previous ones, regulated 

buildings and compounds, cemeteries, latrines, water supply.  

A fine not exceeding 40 shillings (in default of which 

prosecution was employed) was instituted.209  Commencing from 

1910, many yearly prosecutions were made in the Sanitary 

Branch Department of the Protectorate.  The table below 

illustrates the magnitude of prosecutions between 1910 and 

1920/21. 

 
Year Prosecuted Convicted Fined Imprisoned 

1910 730 723 721 2 

1911 276 274 274 - 

1914 367 350 249 - 

1920/21 379 328 267  

 
Table 2: Prosecutions in the Sanitary Department, 1910- 
1920/21.210 

208 Government of the Gold Coast Gazette 1910, 865-66. 
209 Ibid, 1921, 1094-8. 
210 The figures were extracted from Gold Coast Medical and Sanitary 
Department Reports, 1910, 55; 1911, 57; 1914, 91; 1920/21, 54. 
Prosecutions continued into the 1940s and after. In 1940 as many 
as 919 local people were prosecuted in Tamale for various sanitary 
offences. See PRAAD, Tamale, NRG 8/3/120.  
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What is clear in this brief data is that prosecutions and 

coercion did not in any way make the local population 

deviate from the status quo.  If it did, perhaps a drastic 

reduction in the number of persons prosecuted would have 

occurred.  As can be seen, apart from the large reduction 

from 730 in 1910 to 276 in 1911, subsequent changes appeared 

negligible. 

       A striking feature of the management of sanitation up 

to 1934 is that punishment preceded education.  No serious 

effort was directed at teaching the local people the essence 

of prevention of disease.  The consequence of this was that 

officers of the health branch turned out to be regarded as 

pests rather than benefactors to the indigenous population.  

Sanitary inspectors were branded “Summer-summer” (Summons, 

summons) in obvious reference to the less persuasive methods 

they employed in their work. 

       A question which needs attention here is: why did the 

political authorities for a long time stick to the policy of 

confining sanitary improvements in the Protectorate of 

Northern Ghana to the headquarters of the various districts, 

and the few larger towns close to the main roads?  Given the 
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prevailing circumstances the policy could not have been 

otherwise.  Apart from Tamale where there were two medical 

officers, the rest of the North was manned by an average of 

between four and five medical officers.  Considering the 

tight schedule under which doctors worked and the vast 

nature of the Protectorate, the measure was inevitable.  The 

pursuance of this policy was further motivated by the meager 

funds voted for sanitation during the period.  The 

insufficiency of funds is exemplified in the expenditure 

allowed for sanitation in 1918, 1919 and 1921.  In 1918 

expenditure of £970 was allowed; £1,123 in 1919 and £1,711 

in 1921.211 

       However, from 1935 there was a major change in policy 

which sought to vigorously extend sanitary supervision to 

areas other than those within the vicinity of the district 

headquarters.  It was impossible, with safety, to stick to 

the principle of “pinpoint” sanitation, allowing the 

villages and outskirts of towns to worsen in sanitary 

standards.  It was perhaps apparent that if such a measure 

were maintained, the guarded areas of the district capitals 

risked repeated infections from the outskirts.  Two 

211 Gold Coast Blue Book 1918, p.c.14; 1919 p. c.14; 1921 p. c.14. 
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strategies were resorted to.  The first of these was 

stimulating the interest of Native Authorities and enlisting 

their co-operation by entrusting them with responsibility of 

supervising the control of sanitation.  The second measure 

was to avoid the use of coercion as much as possible by 

educating the local people to appreciate the benefit of 

sanitation and the observation of rules.  L.J. Mothersil, 

Assistant District Commissioner of Navrongo stated that: 

 
 “A solid foundation of education in the 
desirability of and necessity for 
sanitation must be laid down upon which to 
build in the future and at the same time 
the people must be taught methods by which 
they will not lose by adopting it.  There 
is no question at present of imposing 
harsh penalties for neglect of sanitary 
overseers instructions . . . The people 
must first be taught what to do and the 
value of doing it. . .212 

 

Nonetheless, coercion was kept in the background to be used, 

and indeed was used, when necessity demanded it.  The change 

in policy was formally introduced in April 1935 and many, if 

not majority of the medical officers, immediately 

implemented the new policy.  Because of the paucity of 

212 PRAAD, Accra, CSO 11/14/208 L. J. Mothersil to CCNT dd. 
2.8.1934, Dispatch No. 301/6/1928. S.F. 6, p. 2. 
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sanitary overseers, the medical officers began implementing 

the policy by carefully training illiterate men in simple 

sanitary methods.213 

       The involvement of the Native Authorities in 

sanitation and the training and use of illiterate sanitary 

overseers resulted in the tremendous improvement of the 

sanitary conditions of some of the districts.  The 

improvement was particularly conspicuous in the provision of 

sanitary structures. In 1936 the Mamprusi Native Authority 

spent £70 in the provision of sanitary structures while the 

Wala Native Authority similarly constructed six permanent 

pit latrines at a cost of £60.214  There was also an 

improvement in the supervision of sanitation within the 

confines of the respective districts.  All Native 

Authorities had a reasonable number of village overseers who 

took charge of supervisory work.  Above all, there were 

changes in the attitude of the local population and the 

chiefs towards sanitary measures.  Many people were 

beginning to realize the essence of sanitation and to 

understand its purpose. Nonetheless because of the lack of 

213 Ibid, Dr. C. W. Vaughan to L. J. Mothersil 12.5.1934, Dispatch 
No. 46/n/34; ARNT 1936-37, 95. 
214 Annual Report Northern Territories, 1936-37, 94. 
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skilled assistance as the village overseers lacked adequate 

skill, haphazard development of sanitary structures became 

the rule. 

       Thus the question of coordinating the various 

sanitary works embarked upon by the Native Authorities 

became a basic problem of preventive health work in the 

dependency.  Up to the early 1940s harmonization was 

effected by periodic visits of the various districts by the 

senior health officer.  As already stated, this officer was 

based at Kumasi.  Each medical officer was also medical 

officer of health.215  In principle medical officers were 

expected to be in constant touch with the senior health 

officer for guidance but this could not be done because, the 

medical officers were few and consequently had tight work 

schedules in the districts.  Nor could the senior health 

officer visit the Northern Territories as frequently as 

required.  This was principally on account of the rather 

meager funds voted for transport.216 

       In 1938, attention was drawn to the question of 

215 Except at Tamale where a whole time medical officer of health 
was stationed 
216 PRAAD, Accra, CSO 11/1/427. Medical and sanitary facilities in 
the Northern Territories, July 15 1938. 
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supervision and coordination of preventive health 

activities.  This subject was prominent in a proposed policy 

statement presented to the government jointly by the 

Director of Medical Services and the Chief Commissioner of 

the Protectorate.  Combinations of options were suggested.  

It was suggested first, that the senior health officer 

should be permitted to undertake more frequent tours of 

inspection to discuss local problems on the spot and give 

guidance.  It was further suggested that a reliable sanitary 

superintendent should be stationed at Tamale.  The Director 

of Medical Services proposed the elevation of the status of 

medical officer of health (Tamale) to “Superintendent of 

Sanitation of the Northern Territories”, a measure favored 

by the Chief Commissioner, W.J.A. Jones.217  To provide for 

the efficient execution of any sanitary measure decided 

upon, the D.M.S. further suggested the posting of sanitary 

superintendents, one to the north-eastern part of the 

Protectorate and another to the north-west.  The D.M.S’s 

suggestion was based on the conviction that, the arrangement 

could offer skilled assistance to District Commissioners and 

217 Ibid. The superintendent of sanitation was to perform this role 
in addition to his ordinary duties as a medical officer of health 
for an allowance of 72 pounds per annum. 
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medical officers.218 

       A complementary proposal by Dr. W.M. Howell, deputy 

Director of Health Services, conceded the necessity for a 

sanitary superintendent for the Northern Province of the 

Protectorate.  Dr. Howell’s proposal however conflicted with 

the D.M.S.’s suggestion that the medical officer of health, 

should act as such in addition to his normal duties.  

Drawing on his experience as medical officer of health 

Tamale, Dr. Howell explained that, for the services of a 

medical officer of health in general charge of sanitation in 

the Protectorate to be of value, it was necessary to travel.  

Dr. Howell viewed this requirement as an impossible task 

because there was already ample work for a medical officer 

of health at Tamale and neighboring districts.219  By 1941, 

against the odds of the war, the problem of sanitary 

supervision was temporarily solved.  By this time, three 

medical officers of health and three sanitary 

superintendents were available in the Protectorate.  It 

218 Ibid. The ultimate aim of the DMS was to have three sanitary 
superintendents in the Northern Territories: One at Tamale, one at 
Bawku for the North-east and a third for the North-west 
219 Ibid, Deputy Director of Health Services to Senior Health 
Officer, Ashanti and Northern Territories dated, July 1 1938. 
Dispatch No. 93/7/1918. 
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appears however, that they were later withdrawn, as the war 

intensified, because by the mid-1940s, only one sanitary 

superintendent was available in the North.220  Up to 1951, 

the difficulty of senior level supervision still persisted.  

It was however not as obvious as it was in the periods 

preceding 1930 because sanitary overseers were being 

provided from the sanitary training school at Tamale. 

       Although there were changes of emphasis in the 

approach to preventive health, no change of policy occurred.  

Policy remained as it was in the mid-1930s, preventive 

health being the exclusive preserve of Local Authorities.  

It was stated in the 1951 development plan that: 

there is a pressing need for the 
improvement of health in the rural areas 
and it is hoped that local authorities 
will play an increasingly important part 
in rural health work and thus enable rapid 
progress to be made in the next few years. 
Ultimately, responsibility for all local 
health services must be transferred to the 
local authorities . . . the central 
government providing assistance with 
finance and the training of staff.221 

 

In a letter to the Chief Regional Officer in 1952, the 

220 PRAAD Tamale, NRG 8/13/7 MOH (Northern Territories) to CCNT 
August 2 1949. Dispatch No. 807/9B/34. 
221 The Development Plan for 1951, 18. 
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acting Permanents Secretary of the Ministry of Health and 

Labor opined that direct intervention by central government, 

in the matter of provision of sanitary works would lead 

‘…local Authorities to lean too heavily on the central 

government for the performance of functions properly their 

own.’222 

The disposal of excreta and refuse became one of the 

major preventive health problems in the North, which 

received much attention of the medical, and subsequently, 

health branch department.  Prior to the inception of British 

rule, the local population stuck to rudimentary methods of 

disposal of refuse and excreta.  Rubbish was heaped just a 

few meters away from compounds to form middens.  Other forms 

of debris were left scattered all over the surroundings of 

the villages.  Designated sites of excreta were alien to the 

local inhabitants.  Any part of the village or town except 

areas too close to compounds was deemed appropriate for the 

disposal of excreta.  In a conversation with the governor of 

the Gold Coast in 1903, the chief of Daboya told the former 

that it was customary to deposit excreta in any part of the 

222 PRAAD, Tamale NRG 8/13/7 Ag. Permanent Secretary (Ministry of 
Health and Labor) to Chief Regional Officer, Northern Territories, 
July 23 1952. Dispatch No. RX 10. 
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village.223  David Asante, on his visit to Salaga in 1884 

observed that great stretches of the town was “nothing but 

middens and rubbish heaps, half the ground in different 

places is to a great extent fouled by men and beast.”224 

       Though the colonial administrators detested the local 

people’s mode of refuse and excreta disposal and wished its 

discontinuance, no sophisticated alternative methods were 

offered.  Pan latrines were supplied for the use of 

Europeans.  These were emptied at least twice a day.  For 

the rest of the local people, pit latrines were dug and 

enclosed with mats during the dry seasons.  In the rainy 

periods, the long grasses that grew around the pits served 

this purpose.225  It seems there was no rule that guided the 

provision of pit latrines.  Consequently, by 1910 pit 

latrines were in use at Bole, Gambaga, Salaga, and Wa.  A 

fundamental problem associated with pit latrines was that 

they could not be designed to last permanently.  The pits 

easily became exhausted, were demolished and new ones 

constructed year after year.  In 1910, as many as 15 pit 

223 PRAAD, Accra ADM 56/1/34 Meeting between Governor Nathan and 
chief of Daboya, April 3 1903. 
224 Marion Johnson, op cit. Acc. no. SAL 118/1. 
225 PRAAD, Accra, ADM 56/1/419 Annual Report of the Medical 
Department, Gambaga 1904. 
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latrines were destroyed and new replacements erected at 

Bole.226  Further, it was quite a difficult task to dig deep 

pits in many places because of the nature of the soil.  The 

ideal thing to do perhaps was for the administrators to 

provide public pan latrine systems in the town.227  The 

measure appeared less feasible because pan latrines required 

frequent removal and cleaning.  Though labor was abundant, 

the health branch budget was too skeletal to permit the 

remuneration of the necessary labor force.  The management 

of pan latrine was indeed a heavy task.  The contents were 

removed and emptied in trenching grounds, necessarily of 

some distance from the latrines.  Apart from Tamale where 

carts and bullocks were in use, thanks to the veterinary 

department, head loading was the rule in other stations.228  

Constant water supply was also required to allow washing of 

pans.  While water constituted no problem in the rainy 

season, it was not easy to obtain during the dry season. 

       For the disposal of refuse, a sort of home-made 

226 GCMSDR 1910, 94-5. 
227 Comparatively by 1910 more than 20 towns in the Colony used 
pan latrines; and by 1925, numerous pan latrines existed in the 
Cape Coast and Ashanti; there were about 104 at Accra, 74 at Kumasi 
and 50 at Sekondi. 
228 PRAAD, Accra, ADM 56/1/405 ADMS to CCNT, November 1925. Dispatch 
No.6/20/24. 
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distracters were provided in several of the towns in which 

Europeans were stationed.  But in the towns and villages not 

under European supervision efforts were made to enforce the 

burning of rubbish.  Because compulsion rather the education 

often reigned, burning was seldom adopted except at the 

instigation of Europeans.  Most local people habitually 

stuck to heaping rubbish along the periphery of towns and 

villages.229  While it was not so much a problem to induce 

the local population to burn debris, the African, it 

appears, rarely used pit latrines.  That this was the case 

is obvious; indeed pit latrines at their best were fly 

nurseries.  Notwithstanding that some of the latrines were 

lidded and fly trapped, it was common for people to refuse 

replacing lids provided.  The hovering of flies rendered the 

use of pit latrine facilities uncomfortable.  By the turn of 

1930s, emphasis was beginning to be placed on the 

desirability of establishing the principle of grouping 

latrines and incinerators at designated places.  The 

assumption that guided this principle was that persons 

carrying refuse most likely needed to make use of the 

229 GCMSDR 1914, 42-3. 
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latrine.230 

       From the mid-1930s, septic tank latrines were 

gradually replacing pit and pan latrines.231  It appears this 

type of latrine was in use in the Protectorate earlier than 

1930; these were few and located principally, at schools, 

missions and hospitals.  This facility was limited because, 

it required special attention and perhaps not regarded as 

practicable.  Besides, the provision of many of them would 

require larger funding than the case of pit and pan latrine 

systems.  From 1945, systematic effort was made toward the 

provision of septic tank latrines throughout the North.  A 

suitable type of latrine was designed to match prevailing 

conditions of the North.  This design was in the form of a 

double unit, comprising 20 drop holes and capable of 

accommodating 600 people per day.  The estimated cost per 

double unit was £500.232  Like most post-1930 programs, it 

was not proposed that government should wholly finance the 

capital expenditure of the septic tank latrine program.  

Government initially resorted to an arrangement by which 

230 Ibid, 1931-32, 26 
231 Septic tank latrines were devised by A. L. Otway, MOH Sekondi 
but were allowed for public use first at Labadi and Teshie. 
232 PRAAD, Tamale, NRG 8/13/4 Circular by Colonial Secretary, H .L. 
G. Gurney, April 3 1945. Dispatch No. 16/45. 
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Native Authorities would provide half of the capital 

requirements from their own resources and the other half was 

provided by central government.233 

 

Breathing Space: Housing and Town Planning 

One aspect of preventive health in which the colonial 

government was fairly successful was housing and town 

planning.  However, the notion of housing and town planning 

as understood by the British was alien to the people of the 

North.  The housing center of the North consisted of 

compounds that stood among patches of farms and grazing 

land.  Covering the patch of land within the compounds were 

networks of winding footpaths of approximately 18 inches 

wide.  The compounds basically consisted of a set of round 

rooms constructed of swish with either conical thatched 

roofs or flat swish roofs.  Though there were openings that 

served as windows, these were designed for purposes of 

securing light into the room and not for ventilation 

purposes as the openings were too small to serve as adequate 

ventilation inlets.  Closely associated with the problem of 

233 Ibid. 
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poor ventilation was overcrowding in compounds.  In fact 

each of the compounds could contain between 12 and 20 round 

huts of about 11 feet in diameter and as many as six persons 

on average lived in each hut. 

Unquestionably these structural designs and arrangement 

of dwellings constituted breeding ground for germ 

multiplication and hence epidemic outbreaks.  The cerebro-

spinal fever germ, menigococcus was particularly known to 

thrive favorable under conditions of poor ventilation and 

overcrowding.  This germ multiplies conductively in the nose 

and throat.  Under overcrowded and poor ventilation 

condition congestion is caused in the mucous membrane of the 

nose and throat and the germ becomes easily transferable 

under these conditions; its virulence increasing as the germ 

is transferred from one person to another.234  The issue of 

poor ventilation and overcrowding was becoming complicated 

with the increase in population and consequently growth of 

towns.  Indeed the growth of towns and population under the 

traditional architectural designs and styles coupled with 

unorganized arrangement of structures posed serious health 

problems. 

234 This is why it had the character of sweeping whole families.   
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       To a great extent the measures pursued by the 

colonial administration to curb the prevailing situation 

were legislative in nature and directed towards creating an 

adequate sanitary environment.  The first of these 

legislative measures was passed in 1908.  In that year, 

rules were made by R.A. Irvin (then acting Chief 

Commissioner) with particular respect to the regulation of 

Tamale Township.  Under the rules, it was an offence for 

houses to be built without permission obtained from the 

Provincial Commissioner.  Sites and plans of buildings 

similarly required the Provincial Commissioner’s approval.  

A committee comprising the medical officer, inspector of 

works and the chief of the town was formed.  It was assigned 

the task of conducting special inspections of towns and 

Zongos once a month to ensure that the set rules were 

adhered to.235  The rules were principally designed to be 

applied to Tamale in principle, but copies of the building 

permit used in Tamale were circulated to most of the towns 

in the Protectorate as a measure to ensure uniformity.  

Salaga and Yeji for instance were obliged to adhere to the 

235 Gold Coast Gazette Jan.-June 1909, 92; PRAAD Accra, ADM 56/1/92 
Handing over Reports, Southern Province, March 1909. 
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established rules of 1909.236  The question of the 

architectural design and structure of buildings had been 

seen and known by government since the inception of British 

colonial rule in the Protectorate.  Furthermore, powers were 

given to the governor as early as 1902 to make laws capable 

of safeguarding the Protectorate in whatever dimension.  Why 

did the political authorities have to wait until after nine 

or so years before rules were made to control buildings?  

The explanation is clear.  The traditional designs were not 

seen to pose any serious health problems initially.  It was 

the outbreak of the cerebro-spinal meningitis epidemic of 

1906-1908 that alerted government to the implications of the 

existing building designs of the traditional population.  

C.S.M. as it was discovered, occurred indoors and not in the 

open air like smallpox.  In effect the epidemic largely 

exposed the weaknesses of the indigenous design of houses. 

Though the rules of 1908 were well intentioned, and 

indeed purposeful, it is apparent from records that some 

towns hardly, if at all, adhered to them.  Yeji, a town in 

the Southern Province, was one such town noted for willfully 

236 PRAAD Accra, ADM 56/1/92 Handing over Report, Southern 
Province, March 1909. 
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disregarding the set rules.237  A possible cause of non-

compliance of rules was the method employed in enforcing 

adherence.  As indicated, in the earlier periods of colonial 

administration persuasion and education hardly formed part 

of the tools designed to enforce compliance; the rule of 

prosecution prevailed.  The local people were not made to 

understand why the construction of buildings had to be 

controlled.  Granting that the use of force was ideal, the 

penalty meted out for non-adherence appeared mild as 

offences under the rules were under the jurisdiction of the 

chief.  Poor supervision also caused the ineffective 

operation of the rules.  The interval of inspection (once a 

month) allowed for the inspection committee was long.  

Moreover, the members constituting the committee, 

particularly medical officers, were pre-occupied with tasks 

far in excess of the duties of their office. Nonetheless, 

defective though these rules proved to be, they paved the 

way for the institution of more imaginative measures in 

subsequent years. 

Noticing the ineffectiveness of the supervisory network 

set to police the rules of 1909, a new sanitary committee 

237 Ibid. 
 159 

                                                 



was formed in May 1913.  This body had the Provincial 

Commissioner as its president, with the Provincial Medical 

Officer, sub-inspector of works, and commandant of the 

Northern Territory Constabulary (N.T.C) as members.  Task 

wise, it was not so different from the previous set up; the 

committee was, among other things, assigned the duty of 

approving sites for building in unison and supervision of 

the construction of roads in the towns and cantonments.  

Unlike the 1909 committee, the sanitary committee of 1913 

met once a month to deliberate on important issues of 

relevance to town planning.  By 1916 however the committee 

had become defunct.238  The cause of the collapse of the 

committee is not told, but it is possible that the frequent 

transfer of officials of the Northern Territories was a 

contributory factor.  Transfers were particularly common 

among the ranks of senior officers like medical officers and 

commissioners.  Most stayed not more than two years.  

Coincidentally, the medical officer was responsible for 

taking and keeping minutes of the sanitary committee.  Under 

such circumstance and as was obvious, his transfer might 

have stalled monthly meetings.  It is equally likely that 

238 Ibid. Handing over Report, Southern Province, April 15 1919. 
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the commencement of the First World War in 1914, a year 

after the committee was formed contributed to its demise.  

During the war, it could be said that, about 50%, if not 

more, political and medical officers were either drafted 

into the fighting forces or withdrawn to augment the staff 

of the Colony. 

       The next important development in housing and town 

planning in the Protectorate occurred in July 1921, when 

Arthur James Philbrick was Chief Commissioner.  In that year 

a set of new rules to be applied in the whole Protectorate 

were passed.  Under them specific attention was given to the 

required distance between detached buildings as well as 

collective compounds.  Emphasis was placed on the necessity 

of providing drainage outlets for each detached house or 

compound.  All these were under the surveillance of the 

chiefs and headmen and not a committee as prevailed in 1909.  

The rules further empowered the Chief Commissioner to lay 

out streets and open spaces, where no buildings were to be 

constructed.239  The rules of 1921, like the previous one, 

were influenced principally by the widespread outbreak of 

239 The Laws of Ashanti, The British Sphere of Togoland and the 
Northern Territories of the Gold Coast, 266. 
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the cerebro-spinal meningitis in 1919/20 and guided by the 

recommendations of Drs. J.M. Dalziel (senior sanitary 

officer) and Dowdall, who investigated the 1920 and 1919 

outbreaks respectively.  As Dr. Dalziel declared: 

 
 “The Social and domestic habits of a 
people cannot be altered in a generation 
either by Statute, precept or example.  
The unhygienic type of dwelling, to which 
they are accustomed is not likely to be 
voluntarily replaced by anything better, 
nor can they be expected voluntarily to 
adopt even that most elementary reform 
and first step towards civilization, 
viz., the removal of domestic animals 
from the dwelling, much less to build 
houses reasonably open to the air. The 
only form of education in sanitary 
matters, which might be apprehended by 
them, would be sanitary rules and by laws 
gradually applied.240 

 

It can be said that up to the passing of the rules of 1921, 

the Gold Coast central government did not play any 

significant role in the development of housing and town 

planning.  The political and health officials resident in 

the North initiated all the measures resorted to.  Indeed, 

considering the budget within which the authorities operated 

at the time, and given the paucity of town planning experts, 

240 Minutes of the Legislative Council and Sessional Papers. 7, 18. 
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it is only obvious that no substantial progress could be 

made. 

       Towards the end of 1921, when Guggisberg was 

governor, central government began to see the necessity of 

housing and town planning schemes in the Protectorate.  In 

his ten-year development plan, Guggisberg gave prominent 

attention to town and housing planning.  The governor noted:  

“In practically every town of any size the necessity for 

improvements in sanitation brings with it the demand for 

considerable alterations in buildings and streets”, a demand 

Guggisberg described simply as unlimited.  The policy 

Guggisberg followed was to concentrate efforts on those 

towns whose rapidly growing population caused grave dangers 

of epidemic.241 

       One of Governor Guggisberg's main measures was the 

formation of health boards.  The first of these was the 

central board of health.  The Principal Medical Officer 

headed it with the director of public works, secretary of 

works, senior sanitary officer and the superintendent 

sanitary engineer as its other members.  It was mainly an 

advisory body assigned the task of initiating discussions 

241 GCLCD, 1920-21, 46ff. 
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and suggesting measures considered desirable for the general 

benefit of the colony.  Among the range of issues the board 

was empowered to discuss was town planning and housing.  In 

particular the board was expected to consider plans for 

“large or important buildings” but more importantly, plans 

for buildings intended to be adopted as standard plans for 

the country.242  In October 1920, Guggisberg approved the 

appointment of provincial boards of health, in the Colony, 

Ashanti and the Northern Territories.  The Northern 

Territories health board had the Chief Commissioner as 

president.  Other members were the Provincial Medical 

Officer, junior sanitary officer and the principal engineer.  

This board was responsible for the roles assigned to the 

central board in the Protectorate.  The formation of these 

provincial boards did not lead to the dissolution of 

sanitary committees; these were maintained but subordinated 

to the provincial board and worked in complement.243 

       It appears a single board centered in Tamale on 

account of the vast nature of the Protectorate could not 

handle town planning effectively.  Consequently in 1921, the 

242 Gold Coast Gazette, July-Dec. 1920, 1219. 
243 Ibid, 1396. 
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provincial board of health was renamed Northern Territories 

central board of health and two other provincial boards were 

formed; one for the Southern Province and the other in the 

Northern Province.  Each consisted of the Provincial 

Commissioner, as president, the medical officer and an 

engineer of public works department.  These two provincial 

boards were specifically assigned the task of selection of 

sites for government stations, designing of layouts of the 

station buildings, water supply, streets and roads.244 

       A significant achievement of the boards was the 

survey and layout of some towns.  Tamale was the first towns 

to be surveyed and laid out.  By 1929, layouts had been made 

in the Moshi Zongo and Tishugu areas.  A small township 

containing all schools was carved on the ridge to the north 

of the Tamale town.245  Considerable progress was also made 

in laying out roads.246  Layouts were also made in Bawku, 

Savelugu, Bolgatanga, Lawra, Wa, and Bole by 1938.  Another 

area of improvement, which emerged under health boards, was 

housing design.  Indeed by 1925, the type of houses built in 

244 PRAAD, Accra, ADM 56/1/295 Government memorandum on town layout 
and building designs in the Northern Territories, July 5,1921. 
245 This is known as Educational Ridge where almost all the 
institutions of higher learning are located. 
246 GCLCD, 1927-28, 131; GCMSDR 1929-30, 45. 
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the North, particularly Tamale were gradually changing in 

design and structure.  Houses were largely oblong with many 

windows replacing the hitherto round and ill-ventilated 

ones.247 

 Notwithstanding all these sanitary measures, the 

governor in his 1938 address to the Legislative Council 

lamented on the poor state of sanitation in general and 

emphasized the importance of rural sanitation. “So long as 

the standard remains low-as at present and just so long will 

our important centers be menaced, time and again from 

surrounding countryside with resulting loss of valuable 

lives and hindrance to trade.”248        

 

 

Leprosy Settlements: Visual Models for Re-
Engineering Rural Space?  
 

Notwithstanding the various sanitary and preventive 

measures taken by the colonial medical and health 

authorities, rural sanitation was still in a very 

unsatisfactory state by the mid-1930s. The senior health 

247 PRAAD, Accra, ADM 56/1/64; ARNT, 1925-26, 16. 
248 GCLCD, Session 1938 issue no. 1, 13. 
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officer of the Western Province highlighted this phenomenon 

when he reported that, “village sanitation in particularly 

every rural area in the Province is in the most appalling 

condition and has to be seen to be believed. It is heart 

breaking work against an impassable barrier of indifference 

and open hostility.”249 The health officer of Ashanti 

reported the serious fall in the standard of rural 

sanitation in Ashanti since 1928.250 What this suggests is 

the resistance of rural inhabitants to the use of 

compulsion as a way of compelling them to abide by sanitary 

regulations.  

In the mid-1930s, the Director of Medical Services 

highlighted the problem of the standards of sanitation and 

hygiene in rural areas when he lamented that “the standard 

of hygiene in the countryside of the Colony and Ashanti is 

steadily becoming worse.”251 He blamed the sordid state of 

sanitation and hygiene on the indigenous communities’ 

unwillingness to cooperate by offering communal labor.  The 

colonial government he surmised did not have adequate 

249 Report on the Medical Department, 1935, 27. 
250 Ibid. 
251 Report on the Medical Department, 1935, 4. 
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revenue to permit sanitary services in the rural areas of 

the colony.252  In his report for 1936, the Chief Medical 

officer noted that “the sanitary conditions in the rural 

areas and in the area surrounding the mines are 

deteriorating and this will continue until the successful 

establishment of local sanitary authorities with sufficient 

powers.” 253  In that year a draft Township Bill was 

prepared and yet to be approved. A draft Public Health 

Ordinance, which dealt with issues of sanitation and 

housing, was under consideration.  The Chief Medical 

officer envisioned these legislations would be the best 

antidote for the problem of rural sanitation.  

From the mid-1930s therefore the colonial medical and 

health authorities sought other options of uplifting rural 

sanitation. One such option was some form of cooperation 

between the Department of Education and the Medical 

Department in the teaching of hygiene in schools. The 

subject of hygiene became a regular feature of the 

curriculum in schools. A Teachers Journal was introduced and 

252 ibid. 
253 Report on the Medical Department, 1936, 4. 
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served as a medium of furthering and disseminating public 

health measures among teachers.254  

Leprosy colonies as indicated in the previous chapters 

failed as treatment centers and became an albatross on the 

neck of the colonial state. Lepers who voluntarily offered 

themselves with the hope of a cure became very disillusioned 

and disappointed when their condition did not appear to 

improve. The various medical officers experimented with 

different mixtures of medications but obtained no 

significant positive results. The ideal thing to do under 

this circumstance was to disband the lepers back into their 

communities. However, this did not occur mainly because 

leprosy was known to be contagious and risked being 

disseminated among the healthy population if disbanded. The 

British Empire Leprosy Relief Association was of the view in 

1936 that “while the majority of lepers do not spread the 

disease, yet a single infectious case will in certain 

circumstances, disseminate the infection to large numbers of 

those with whom he comes into contact, the danger being 

especially great for young children who are particularly 

254 Ibid, 29. 
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susceptible.”255  Retaining them in the colonies was fast 

becoming a “drain” on the vote of the Medical Department and 

therefore some form of justification was sought to retain 

colonies.  Although not originally intended, leprosy 

colonies became examples of ordered settlements and beacons 

of sanitary and health education.  

The notion of leprosy settlements as an inspiration of 

reengineering the African space is best illustrated by the 

evolution and organization of the various leprosy 

settlements in the Gold Coast. When Dr. Helen Hendrie 

started the Yendi leper settlement her main goal was to 

treatment and so the settlement was designed with the object 

of treatment in view. The settlement consisted of 4 huts 

capable of housing 10 lepers each. She also made provision 

for a small treatment center and a “small farm.”256  The idea 

in the 1920s was to make leprosy settlements as comfortable 

as possible for the leprosy patients as the least discomfort 

will compel them to abandon treatment. At the Contagious 

Disease Hospital treatment results were “apparent in the 

shape of healing of ulcers, diminution in the size of 

255 Report on the Medical Department, 1936, 8. 
256 Report on the Medical Department, April, 1923-March, 1924, 
37.  
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nodules and improvement in the general health” that the 

Medical Officer of Health did not want to risk alienating 

the lepers. Lepers were therefore permitted out of the 

settlement during the day but required to return at night.257 

At the Yendi settlement, lepers were often visited by 

relatives who brought along food to them daily.258 

By the 1930s leprosy settlements began to take the 

shape of model villages in their organization.  In March 

1930, the Ho leper settlement had elaborate compounds. The 

huts were placed in line with the goal of improving the 

“appearance of the general lay-out.” These were parallel 

well-spaced row of huts with the whole camp divided into 

eleven compounds in total, each forming a block of four 

houses and each house containing six rooms accommodating two 

patients per room.259  A permanent hospital built of stone 

and cement consisting of two wards and a storeroom was 

provided in the settlement. In the settlement was a market 

shed and other sheds for various artisans such as shoe 

makers, carpenters, and weavers. Provision was also made for 

257 Ibid, 14. 
258 Ibid, 37. 
259 PRAAD, Accra, ADM 39/1/128. Report on the Survey of the Leper 
Settlement, Ho. 1948. 
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a rest house for the parents of lepers who were unable to 

solitarily take care of their daily needs. 

The ideal of using leprosy settlements as vehicles of 

drawing a connection between insanitary environments and ill 

health did not appear to resonate with the intended target 

group, the rural folks. The biggest problem was the fact 

that a lot of the “inmates” were cases of advanced condition 

of the disease and did not respond to whatever medication 

was deployed. And because their condition remained the same 

even though they resided in well laid out airy compounds, 

well laid out roads, and in supposedly sanitary environment, 

it was hard to use leper settlements to demonstrate the 

positive correlation between the state of sanitation and the 

state of health. Although leprosy was for a long time known 

to incurable, the colonial government and medical 

authorities created the impression in the minds of lepers 

through dosages of various medications that being cured was 

likely. Over the years lepers continually offered themselves 

increasingly for voluntary admission into the various 

leprosy settlements with the hope of being treated and 

cured.  While the number of lepers increased, the facilities 

of the various settlements hardly improved in terms of both 
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quality and capacity. The average population of lepers in 

the Ho leper settlement between 1938 and 1947 was 451, a 

number that could not be adequately contained in the 

existing housing facilities.260 An average of 19 lepers died 

between 1938 and 1947. Some became disillusioned and 

absconded while others just decided to leave the settlement 

altogether.261 Given all these complexities leprosy 

settlements failed as symbols for advocating the positive 

correlation between good sanitation and good health. 

 

Social Life in Leprosy Settlements 

 While undergoing treatment in the various settlements 

lepers engaged in what became known as occupational therapy 

s measure designed to make lepers both engaged and self-

supporting at once. Majority of lepers in the settlements 

were peasant farmers; others engaged in woodcarving, 

weaving, carpentry, blacksmithing, and a wide variety of 

occupations. Women in the Ho Leper settlement were observed 

making “garri”, kokonte (dehyrated cassava pounded into 

260 PRAAD, Accra, ADM 39/1/128 Report on Survey of the Leper 
settlement, Ho, 1948, 3. 
261 Ibid. 
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powder) and a whole lot of productive ventures.262 Dr. Cook, 

medical officer in charge of the Ho leprosy settlement gives 

us a vivid insight into the kinds of occupations lepers 

engaged in at Ho: 

Farming is in full swing: a large area is 
being planted out in yams, cassava, corn, 
ground nuts and shallots.  Carpenters are 
put on to making tables, chairs, etc., and 
to assist in building the offices and 
hospital.  Masons assist in erecting 
building; weavers . . . are kept busy; 
yarn is supplied to them and the cloths 
they make, after being disinfected will be 
sold.263 
 

Indeed, it became a rule from the 1930 to ensure that 

leprosy settlements in the Gold Coast were sited in areas 

not just where the incidence of the disease was deemed high 

but also where arable land was available for both crop and 

animal production. At the Ho Leprosy settlement, “able-

bodied lepers worked on their own farms and at carpentry, 

mat and shoe making.”264 Because this category of lepers had 

a way of earning their living, they were paid an allowance 

of 3s every sixteen days. Semi disabled lepers who did some 

262 Ibid. 
263 Report on the Medical and Sanitary Department, 1928-1929, 
127. 
264 Report on the Medical Department, 1935, 76. 
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work for the settlement and totally disabled as well as 

leper school teachers earned 4s and 6s respectively. The 

occupational therapy and self-supporting approach to leprosy 

did not seem to work well as it did at the leper colony at 

Itu and Uzuakoli mainly because in the Gold Coast there were 

insufficient arable lands coterminous to the existing 

leprosy settlements.  At the Accra leper settlement for 

instance suitable farmlands were limited and there were no 

“facilities for keeping the inmates employed in various 

occupation and so the air of cheerfulness that is present at 

Ho is not so marked.”265 

 The fundamental reason for the existence of leprosy 

settlement was to prevent it from spreading, it would seem. 

If it were the case then the colonial government would have 

regulated social relations especially, marriage and 

procreation. Although male and female patients lived in 

separate quarters within the same settlement, lepers in the 

settlements of the Gold Coast colony engaged in sexual 

relations. A few of these relationships were cases of 

married couples that both entered the settlement as lepers.  

265 Report on the medical and Sanitary Department, 1928-1929, 
128. 
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In most of the cases however, lepers who voluntarily 

submitted themselves to settlements were either single or 

separated from their non-leper spouses. So that what leprosy 

settlement did was to offer the rare opportunity, (an 

opportunity that did not exist in the world outside leper 

settlements) for lepers to cohabitate and procreate. 

Deliveries by lepers in the Ho settlement became significant 

to warrant the provision for maternity quarters for female 

lepers in the early 1940s. In a note regarding this facility 

to the colonial secretary, the Director of Medical Service 

wrote, “a room is being set in the Dispensary Block for 

deliveries... when ready, the room will be equipped 

adequately for two patients.  On an average, ten patients 

are delivered annually, and the arrangement being made are 

considered fully adequate . . .”266 Over time therefore, the 

leper population in various settlements included children 

who did not exhibit any signs of leprosy in them.  Although 

this development from the records, appeared to be of concern 

to the colonial medical department it became a situation 

that offered both the colonial government and the medical 

266 PRAAD, Accra, CSO 11/18/45, Maternity Quarters for Female 
Lepers at Ho, 1941. 
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department an opportunity to gain some insight into how the 

leprosy condition evolved without raising any alarm on its 

morality. 

 Indeed, the notion of using leprosy settlements as 

vehicles of drawing a positive correlation between ill-

health and unsanitary environments and in the process 

transforming the habits of the local population in relation 

with health was perhaps a good idea conceived by the 

colonial and medical authorities of the Gold Coast.  

However, as it turned out, the very squalid nature of the 

leprosy settlements and the complex social life that 

supervened ensured that the whole idea was a moot one to 

begin with. If colonial government had succeeded in this 

venture, it probably would have been a good justification to 

invest in leprosy control via settlements in the Gold Coast. 

While the colonial government’s interest in leprosy 

continuously waned, the interest in trypanosomiasis 

(sleeping sickness) and yaws spiked although all three 

disease conditions shared similar characteristics in terms 

of incidence, geography, and the racial category it 

afflicted. The politics behind this phenomenon is the thrust 

of the next chapter.   
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CHAPTER FIVE 

Leprosy Settlements, Colonial Economy, 
Medical experiments, and Western 
Pharmacopeia 
      

Introduction 

The disease condition and health of the general Gold 

Coast population was inseparably linked to the health and 

wellbeing of the functioning of the colonial economy. The 

colonial economy was anchored not only to land and natural 

resources but also, a strong and healthy labor pool and 

market. The colonial government’s approach to the Gold Coast 

public health environment was driven by how it affected 

various components of the colonial economy.  I argue in this 

chapter that, in the encounter with diseases with potential 

or imagined public health ramifications, the Gold Coast 

colonial government was guided not just by the havoc it 

wrecked on the European population.  

 Indeed, right from the inception of British 

colonization, the quest was not just to understand the 

nature of tropical diseases per se. A veiled interest of the 

colonial authorities in the Gold Coast as they approached 
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its disease environment was to understand how it affected 

the fortunes of British business interests. A core interest, 

which is not apparent in archival records, was to create a 

sustainable market for pharmaceutical products. And so the 

African body became a site for determining which medications 

worked and which did not.  The other key issue that defined 

the approach to public health diseases was associated with 

the extent to which it affected the quality and strength of 

the labor force, a pivotal factor of production of colonial 

commercial enterprises. 

What follows in this chapter is a discussion of how the 

colonial medical institution was framed to achieve the 

desired goals. My contention is that leprosy settlements, 

although not originally intended were used as a vehicle of 

creating a European pharmacopeia dependent market and an 

ideal avenue for testing and improving drugs.  But when 

leprosy settlements failed to yield the desired results, 

alternatives were sought and found in trypanosomiasis 

(sleeping sickness) and Yaws culminating in the total to 

near total forsaking of Leprosy. While trypanosomiasis 

(sleeping sickness) and yaws were virulent, highly 
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contagious, leprosy was not perceived to bear similar 

characteristics. 

 

Infectious Endemic Disease Environment and Medical 
Research 

Leprosy, yaws and trypanosomiasis (sleeping sickness) 

bore one unique characteristic; these were all diseases 

that did not pose any immediate physical threat to the 

health of the European population.267  The communities that 

were afflicted with these diseases were essentially rural 

and lived on lands that did not possess any significant 

quantities of the natural resource sort after by the 

British colonial administration.  However, compared to 

leprosy, colonial government’s approach to yaws and 

trypanosomiasis (sleeping sickness) was surprisingly 

vigorous. The two diseases offered the colonial government 

an opportunity to engage in medical research and 

experiments much more than leprosy did. Trypanosomiasis 

(sleeping sickness) and yaws also offered an avenue for 

demonstrating the efficacy of western pharmacopeia.  Above 

all, the two disease conditions significantly affected the 

267 There are no reports of Europeans in the Gold Coast 
contracting any of these diseases. 
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numbers and quality of labor pool for the mining and cocoa 

industries.  

Hospitals and dispensaries constituted the basic health 

care units deployed in colonial Ghana. Although missionaries 

operated some form of hospitals much earlier the first civil 

hospital was established in the late 1870s when army medical 

services located at Kata, Accra, Elmina and Cape Coast were 

transformed into civil medical health institutions.268  By 

the 1920s, colonial Ghana had quite a number of hospitals 

that offered people some form of outpatient care with wards 

for hospitalization of “complex” cases.  This case 

management approach to disease management assumed that, 

anyone who is really sick will avail themselves of these 

fixed facility services. All of the early hospital 

facilities were located in centers where European population 

was relatively high on account of the fear of the high 

susceptibility of European life.  

By the mid-1920s however, hospital facilities were 

offered to the purely African population. Addae who has 

studied the evolution of health services argues that 

268 Stephen Addae, The Evolution of Modern Medicine in a 
Developing Country: Ghana 1880-1960, Durham: Durham Academic 
Press, 1997, 30. 
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hospital services were extended to Africans because the 

mortality rate of Europeans fell. It is also true that 

hospital and dispensary services were not designed with the 

sole goal of treating patients. Hospital and dispensary 

environments were also sites of medical and pharmaceutical 

research so that the extension of these facilities to 

Africans was an attempt to broaden the research specimen 

base.  The problem with drawing research specimen from 

dispensaries, health centers, and hospitals was that, 

patients did not stay there long enough for the research to 

run its course. Outpatients in particular were notorious for 

not completing dosages. Confining leprosy patients via 

leprosy colonies was the best alternative in the view of 

medical authorities that allowed patients to receive 

“treatment” and observations made over time in order to 

determine the efficacy of the various medications 

administered. 

 

Leprosy Settlements and Pharmaceutical Experiments 
 

Leprosy colonies in the Gold coast gradually became 

sites of research as well as testing and experimenting of 

various medications some of which were not associated with 
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the treatment of leprosy. Leprosy colonies were also 

intended to be sites of demonstrating the efficacy and 

power of western pharmacopeia over African mode of dealing 

with disease.  The various experiments engaged in were 

essentially initiatives of individual medical officers.  

One such experiment was carried out in the mid-1930s at the 

Ho leper settlement. Prior to the mid-1930s, Moogrol, 

hydnocarpus oil and Alepol were the drugs used in the 

treatment of leprosy patients. In 1935 experiments were 

carried out by H. C. Armstrong, medical officer of Ho with 

injections of Bonney’s Blue and aqueous solution of 

methylene blue.269  Why these chemical compounds were being 

experimented is not known and there appears to be no 

connection between the two compounds and leprosy. Methylene 

blue for instance is known to be associated with the 

treatment of malaria during the Pacific War in the 

tropics.270  Dr. Armstrong performed the experiment based on 

an assumption he made that if the compounds were 

administered intramuscular injections they would be 

269 Report on the Medical Department, 1935, 76. 
270 H. Schirmer, B. Coulibaly, A. Stich et al., “Methylene Blue 
as an antimalarial agent—past and Future.” Redox Rep 8 (5), 2003, 
272-276.   
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“absorbed by the reticulo-endothelial cells and so have 

germicidial action on the bacillus in vivo.”271 The 

experiment was deployed in the leprosy settlement because 

these offered the opportunity of judging the results via 

observation of changes. Experiments of these kinds were not 

feasible under conditions where lepers were dealt with in 

an out-patient setting. The results were abysmal. Out of a 

total of about 300 lepers only two cases showed some form 

of clinical improvement.272 On account of the failure of the 

experiment, injection with dyes was discontinued and a new 

drug, Avenyl in combination with Moogrol, Hydnocarpus oil, 

or Alepol was experimented in 1936.273 The use of Avenyl was 

deemphasized from 1937 leaving Moogrol, Hydnocarpus oil, 

and Alepol as the dominant drugs for treatment. The table 

below gives us an insight into how effective these 

medications were on lepers in the Ho leper settlement from 

1936-1938. 

 

 

271 Report on the Medical Department, 1935, 76. 
272 Ibid. 
273 Report on the Medical Department, 1936, 87. 
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Condition 1936 1937 1938 

Arrested cases 115  38  60 

Improved cases 130 118  83 

Slightly 

improved cases  

  2  10  12 

Stationary 

cases 

 46 -  

Worse cases  30  57  72 

Died   8  15  5 

 

Table 3: Results of Leprosy Patients Treatment, 1936-38274 

 

The impression the significantly huge numbers of improved 

and arrested cases would suggest that the various 

treatments were very effective.  However, most of the 

improved and arrested cases were associated with burnt out 

leper patients. What this means is that, even without the 

274 Report on the Medical Department, 1936, 87; 1937, 91; 1938, 
93. 
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benefit of treatment their condition would have remained 

unchanged. 

 The problem with leprosy treatment was complicated by 

the fact that a large chunk of those who submitted 

themselves to the leper settlements were patients in the 

advanced stage of the disease. When the British Empire 

Leprosy Relief Association recommended the use of 

hydnocarpus oil, the goal was for it to be used on early 

nerve cases and not advanced cases because enough evidence 

existed to show its ineffectiveness on advanced cases. The 

result was absconding of leper patients who obviously did 

not see any transformation in their condition. Between 1936 

and 1938 a total of 85 leprosy patients absconded from the 

Ho Leper Settlement.275 Some other lepers sought and 

obtained leave of absence from the settlement.276 It was 

becoming obvious to colonial medical and political 

authorities that, the effort to demonstrate the power of 

European pharmacopeia was a wasted one more so because even 

if treatment was effective the number of leprosy patients 

was insignificant in the Gold Coast, compared to the 

275 Report on the Medical Department, 1937, 91; 1938, 93. 
276 Ibid. 
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British colonies of Nigeria to constitute a profitable 

market segment. Leprosy did not also pose any threat to the 

economic fortunes of the colonial government or British 

investors in the Gold Coast. Colonial authorities therefore 

relegated leprosy to the background and turned attention to 

public health diseases that posed a threat to British 

business interests and the financial fortunes of the 

British colonial authorities.  

 

Vigorous Trypanosomiasis and Yaws Campaigns. 

       Closely associated with the fight against epidemics 

of CSM, smallpox and influenza among others, were the 

problems of sleeping sickness and yaws. Unlike malaria, 

sleeping sickness and yaws (diseases prone to the local 

population) did not receive serious attention until the mid-

1930s. This was particularly true of trypanosomiasis 

(sleeping sickness).  It appears yaws begun receiving 

attention probably in the 1920s. In 1923 for instance yaws 

patients at Yendi received treatment with N.A.B. This 

precedence given to yaws over trypanosomiasis (sleeping 

sickness) was because of the apparent existence of the 

former in substantial numbers among patients in hospitals.  
 187 



Reports of the increasing incidence of yaws in the 

Protectorate of Northern were unanimous. The number of yaws 

cases reported in Yendi alone in 1923 was 1,159.277  In the 

late 1920s while 75% of cases seen at the Yendi dispensary 

were victims of yaws, the Konkombas of eastern Dagomba as 

well as the people of Mamprusi were reported to be seriously 

affected.278   

Yaws was reported to be the most prevalent and 

widespread disease in the mandated territory of Togoland.279  

Two important factors helped to expose the widespread 

incidence of yaws in the Protectorate.  The potency of the 

drug used was one; the administration of novarsenobillon 

through intra-muscular injection and potassium iodide 

yielded marvelous results.  Sores rapidly disappeared from 

the surface of the skin and huge ulcers were reported to 

have healed within a short time.  It was reported that the 

magic of novarsenobillon and potassium iodide so impressed 

the Konkombas that they became convinced the antidote of 

most diseases had finally arrived.280  Consequently, it was 

277 Togoland Report 1923, 31. 
278 Togoland Report 1928, 35; 1930, 47. 
279 Togoland Report 1931, 44. 
280 Togoland Report 1924, 63. 
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common for patients to turn up for injections prior to the 

appearance of eruptions on the skin.  The growing 

availability of fixed health facilities in the Protectorate 

helped to reveal the widespread incidence of yaws.  Patients 

who usually walked a number of miles to obtain medical 

attention either had dispensaries in their villages or only 

had to walk a few hours to obtain medical attention. Once 

health facilities were accessible and treatment was 

efficacious the emergence of patients with yaws cases became 

apparent. 

To a greater extent the Medical Department’s policy on 

yaws was to eradicate it from start. This was perhaps 

because in its most advanced form yaws was not only 

disabling as it was active; it also caused a great deal of 

deformity to its victims even after it had been subdued.  

Consequently, it seriously affected the quality of labor 

force the Protectorate of Northern Ghana supplied to the 

cocoa and mining industries.  If the disease was allowed to 

prevail it meant that the colonial government would lose 

much of its potential labor required in the cocoa and mining 

industries.  Yet the policies designed to eradicate the 

disease in the 1920s and early 1930s were ineffective.  It 
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was the responsibility of the patient to approach the health 

authorities for treatment during the period.  This approach, 

going by the statistics of attendance to hospitals and 

dispensaries, appeared encouraging. But most often patients 

applied for treatment only during the secondary stage of the 

disease.  Worst of all, one injection of norvarsenobillon 

brought such improvement that patients did not return for 

the subsequent doses which were necessary to ensure the 

extinction of the disease.  In 1928-29, only an estimated 

30% of yaws patients returned for the required repeated 

injections in the Protectorate for instance.281   

These developments obviously called for a review of 

tactics.  Thus rather than wait to receive yaws patients in 

the hospitals and dispensaries, the strategy in the closing 

years of the 1930s was the obverse; taking treatment to the 

doorsteps of the local people. This was the significant role 

the Native Authority dressers had to play. After dressers 

were given basic training in injections, a six-week program 

of work was mapped out for each dresser in a given area. 

This program was designed such that a dresser visited his 

assigned area every six days until the course of the 

281 GCMSDR, 1929, 42. 
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injection was completed.282  The results were impressive.  

Out of 1,170 yaws patients under the treatment of the Wa 

dresser, 886 were reported to have received more than four 

of the injections; almost 76%. Comparatively, out of 445 new 

cases of yaws at the Wa Hospital in August 1937, barely two 

patients had received four injections at the close of 

September. In Gonja, the dresser obtained re-attendance 

level of 90%.283  While the dressers were not many to 

undertake house-to-house treatment, the success of this 

pilot program of taking treatment to the local people 

indicated to the Medical Department the role such a strategy 

could play in the long-term eradication of yaws in the 

Northern Territories.  As the Chief Commissioner confidently 

predicted: “the continuance in an intensified form, of the 

present system of taking treatment to the people will result 

in the disease being stamped out within a comparatively 

short period.”284   

The enthusiasm of the Medical Department coincided with 

an upsurge of confidence of the local people in the efficacy 

282 Annual Report, Northern Territories, 1937, 71. 
283 Ibid. 
284 Ibid. 
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of European medicine. It was however not until the mid-1940s 

when Burns was governor that the policy of eradication of 

yaws was intensified. The retardation in the progress of the 

mass eradication of yaws was principally caused by the war. 

As a result of the demands of the war a number of officers 

of the Medical Department were not available for routine 

health work. The staff of the Medical Department was further 

depleted by resignations and retirements.285  Also the high 

cost of novarsenobillon, the drug that held the key to the 

extinction of the disease retarded the eradication of yaws.  

While its efficacy was not in doubt, it was reported in the 

1930s that its price made it "difficult to cope with the 

number who submit themselves for treatment."286 

 When Burns took over as governor of the Gold Coast in 

the 1940s, his desire was to “eventually eradicate this 

ubiquitous disease which is the cause of so much chronic ill 

health.”287  Undoubtedly aware of the demands of the policy, 

particularly the finances involved and indeed conscious of 

the growing, yet limited revenues of the country, Burns had 

285 GCLCD, 1944, 23-24. 
286 Togoland Report 1930, 47. 
287 GCLCD, 1944, 25. 
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to look elsewhere for funds to cater for the yaws campaign. 

Thanks to the colonial development fund, in 1943 a sum of 

£8,000 was obtained. Out of this fund Burns acquired and 

equipped a mobile dispensary. The use of the van was 

important at least in one regard; with few personnel, a 

large proportion of the Protectorate could be covered with 

less difficulty. This would circumvent the perennial paucity 

of medical personnel faced by the Health and Medical 

Departments. Burn’s campaign, both curative and preventive, 

commenced first at Yendi district in an extensive form in 

1944. Yendi was chosen as the maiden area of operation 

because yaws was reported to be extensively present in the 

district.288   

By 1946, the campaign covered the whole Dagomba 

district, where surveys and mass treatments were undertaken. 

The team worked so relentlessly that in 1946 alone, over 

20,000 yaws cases were seen and treated.289  In January 1947 

the surveillance of the campaign against yaws was 

amalgamated with a trypanosomiasis (sleeping sickness) 

campaign hitherto run on separate teams. Apart from 

288 GCMSDR, 1943, 2. 
289 GCMSDR, 1946, 7. 
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broadening the hitherto independent teams the unification 

ensured not only the effective coverage of the Protectorate 

and maximum utilization of personnel, but that the two 

unpopular diseases were attacked for the first time 

simultaneously by a single team.  Although governor Burns 

left the country by August 1947, his successor, Sir Gerald 

Creasy did not renege in the pursuance of his predecessor’s 

policy.  Creasy it can be said was responsible for 

increasing the number of medical officers attached to the 

campaign from one to three, which subsequently caused the 

decentralization of their operations. Three centers emerged; 

Kintampo, Kumasi, and Gambaga.290   

The yaws and trypanosomiasis (sleeping sickness) 

campaign metamorphosed into the Medical Field Units (MFU) in 

1950. This change in nomenclature was meant to reflect the 

changed role of the team.291  While the yaws campaign team 

and subsequently the MFUs made tremendous attempts at 

tracking down the incidence of yaws and progress reportedly 

being achieved, cases of yaws persistently lingered on. From 

1944-45 when the yaws campaign was seriously pursued, the 

290 GCMSDR 1949, 5. 
291 See Addae, op. cit. for a detailed discussion of the 
operations of the MFU. 
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eastern Dagomba district had been an area where consistent 

surveys, re-surveys and treatment were done.  Yet the 

incidence of the disease remained very high. In a survey of 

eastern Dagomba in 1953, about 2,925 cases of yaws were 

found.292  Other districts, that were believed to be well 

covered, still continued to report cases of yaws. Continual 

reports of cases were not because of lapses in the 

organizational network but principally due to the declining 

effectiveness of norvarsenobillon.  Consequently, towards 

the end of 1953 treatment of yaws cases was modernized with 

the use of penicillin. This drug was significant not only 

because of its efficacy but also in the drastic reduction in 

the number of injections required to exterminate the 

disease. Rather than having to receive injections weekly for 

two to three months, one single injection of procaine 

penicillin was henceforth administered as and when a survey 

was made. Indeed it was this ‘wonder drug’, which eventually 

led to the eradication of yaws in the 1960s. 

Although first mentioned in the annual report of 1903, 

trypanosomiasis (sleeping sickness) was a well-known disease 

in colonial Ghana before the inception of colonialism.  From 

292 GCMSDR 1952\53, 33. 
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1906 when sleeping sickness was first recognized by means of 

microscopy in a patient at Gambaga, yearly reports of the 

presence of trypanosomiasis (sleeping sickness) were 

published. In 1909 for instance only 5 cases of 

trypanosomiasis (sleeping sickness) were reported to have 

been seen and treated.293  In 1910, Dr. Beringer in a report 

on a tour through portions of the southern province revealed 

several cases of sleeping sickness. Many, if not all of 

these cases, were seen at a time the disease had reached its 

advanced forms.294 

       While the presence of trypanosomiasis (sleeping 

sickness) was obvious, as to whether its presence 

constituted any danger to the health of the communities 

involved was in doubt, particularly up to around 1935.  In a 

letter to the Secretary of State in 1928, it was reported 

for instance that trypanosomiasis (sleeping sickness) in all 

its forms was relatively unimportant.295  In 1933, although 

the Assistant Director of Medical Services recorded an 

increase in the number of trypanosomiasis (sleeping 

293 GCMSDR, 1909. 39 
294 Death often almost resulted. Cases were reported in 
Tamale, Wa, Lawra, and Gambaga in which attempts at treating 
trypanosomiasis (sleeping sickness) patients ended fatally. 
295 ARNT 1937, 72. 
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sickness) cases treated, he was not convinced "human 

trypanosomiasis (sleeping sickness) is such a serious cause 

of mortality and morbidity as to justify the diversion of 

large sums of money to eradicate it at the expense of other 

medical services needed by the inhabitants of the colony and 

its dependencies as a whole.”  Officers of the Health and 

Medical Department who had worked in the Protectorate 

however, did not share the opinion expressed by the 

Assistant Director.  Some medical personnel pointed out 

areas where high mortality caused by trypanosomiasis 

(sleeping sickness) had led to depopulation and abandoning 

of many settlements in the Protectorate.  During his tours 

in 1910, Dr. Beringer, medical officer, Salaga had observed 

the existence of several vacant and ruined huts in Kawkaw. 

Apparently this desertion was due to the migration of the 

people for fear of trypanosomiasis (sleeping sickness).296 

    In consonance with this conflicting opinion about 

trypanosomiasis (sleeping sickness), no elaborate policy 

was formulated to check the prevalence and spread of the 

disease.  Efforts at eliminating the disease were 

essentially directed at clearing of the bush around 

296 PRAAD, Accra, ADM 56/1/99; GCMSDR 1910, 46. 
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villages, fords, and ferries within the vicinity of the 

tsetse fly. And because the personnel strength of the 

Medical and Health Department was derisory the chiefs were 

often relied upon for the clearings, an activity they often 

abhorred on account of its tedious nature.  In 1910 £4,000 

was voted and specifically designated for preventive 

measures against sleeping sickness.  Three special medical 

officers were appointed and assigned the task of finding 

the distribution of the disease and tsetse fly, because, as 

it was believed “it will be extremely difficult to start a 

proper system of prophylaxis until the distribution of 

trypanosomiasis (sleeping sickness) and Glossina Palpalis 

are more definitely mapped out.” But it appears the 

Northern Territories did not form part of the areas marked 

for the distributional study. For, of all the sleeping 

sickness hospitals set up as part of the campaign in 1910 

the closest to the Northern Territories was at Kintampo.297 

Attention was mainly devoted to the southern part of 

the Gold Coast colony; particularly Ashanti and the Brong 

Ahafo areas during these early periods. This was so 

because, it was wrongly believed that the incidence of the 

297 GCMSDR, 1910, 47. 
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trypanosome and Glossina Palpalis was higher in these two 

places than in the rest of the country. Though it was 

evident, at least, from the observation of Europeans 

stationed in the Protectorate that the true home of 

trypanosomiasis (sleeping sickness) was Northern Ghana this 

could not be determined because of the disappointing number 

of health facilities and medical officers.298  In the early 

periods, the main means through which the incidence of 

trypanosomiasis (sleeping sickness) and other diseases 

could be determined was by hospital attendance records. And 

because these facilities were few and located only in major 

settlements, accessibility was very difficult for potential 

sleeping sickness patients to avail themselves of the 

facilities. Also to explain the reluctance of potential 

trypanosome patients availing themselves of the use of 

health facilities was the little-to-no confidence the local 

people held in European medications for the disease.  

Reports of the handling of the few sleeping sickness 

patients who attended hospital suggest that medical 

officers were either ill-equipped to handle the disease or 

were incompetent. Out of the six trypanosomiasis (sleeping 

298 Stephen Addae, op. cit., 343. 
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sickness) patients seen in the various health centers of 

the Protectorate in 1909, five turned out fatal.299  Under 

this circumstance, it was perhaps thought reasonable on the 

part of the local people to conceal rather than expose 

cases of trypanosomiasis (sleeping sickness) to the medical 

officers. 

       From the beginning of 1935, the hitherto optimistic 

view held about sleeping sickness gave way to a pessimistic 

one requiring urgent action.  This was due to the gradual 

rise in the number of sleeping sickness patients attending 

hospitals and dispensaries.300  The efficacy of the 

treatment received and the readiness to submit to it also 

encouraged people to attend hospitals.  The table below 

shows the rising incidence of trypanosomiasis (sleeping 

sickness) between 1935 and 1937. It also shows the areas in 

the Protectorate, which suffered severely from it. 

 

 

 

299 GCMSDR, 1909, 15. 
300 By this date Governor Slater had masterminded the growth 
of hospitals and dispensary facilities: See Addae Stephen, 
for details on this. 
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STATION 1935 1936 1937 

Nakpanduri  1,631  1, 165   735 

Garu --     59   120 

Lawra 1,161    944 1,242 

Walewale --    586   638 

Gambaga    52    572   775 

Bawku   194    274   286 

Tamale   157    149   196 

Wa   103     93   181 

Total 3,298  3,842 4,173 

 

Table 4: Rising Cases of Trypanosomiasis (sleeping 
sickness) in the Northern Territories, 1935-
1937301 

 

Against this background, in 1935 the then Secretary of 

State formed a team to survey the situation.  It was to 

consist of a medical officer, an entomologist and other 

African personnel.  The survey did not commence until mid-

1937 mainly due to the difficulty of obtaining the services 

of an entomologist.302  Contrary to expectation, the senior 

301 GCMSDR, 1937, 6. 
302 Annual Report, Northern Territories, 1937, 73. 
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medical officer in charge of the survey team painted a 

picture that showed the gradual decline of trypanosomiasis 

(sleeping sickness). Generally, the facts established by 

the team failed to indicate whether or not trypanosomiasis 

(sleeping sickness) was rising. Referring particularly to 

the portions of the mandated territory of the Mamprusi 

district, a definite conclusion was reached that the 

disease was static. Although the senior medical officer 

admitted that the Tumu-Lawra districts were areas where the 

prevalence of sleeping sickness was high he indicated that 

areas within the vicinity of Tamale and Navrongo were 

ironically free from the disease.303  These observations 

clearly contradicted the statistics of the true incidence 

of trypanosomiasis (sleeping sickness) revealed from 

records of hospital attendance illustrated above. 

       Based on the reports of hospital attendance, a 

definite policy regarding a fight against trypanosomiasis 

(sleeping sickness) emerged in early January 1937. The 

policy, which aimed at the total extermination of sleeping 

sickness was to be achieved through two main strategies: 

curative and preventive (simultaneously). Under the 

303 ARNT, 75. 
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curative strategy, provisions were made for the treatment 

of the disease not only in the available hospitals but also 

in the many dispensaries that existed in the 1930s. 

Attached to these facilities were camps carefully 

constructed and maintained by the various Native 

Authorities. The availability of the dispensaries close to 

most of the settlements ensured that treatment was brought 

nearer to the population. This arrangement was mainly 

responsible for the rising number of case incidence, which 

appeared in reports of the latter part of the 1930s. A 

fundamental setback in the use of this strategy however was 

how to ensure that patients undertook the full course of 

treatment. Indeed, completion of the course of treatment 

prevented any spread of an arsenic-resistant strain of 

trypanosome, the medical experts indicated. Two measures 

were designed to ensure completion of treatment: The first, 

cleverly designed on the bases of the superstitious 

orientations of the local people was the suspension of 

‘fetishes’ consisting of a small barrel of epsom salt over 

roofs of dispensaries. On arrival patients were made to 

stand within a circle marked on the floor of the 

dispensary.  While touching the fetish the patient swore to 

 203 



persist in treatment until discharged by the dispenser. 

Apart from the dispenser of the Nakpanduri camp who is 

noted to have relied on this trick, no evidence of its 

application is shown in other areas though it is not 

unlikely that colleague dispensers practiced the ‘fetish’ 

trick.304   

The second measure, an orthodox one was to enlist the 

support of the Native Authorities. Under a special 

arrangement with health authorities Native Authorities 

agreed to guarantee that once patients commenced the 

treatment of trypanosomiasis (sleeping sickness), they were 

obliged to complete the treatment without reneging.  It 

therefore became the sole responsibility of the Native 

Authorities not only to trace defaulters but also to coerce 

them to complete treatment once started. While the Native 

Authorities were enthusiastic and anxious to discharge this 

responsibility fully, they faced the problem of how to 

reach infected people in the remote locations within their 

purview.  It was in the face of this difficulty that Native 

Authorities were compelled to initiate and apply rules to 

the effect that patients risked being imprisoned for a 

304 Annual Report, Northern Territories (ARNT), 1937, 74. 
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maximum period of three months for failure to complete 

treatment.305   

The second main strategy to eradicate the disease was 

a preventive one.  It largely entailed a survey of the 

distribution of Glossina Palpalis and conducting 

experiments in selective clearing. The object of this was 

to render the habitat of the fly unsuitable for breeding. 

The first area to be surveyed in the Protectorate was the 

Kamba River area in the late 1930s. By mid 1940s, the Kamba 

River experiment had yielded dividend in the sense that the 

number of tsetse flies in the district had reduced 

tremendously. A corresponding reduction in sleeping 

sickness was reported among the population. Previously 

depopulated areas caused by the presence of the fly were 

similarly reported to have been re-populated by about 

fifty-two families. Many farms were recovered and grazing 

land made readily available.306  The success of the Kamba 

experiment appeared to have encouraged the medical and 

health authorities into the widespread application of the 

305 ARNT, 75; The fact that it was not obligatory for a 
patient to undergo treatment made nonsense of the institution 
of the rules 
306 GCMSDR 1943, 2. 
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same technique throughout the Protectorate. Accordingly, 

from 1947 the trypanosomiasis (sleeping sickness) campaign 

was united with the yaws campaign: these were hitherto 

operating concurrently and independently before this 

date.307  In 1951 the trypanosomiasis (sleeping sickness) 

and yaws campaigns metamorphosed into what became known as 

the Medical Field Units (MFU). The MFU however did not 

concern itself with the task of reclamation of the derelict 

valleys depopulated by Glossina Palpalis as was the case in 

the early trypanosomiasis (sleeping sickness) campaign. 

Besides research, the MFU’s preoccupation was the diagnosis 

and treatment of endemic diseases in general.308 

The outfit, which assumed the task of dealing with the 

important issue of reclamation, was the Department of 

Tsetse Control formed in 1949 with Dr. K. R. S. Morris, 

entomologist of the Medical Department as its director. The 

Department was initially headquartered at Lawra, but was 

later moved to Wa. By 1952, when Dr. Morris had retired and 

a Mr. F. A. Squire succeeded as director, many areas, which 

had been nearly overrun by the fly, were reclaimed. Apart 

307 ARNT, 1947, 5. 
308 Addae, op. cit., 170-71. 
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from the extension of the reclaimed lands in the vicinity 

of the Kamba valleys, the department of tsetse control also 

reclaimed lands in the Sielo-Tuni valley.309  Here, about 

250 square miles of land is reported to have been rendered 

healthy and habitable.310 

The performance of the department of tsetse control is 

well illustrated by this statement made in the report on 

the Northern Territories of the Chief Regional Officer in 

1955: 

Where once there was nothing but fly and 
tangled bush, healthy villages have 
sprung up, with extensive farms and sleek 
heads of cattle, for not only have the 
two riverine kinds of tsetse fly, 
Glossina Palpalis and Glossina tachinoids 
vanished from the scene, but the Savannah 
species, Glossina morsitans, . . . has 
also retreated.311 

 
The simultaneous attack by the M. F. U and the department 

of tsetse control reduced the general incidence of sleeping 

sickness to exceedingly low levels. By 1955 only 347 cases 

were reported to the M.F.U, whereas in 1937 3,390 cases 

were reported. 

309 This valley is a few miles south of Wa. 
310 Annual Report, Northern Territories, 1955, 75. 
311 Ibid, 1955, 75-76. 
 207 

                                                 



       It may be mistaken to concede though that the 

statistical decline of the level of sleeping sickness was 

solely on account of the organizational networks of the 

medical and health authorities and indeed the enthusiastic 

and willing nature of the personnel involved. The changed 

attitude of the local people towards western medicine and 

the willing co-operation of the chiefs and Native 

Authorities were significant in the tremendous reduction of 

the incidence of sleeping sickness. As stated elsewhere, 

from the late 1930s, the element of force, which had been 

used as a tool of manipulating the local people, was 

replaced by education and persuasion. Added to this was the 

resolute nature of the crop of medical officers and 

ancillary staff of the period, and the efficacy of 

medication and above all refined instrumentation and 

methods. All these variables combined to change the 

attitude of the local people from antipathy to 

conciliation. 

A third reason why the colonial and medical 

authorities in the Gold Coast spent more time and resources 

on trypanosomiasis (sleeping sickness) and yaws much more 

than leprosy was their respective effect on the supply and 
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quality of labor for the mining and cocoa industries.   

Mining of various minerals and the production and export of 

cocoa beans was the core of the colonial Gold Coast 

economy.  A sizable chunk of the revenue of the Gold Coast 

colony was derived from activities revolving around cocoa 

and mining. In 1920 for instance the export duty earned 

from cocoa was £568, 912, a quarter of the total revenue 

for that year.312  Cocoa was the principal revenue-producing 

crop of the colony. The annual average quantities of cocoa 

exported in 1910-14, 1913-17, 1916-20 were 40,888, 68, 769 

and 106,071 tons respectively.313  Cocoa was produced in the 

western, eastern, central provinces, and the Protectorate 

of Ashanti. The various mining establishments preponderated 

in these spaces as well.  The labor that worked the mines 

and cocoa plantations were recruited from the Protectorate 

of the Northern Territories.  The sustenance of the cocoa 

and mineral production yield depended on the health and 

wellbeing of the labor pool.    

The relationship between disease and the fortunes of 

colonial economy is illustrated in what became known as the 

312 Annual Reports of the Gold Coast Colony, 1920, 8. 
313 Ibid, 24. 
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Kamba and Kawpaw anti-trypanosomiasis scheme comprised of a 

simultaneous fly eradication and treatment of the disease 

to be followed by repopulation and intensive development of 

the area. The amount of money spent on this project over 

three years was £15,000, far in excess of the amount of 

money invested in leprosy control and treatment over the 

same time period.  Dr. Kenneth Morris, medical entomologist 

had this to say regarding the trypanosomiasis (sleeping 

sickness) settlement scheme in Lawra and neighboring areas: 

   

“The Lawra and neighbouring districts 
supply a great deal of labour for the 
mines and cocoa farms in Ashanti and the 
south, and it is an important fact that, 
although up to the present, sleeping 
sickness is of great importance there 
despite a prevalence of tsetse, over 
eighty per cent. of cases occur among 
natives from the Northern Territories.  
The danger of a serious spread of the 
disease into the productive areas of 
Ashanti and the colony is then very real 
and imminent.”  

 
 The Chief Commissioner of the Northern Territories 

shared in this fear of trypanosomiasis (sleeping sickness) 

wreaking havoc in the mining and cocoa production enclaves 

and the urgency of adopting an aggressive approach. In a 

letter he wrote in November 1938, the Chief Commissioner 
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opined, “. . .from the economic and political point of view 

there is everything to be said in favour of the proposal to 

clear the Kamba and Kawpaw rivers.”  Not only will the 

clearing free adjacent areas of the tsetse fly and make 

them fit for human habitation, “its far more important 

object is to assist towards the eradication of 

trypanosomiasis (sleeping sickness) and so reduce the 

present heavy mortality among a well built, intelligent and 

progressive people” whose services were absolutely 

necessary for the thriving of the cocoa and mining 

industries in the south of the Gold Coast colony. 

 

Exploiting an Emerging Pharmaceutical Market 

 By the mid-1930s the confidence generated in the 

African population on the efficacy of European pharmacopeia 

had soared largely because of the experiences from the 

medications used in the treatment of trypanosomisis 

(sleeping sickness) and yaws. Various European 

pharmaceutical manufacturing and wholesale establishments, 

deploying numerous medicines that catered for all 

categories of disease conditions, exploited this market. A 

peculiar characteristic of the kinds of medications offered 
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was that, one medication had the capacity to cure multiple 

disease conditions, and most of the medications offered 

were related to skin disorders, a visible characteristic of 

leprosy patients. The competition for the market was fierce 

and ads upon ads consistently drew a relationship between 

skin disorders and the respective advertised medications. 

Clarkes Blood Mixture purportedly cured abscesses, ulcers, 

boils and piles. To treat any of these conditions 

“successfully, get to the root of the trouble. Clarkes 

Blood Mixture is the world’s greatest blood purifier and 

healer, it is famous for Blood and Skin Disorders.”314 

Atwood’s Bitters, distributed by the Manhattan Medicine 

Company, New York, was marketed and sold as a mixture that 

cured over ten conditions including “Skin Eruptions.”315 

Kalzana, was marketed and sold as an “excellent 

preparation” for various skin disorders such as “pimples 

eczema, and many others usually caused by unhealthy 

blood.”316 Marketers of food products and alcoholic 

beverages ceased the opportunity of a population that had 

314 The Gold Coast Times, February 17, 1934, 5; The Gold Coast 
Times, May 28, 1932, 8. 
315 The Gold Coast Times, February, 3-10 1934, 5. 
316 Ibid, 8. 
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become progressively receptive to anything European as 

potent medicine emphasized the healing properties of their 

products. Hull’s Wine was marketed as a “genuine medicated 

wine” that was prepared according to the formula of a 

“famous doctor.”  It “enriches the blood and tones up the 

nerves, rejuvenating the entire system . . . if you are 

feeling the effects of the climate take a wineglassful of 

Hall’s Wine two or three times a day.”317 

The sustenance of this market for British 

pharmaceutical products encountered some form of 

competition from other European and American pharmaceutical 

formulations on one hand and traditional African herbal 

formulations spearheaded by one Akwesi-Aaba. Indeed, 

Africans did not abandon the indigenous health care systems 

when western medicine was introduced by both the British 

and French colonial systems. Western medicine had to 

compete with the preexisting health care systems they 

encountered.  In reference to indigenous health, Patterson 

points out: 

People used them, and sometimes at least, 
felt better.  Faith in remedies and the 
psychological benefits derived from contact 
with concerned professional healers were, 

317 The Gold Coast Times, Feb 16, 1929, 10. 
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and are, medically valuable.  Some 
traditional remedies doubtlessly provided 
symptomatic relief for fever, nausea, 
diarrhea, constipation or pain, even though 
the high incidence of disease and the low 
life expectancy show the general weakness of 
local pharmacopoeias and practitioners.318 
 

 The threat to British pharmacopoeias and 

pharmaceutical formulations became real in 1931 when the 

Society of African Herbalist was formed in Secondi by J. A. 

Kwasi-Aaba whose goal was to elevate the “local practice of 

medical herbalism up to a high refined standard, and to 

seek for free or unhindered practice for its members.”319 

The idea was to persuade the British colonial government to 

issue licenses to competent indigenous African healers.  

Colonial government did not yield.  An approval of a 

request of this kind by the colonial government would be a 

recipe for spelling doom not only to western medical 

practice, which was still struggling to gain widespread 

acceptance, but also western pharmacopoeias that were 

already deemed alien to most Africans.  The Society of 

African Herbalist attempted again in 1934 to seek 

recognition by appealing to then acting Director of Medical 

318 K. David Patterson, Health in Colonial Ghana . . . 28. 
319 Ibid. 
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and Sanitary Services, P. S. Selwyn-Clark. He indeed 

conceded that native medications had invaluable utility in 

the treatment of disease but he expressed some reservation 

about the abundant availability of “veritable heap of quack 

remedies.”320  In his opinion, recognition of native 

pharmacopoeias was impossible at that point in time of the 

Gold Coast society.   

Selwyn-Clarke’s resistance did not dampen Kwesi-Aaba’s 

resolve to seek the recognition of native medicine. He 

proceeded to publish a booklet that he dedicated to the 

Aborigines Rights Protection Society321 explaining his views 

on native medication critical of the habitual denunciation 

of everything Africa. In the early to mid-1930s frequently 

advertised the antiquity and efficacy of African herbs in 

various print media and strived to professionalize 

herbalism. In an advertisement in The Gold Coast Times, 

320 K. David Patterson, Health in Colonial Ghana . . . 29. 
321 The Gold Coast Aborigines’ Rights Protection Society (ARPS) 
was formed in 1897 in Cape Coast, a bubbly center of intellectual 
and political engagement in the Gold Coast. The ARPS remained the 
mouthpiece of the Gold Coast population until its disintegration 
in the 1930s. Although the idea of forming the ARPS was nursed as 
early as 1895, it was not until May 17, 1897, when a meeting 
called by the Gold Coast intelligentsia in Cape Coast to protest 
a proposed Lands Bill of 1894 to 1897 culminated in the formation 
of the society.  
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Kwesi-Aaba called on all who had health troubles to call on 

him for advice on how to regain their health.322  On the 

antiquity of African herbs Kwesi-Aaba wrote in 1930: “our 

forefathers were quite familiar with the medicinal 

properties of the indigenous herbs; and they used them in 

many forms for the cure and prevention of disease. The 

knowledge and practice and medical herbalism have come down 

to us by tradition, and it is our duty to preserve them and 

hand the same over to the rising generation in a new and 

improved form.”323 

 In the early 1940s Kwesi-Aaba started an initiative, 

which envisioned the professionalization of African 

Herbalism. He proposed a “Society of African Medical 

Herbalists and Training Centre” with a list of faculty 

members with varied African herbal backgrounds and 

elaborate syllabus which would require students to pass 

both a theoretical and practical component entailing the 

examination of candidates in the bush.324 The chairman of 

standing committee of the Joint Provincial Councils, Nana 

322 The Gold Coast Times, March 28, 1931, 12. 
323 The Gold Coast Times, March 15, 1930, 5. 
324 PRAAD, Accra, CSO 11/1/567, Buem State Native Authority Bye-
Laws, 1942. 
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Ofori Atta supported the initiative of Kwesi-Aaba and went 

a step further to request that “the Medical Department 

interest itself in the matter.”325  The Director of Medical 

Services disagreed. In his opinion, “it would be most 

undesirable for the Medical Department to recognize 

officially in any way the activities of African 

herbalism.”326  The Colonial Secretary and Governor shared 

in the opinion of the Director of Medical Services. While 

they had no problem with the local registration and 

imposition of license fees on “native physicians or 

herbalist” Native Authorities, they warned: “it should be 

made clear that their practices is subject to the 

provisions of section 17 of the Medical Practitioners and 

Dentists Registration Ordinance.”327  

 The growing importance of medical and pharmaceutical 

research, the significance of maintaining the superiority 

of British and western pharmacopeia, creating and 

exploiting a new pharmaceutical market, and the centrality 

of quality labor force for the sustenance of the colonial 

325 Ibid. 
326 Ibid. 
327 Ibid. 
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economy, leprosy did not gain the attention of the Gold 

Coast colonial and medical authorities like trypanosomiasis 

(sleeping sickness) and yaws did.  When Traditional African 

herbal practitioners threatened this marketed, the colonial 

government was relentless in taking them out of that space.      
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CONCLUSION 
 

The dissertation examined the British colonial 

governments approach to the Gold Coast endemic disease 

environment and imperial politics of public health from the 

1920s to the mid-1950s.  I used colonial government s 

approach to leprosy as a widow of shedding light on the 

complex interconnection between disease, public health 

policy, and the colonial economy. To understand why leprosy 

was not a disease of interest to the colonial government 

while trypanosomiasis (Sleeping Sickness) and yaws were 

although they bore similar characteristics in terms of 

incidence and the category of people who were afflicted, I 

analyzed the colonial governments lackadaisical approach to 

leprosy in relation to the vigorousness in which 

trypanosomiasis (sleeping sickness) and yaws was engaged 

from the early 1920 to the mid-1950s.   

Using this approach I challenged the views of scholars 

such as Stephen Addae, David Scott, and David K. Patterson 

among others who unanimously argue that, the thrust of 

British colonial public health policy was to solely 

ameliorate the disease privations of the local population 

of the Gold Coast. Proceeding on this notion of the African 
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as the focus of the public health policy of the British 

colonial government, it was concluded that biomedical 

intervention in the Gold Coast both in pharmacopeia and 

institutionalization solely advanced the well-being of the 

African population. To these scholars, there seemed to be 

no relationship between colonial governments approach to 

public health and the health of the colonial economy.  

Conclusions of this kind were reached largely because the 

African disease environment was conceptualized as an 

anathema to European imperial progress.   

Contrary to this view an analysis of the data show a 

strong correlation between the fortunes of the colonial 

economy and the politics and approach to the various 

diseases that afflicted the African population.  In my 

analysis therefore, I show how the health of colonial 

economy informed the colonial government’s approach to what 

disease was important and needed urgent attention and 

financial support and what disease did not merit any 

significant attention.   Besides the colonial economy, the 

Gold Coast colonial government was heavily interested in 

the research value of the African disease environment.  
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They were interested in testing scientific procedures as 

they were in testing western pharmacopeia. 

 I show that from the 1900s to about the 1920s colonial 

government was reluctant in engaging leprosy although its 

presence was visible throughout the Gold Coast colony.  

Leprosy’s presence was sighted and reported on by the 

various resident medical doctors.  When the colonial 

government and medical department continuously disregarded 

leprosy, some medical officers such as Dr. Cook, and Helen 

Hendrie who were alarmed at the rate at which leprosy 

patients showed up at their clinics personally took it upon 

themselves to engage leprosy.  Once leprosy patients began 

to voluntarily offer themselves to be isolated in the 

maiden makeshift settlements pioneered by Dr.’s Cook and 

Hendrie and the numbers began to soar in the late 1930s the 

colonial government and the medical department could no 

longer stay aloof.   However, when the government and 

medical department got involved from the 1930s they did so 

reluctantly with the hope and anticipation that the British 

Empire Leprosy Relief Association (BELRA) would be 

responsible for both the capital and recurrent expenditure 

on leprosy settlement. 
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As it turned out, whatever financial support the BELRA 

offered was nowhere sufficient to even cover the meager 

feeding allowances of leprosy patients segregated in the 

various settlements.  Fearing the potential financial drain 

on the medical department’s budget, the colonial government 

and medical department sort alternatives in the Native 

Administration system and the various missionary bodies.  

Unlike Nigeria the missionary organizations in the Gold 

Coast colony exhibited no interest obviously on the grounds 

of the potential cost involved.  In the mid-1930s when Gold 

Coast colonial outfit struggled with the problems of 

sanitation and town planning, they saw a good idea in 

restructuring and presenting leprosy settlements as visual 

tools of education of rural folks on the relationship 

between the state of sanitation and diseases. The thinking 

then, was that, if they could show that the good sanitation 

and layout of leprosy settlements was significant in the 

improvement of lepers living within the confines of the 

settlements, the idea of a direct correlation between 

sanitation and the health of the population would be 

conveyed effectively. If this visual education project had 

yielded dividend, the colonial government would have seen 
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some good in leprosy settlements and invested in them. 

Unfortunately, clean and well-structured leprosy 

settlements did not reflect in the improvement of the 

health and wellbeing of leprosy patients.  Attempts at 

using leprosy patients for medical research and experiments 

did not yield any positive results beyond the embarrassing 

outcome of raising questions on the efficacy of western 

pharmacopeias and cultural imperialism. Clearly therefore, 

the colonial government saw no utility in leprosy 

settlements so there was no justification in spending time 

and money on a disease which did not cause any havoc on 

European health and posed no significant danger to the 

health and functioning of the colonial economy.  

 The British colonial government approached 

trypanosomiasis (sleeping sickness) and yaws significantly 

different from leprosy although these diseases were similar 

in a number of respects. All largely afflicted poor rural 

African populations; none was a problem for both the 

official and non-official European population.  Yet the 

colonial government and medical department pursued 

trypanosomiasis (sleeping sickness) and yaws in an 

energetic fashion.  These two diseases mainly wreaked havoc 
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largely in the Northern Territories of the Gold Coast, 

which in the view of the colonial government did not have 

suitable lands for cocoa production, gold, and other 

mineral resources that were pivotal in the health, and 

wellbeing of the colonial economy.  Whatever resources the 

Northern Territories possessed could not be obtained in 

commercial quantities in the estimation of the colonial 

political authorities.  As early as the 1900s the fate of 

the Northern Territories was defined by Governor Frederick 

Hodgson when he declared, “. . . they possess no mineral 

wealth, it is destitute of timber and does not produce 

either rubber or kolanuts or indeed any product of trade 

value. . . I would not at present spend on the Northern 

Territories a single penny more than is absolutely 

necessary.”328 The expenditures by the colonial government 

on trypanosomiasis (sleeping sickness) and yaws from the 

1920s largely from sources within the colony but outside 

the Northern Territories defied Governor Hodgson’s 

declaration even though the situation he was depicting then 

had not changed.  

328 R. B. Bening, “Colonial Development Policy in Northern Ghana 
1898-50”, Bulletin of Geographical Association vol. 17, 1975:  65-
79. 
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 I show in parts of my analysis that trypanosomiais 

(sleeping sickness) and yaws were connected with the 

health, wellbeing, and functioning of the colonial economy.  

The mining and cocoa industries depended heavily labor, a 

chunk of which, was supplied by the Northern Territories. 

Trypanosomiasis (sleeping sickness) and yaws were seriously 

incapacitating disease conditions and if left untreated 

they could cause a major dent in the labor supply capacity 

of the Northern Territories. The colonial government had no 

option than to engage in a spirited campaign to rid the 

Northern Territories of trypanosomiasis (sleeping sickness) 

and yaws. These two disease condition also offered the 

colonial medical establishment something that leprosy did 

not.  Trypanosomiasis (sleeping sickness) and yaws patients 

offered the colonial and medical department avenues for 

medical research and the opportunity to test and refine 

western pharmacopeias.  The rapidity with which yaws 

patients saw changes in their condition after receiving a 

few pills and injections bolstered patient’s mindset on the 

efficacy of western pharmacopeias. It also reinforced the 

European notions of medicinal superiority and paved the way 

for the creation of a market for European pharmaceutical 
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products.    But as it turned out, African Herbal 

practitioners led by Kwesi-Aaba did not relent in competing 

for the pharmaceuticals market.  The fact that Kwesi-Aaba’s 

effort to rationalize and professionalize the delivery of 

herbal medicine encountered aggressive rebuttal from the 

colonial and medical department gives credence to my notion 

that the approach to public health policies in colonial 

Ghana by the British colonial administration was driven by 

how it bolstered the economic fortunes of the European 

establishment and the British imperial colonial economy. 

 What this dissertation establishes is that the essence 

and thrust of colonial public health policy in colonial 

Ghana was not to ameliorate the disease condition of the 

environment of the local populations per se as some 

scholars have surmised. The African populations were pawns 

in the hands of schemers who were supremely interested in 

deriving some benefits from the disease environment. 

Britain was much more interested in using Africans as 

research specimen for the development of biomedicine and 

then as a market for the immediate and subsequent 

distribution of western pharmacopeia. The processes of 

achieving these goals were implicitly built in the extant 
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colonial public health and medical policy. Hospitals, 

dispensaries, dressing stations doubled as research 

facilities and centers for exposing the efficacy of western 

medication. The presence of contagious diseases and mass 

disease eradication campaigns were used as vehicles to 

broaden and sustain the market for western pharmaceutical 

products. Leprosy and leprosy settlements did not offer the 

opportunities the British colonial administration desired 

and so it slipped in the cracks of insufficient financial 

resources.  

 The conceptualization of colonial Africa’s disease 

environment as an anathema to imperialism and European 

colonization of the continent and using this concept as the 

framework of analyzing colonial governments approach to the 

continent’s disease environment fails to acknowledge the 

complex dynamics of colonial health policies in colonial 

Ghana.  Viewing the British colonial governments 

conceptualization of Africa’s disease environment as one 

that changed from being an anathema to British imperialism 

and colonization in the course of time allows us to analyze 

the interconnections between disease and the wellbeing of 

the colonial economy, research specimen for research into 
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refining pharmacopeia as well as processes and the creation 

and sustenance of expanding markets for medication 

consumption. It was the interplay of all these that shaped 

the mindset of the colonial and medical authority in 

colonial Ghana and influenced the neglect of leprosy in the 

scheme of public health campaigns.   
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