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HEALTH POLICY

For many years health policy in the Colonies remained primarily curative.
When preventive medicine was first introduced, most attention was given
to such environmental causes of disease as insect carriers and the pollution
of drinking water. Only comparatively recently has it become possible to
turn attention to other important sources of ill health such as conditions
conducive to tuberculosis, which in dense communities is now by far the
most serious clinical and public health problem, and malnutrition. More
and more importance is now being attached to preventive medicine; it is
becoming generally recognized that the planning of public health policy
must be closely co-ordinated with all the other governmental activities
which affect the physical and social environment.

These changes are reflected in the summary of medical policy in the
Colonies contained in the introduction to a report on the training of nurses
for the Colonies, published in August 1945.! The report points out that in
the individual Colonial territories ‘the problems of public health differ to
some extent but the fundamental needs are everywhere the same and medical
policy aims at securing the benefits of the knowledge of modern medicine
for the largest possible numbers of the population’. The report continues:

“The medical services are now generally regarded as part of a co-operative
effort for improving the well-being of the community. In this effort all
bodies and organizations, both official and unofficial, which share the
common aim and are competent to assist in achieving it, should play their
part. It is now accepted, therefore, not only that there should be the closest
co-operation between the Government medical departments and the medical
services provided by local authorities, commercial organizations and
voluntary bodies, but that there should be intimate collaboration between
medical workers on the one side and the staff of the Administrative Service
and of such departments as Education, Agriculture, and Veterinary Services
on the other. In the general plans for social welfare, drawn up with due
regard to the needs of all sections, urban or rural, of the population, it is
clear that very great emphasis should be given to medical work and in
particular to its preventive aspect.

‘It has been suggested that, great as the need is for hospitals to cure and
alleviate disease and also, incidentally, to secure the confidence of the
population, in some territories too much stress has been placed in the past
on curative services and that the tradition of some Colonial medical
departments has been directed more to the cure of disease than to its
prevention. Whatever the position may now be in this respect it seems clear
that hospital services in most Colonial territories can at present be available
only to a small proportion of the people who are suffering from disease or
its results; on the other hand, in tropical territories, at any rate, much
sickness is preventable. It would appear to follow from this that a primary
aim of medical workers in such territories should be to improve health

1Report of the Committee on the Training of Nurses for the Colonies. Cmd. 6672.
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agent for the treatment and suppression of the disease, while the British
drug paludrine is also important. DDT, first synthesized by a German
scientist in 1874, was used for the destruction of mosquitoes both from the
ground and from aircraft in the South-East Asian and Pacific war theatres,
and Gammexane was evolved by British chemists in response to war
requirements; both insecticides and others more recently introduced have
transformed the possibilities of malaria control.

The method of eradicating the mosquito by control of breeding has been
successful in freeing Cyprus completely from the mosquito carrier and no
new case of malaria has been reported there since the end of the campaign
in 1949; malaria cases in Cyprus in 1946 had totalled 4,500. Mosquito
control by destruction of adult mosquitoes has reduced the number of cases
in British Guiana to small proportions and regular treatment now affords
protection to virtually the whole population. In Mauritius a campaign
involving the internal spraying of all houses and buildings on the island with
DDT and Gammexane has eradicated the main mosquito carrier; malaria
has ceased to be a public health problem in the Colony. In Malaya the
widespread use of prophylactic drugs has had some success, but the fact that
in 1954 the total number of deaths from malaria fell below 1,000 for the first
time in the history of Malaya was attributable rather to the house spraying,
which is giving protection to over half a million people in the rural areas
alone. In Trinidad nearly 90,000 houses were sprayed in 1954 and the death
rate from malaria is falling steadily. In Sarawak an anti-malarial project,
sponsored by the World Health Organization and now being extended to
other areas, led to the virtual disappearance of malaria from areas where it
was formerly endemic.

The greatest challenges remain in the hyper-endemic areas of tropical
Africa. In Nigeria, for example, malaria is considered to be the greatest
single factor influencing the high mortality rate and there is evidence to
suggest that malaria control might reduce infant mortality by a third. Up
to date, efforts in Nigeria have been mainly concentrated on the destruction
of the potential breeding places of malaria-carrying mosquito larvae. In all
urban areas water-storage places are oiled, and in certain areas large-scale
drainage schemes have been carried out. In Lagos a drainage scheme
financed by a United Kingdom Colonial Development and Welfare grant of
£162,000 was initiated in 1942 and some 12,000 acres have been brought
under control. Since 1949 an experimental pilot project has been in operation
in llaro, in the Western Region of Nigeria, and in 1954 a large-scale
experiment was begun in the Northern Region. In the latter scheme control
is being attempted in an area of 600 square miles, containing a population
of 124,000; the experiment is based on residual spraying and already 80,000
huts have been sprayed. The ultimate result will be of immense importance
in the campaign against malaria in hyper-endemic areas.

Leprosy’
Leprosy is a disease encountered today mainly in tropical countries and
is to be found in some degree in most of the dependencies, Nigeria being

'For a fuller account see COI Reference paper R.3002 of February 1955, The Fighr Against
Leprosy in the United Kingdom Dependencies.
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similar to that in Nigeria has yet been established, but a nucleus exists in the
Inter-territorial Leprologist on the staff of the East Africa High Commission
(see p. 29), a number of full-time medical officers in charge of leprosy work,
medical missionaries and many BELRA lay workers and nurses. The
Inter-territorial Leprologist completed a comprehensive survey of leprosy
in both East and Central African territories in 1951 and, as a result, measures
for treatment and control have been intensified. In Kenya in-patient
treatment is given chiefly in the leprosarium at Itesio, where 350 patients
were accommodated at the end of 1953 and which also treats nearly 5,000
out-patients. Itesio has been selected as the site of the first leprosy research
centre in East Africa, for which BELRA is bearing liability for the capital
cost of approximately £20,000 in addition to contributing £4,000 a year for
five years towards recurrent expenditure. In Tanganyika, as in Nigeria, the
practice is now to give out-patient treatment wherever possible. In 1953
there were about 4,800 patients in the territory’s 17 leprosaria; one of the
largest leprosy settlements in Tanganyika, at Makete, houses about 1,000
patients and is staffed by the Government and BELRA. In Uganda the
African local authorities are taking an active interest in village settlements.

In addition to leprosy work in the African dependencies, much is being
done also in the Eastern dependencies, the British Caribbean and the
Western Pacific. In the Western Pacific the principal leprosy settlement is
on the island of Makogai, one of the most beautiful in the Fijian island
group. Makogai serves the dependencies of New Zealand and the United
States as well as those of the United Kingdom.

Trypanosomiasis®

Trypanosomiasis, or sleeping sickness, is one of the many diseases over
which mastery is being obtained. A disease which formerly decimated
African villages and caused dangerously decreased food production has now
been reduced to manageable proportions, while earlier diagnosis and more
effective treatment have succeeded in lowering the death rate to a relatively
small figure. Progress has stemmed largely from the pioneer work of
David Bruce in Uganda in the early years of this century, when he discovered,
after numerous experiments, that sleeping sickness in man and nagana in
cattle were caused by similar parasites—trypanosomes introduced into the
bloodstream by the bite of infected tsetse flies; and from the work of
C. F. M. Swynnerton in Tanganyika in the 20 years before his death in 1938.
Swynnerton discovered that certain deadly types of tsetse could not live
permanently in dense, continuous thicket, or in the open. He therefore
divided the fly-infested belts by long corridors which the fly could not pass
and then progressively cleared the fly from the separate blocks. The best
method of doing this proved to be burning their breeding places or growing
such thick vegetation that the tsetse could not live in it. As a result of the
efforts of Swynnerton and his assistants the tsetse fly was driven out of
15,000 square miles of Tanganyika and the land thus reclaimed put under
cultivation.

1For a fuller account see COI Reference paper R.3248 of January 1956, The Fight Against
the Tsetse Fly in the British African quemﬁcfes
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has progressed side by side with measures for the destruction of the vector,
and several effective vaccines have been produced. Much of this work has
been undertaken by the Rockefeller Foundation (see p. 30), in co-operation
with the Colonial Office, at the Research Institutes in Uganda and Nigeria.
As a result of this progress, yellow fever now seldom reaches epidemic
proportions and is virtually confined to sporadic cases among unvaccinated
persons, The two serious yellow fever epidemics which have occurred since
the second world war were both in Nigeria. The first, in 1946, was brought
to an end after 400,000 inoculations and the extensive use of DDT; the
second, in November 1951, was brought under control early in 1952 after an
intensive vaccination campaign, and no further case has been reported in
the area affected.. There were some cases of yellow fever in Trinidad in 1954,
as a result of which extensive measures of vaccination and mosquito control
have been introduced; up to that time the last outbreak of yellow fever in
the British Caribbean had occurred in British Honduras in 1921.

Yaws

This disfiguring skin disease is prevalent in many of the dependencies
and often attacks children. Health authorities have been handicapped by
lack of precise knowledge of the epidemiology of the disease, since the
fundamental factors which influence its regional incidence have not yet
been scientifically ascertained. However, investigations have tended to show
that the germs (spirochaete) that cause both syphilis and yaws are
structurally identical, although yaws is not a venereal disease. Yaws is
spread mainly by contact with infected persons (the spirochaete entering
only through broken skin), but it seems possible that the spirochaete can
remain alive on the floors of native huts and also that there may be an
insect vector.

With the introduction of modern hygiene and sanitation, yaws is fast
disappearing from closely settled areas. It is still prevalent in rural areas,
where, however, special treatment campaigns employing modern drugs
and antibiotics, and treatment provided both by mobile and static rural
health units, are having marked success. In the Eastern Region of Nigeria,
for example, some 265,000 people were examined in 1954 and the 70 per cent
found with past or present infections were treated; the careful follow-up
system associated with this campaign has established that, of 80,000 people
re-examined, only 10-15 per cent showed signs of recurrence or reinfection.
In the British Solomon Islands pilot schemes have prepared the way for an
intensive drive against the disease when funds become available.

Venereal Diseases

Venereal diseases are not, of course, confined to the dependencies, nor to
the tropics. But in the less developed areas the problem of treatment is
increased by difficulties in communications and in following up results
among scattered and often transient people. More widespread and effective
treatment has been made possible by the use of sulphonamides and
antibiotics of the penicillin group, but venereal disease is essentially a social
problem and the long-term solution is largely educational. This long-term
preventive aspect is not being neglected in the dependencies but it cannot
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BCG vaccination campaigns have been carried out in many of the
dependencies, often with the assistance of the World Health Organization
and the United Nations Children’s Fund. In Singapore mass BCG vaccina-
tion is now a routine feature of school and rural health work. In Jamaica
in 1954 some 637,000 people were tested, and of these nearly 350,000 were
vaccinated ; the campaign was backed by a mass-radiography survey during
which 73,000 were X-rayed. In British Guiana 135,000 were tested in
1954 and 74,000 vaccinated. In 1954, also, 88 per cent of the population of
Grenada and 93-3 per cent of the population of the Falkland Islands were
examined in the course of surveys.

Hospital facilities vary from territory to territory. In the Federation of
Malaya, where some 3,000 beds are available, the ratio of beds to population
compares not unfavourably with the United Kingdom. The Lady Templer
Tuberculosis Hospital in Kuala Lumpur, which was opened in August
1955, provides a centre for anti-tuberculosis work for the whole of
South-East Asia. In Hong Kong and Singapore elaborate clinic and
out-patient therapy systems are in operation; the Tan Tock Seng Tuberculosis
Hospital in Singapore, which provides 564 beds, and the clinic associated
with it, together employ 15 medical officers. In East Africa there is, among
other facilities, a well-established centre, completely modernized in 1952,
at Kibongoto in Tanganyika, and a chest hospital, opened at Mombasa in
Kenya in 1951, which now provides 300 beds for treatment by modern
methods. Much of the curative work at the present time is based on general
hospitals, and planning, notably in Africa, tends to emphasize the provision
of small well-distributed units rather than large central sanatoria.

Diseases Causing Blindness

An inquiry, initiated in 1946 by the Royal National Institute for the
Blind and the Colonial Office, revealed that there were over one million
blind people in the dependencies. It was estimated that 75 per cent of this
blindness was avoidable, for example, by observing simple rules for the
care of the eyes, and that a great deal of it could be cured by surgical
operations. As a result of this inquiry it was decided to set up a voluntary
organization to supervise the work both of preventing and curing blindness
and of training blind people. This organization, the British Empire Society
for the Blind, has been in operation since the beginning of 1950 and
co-operates closely with the Colonial Office, Colonial Governments and
voluntary organizations throughout the dependencies.

Two major diseases which can lead to blindness are onchocerciasis and
trachoma. Onchocerciasis is caused by a filarial worm transmitted by the
bite of species of the simulium fly, which breeds in streams and rivers. A
British Empire Society survey team, which has been operating in West
Africa since 1952, has estimated that of the one million Africans living in the
NMorthern Territories of the Gold Coast, 600,000 are victims of onchocerciasis
and of this number 40,000 are blind, constituting a tenth of the blind
population of West Africa. Onchocerciasis is a serious and increasing menace
in Nigeria and is also prevalent in East Africa, in parts of Kenya and in
Uganda (see p. 19). Sufferers have been treated with modern drugs such as
hetrazan and suramin, but, as with malaria, the chief hope lies in prevention
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homes over a wide area, with the object of demonstrating to the villagers
how they themselves can prevent many of the prevalent causes of ill health.
In British Honduras nine health centres have been completed, and eight
centres are being established in different states of the Federation of Malaya
as a pilot scheme to furnish the experience which will form the basis for
further expansion. It is the policy of the Ministry of Health in the Eastern
Region of Nigeria to encourage local government authorities to take over
responsibility for local services, and one such authority has already approved
a capital expenditure of £17,000 to build five new rural health centres.

By no means all health units are static. In the Gold Coast and Nigeria
mobile field units are responsible for a great deal of preventive health work
and also for morbidity surveys. In British Guiana the Mobile River
Dispensary Service has eight dispensary vessels, and in Sarawak there are
16 such vessels. Trials carried out with mobile health centres in British
Honduras have been very successful; in North Borneo a motor travelling
dispensary operates from Jesselton. For isolated farms in the Falkland
Islands the Government air service, which can be contacted by radio-
telephone, provides medical transport and air ambulances when needed.
Similar services exist in British Guiana and the Bahamas. In the Aden
Protectorate health services are largely rural. There are now five hospitals
and 54 health units in Aden, and mobile sanitation units are available to
visit localities seriously affected with endemic or epidemic disease.

Much attention is paid in all health work to the care of mothers and
children. This, for the most part, is regarded as an integral part of public
health generally, rather than as the responsibility of a specialized branch of
the medical department. In all territories attendances at maternity and
child welfare clinics are increasing, and the work of health visitors and
home midwives is rapidly expanding. In Hong Kong, where the already
extensive maternal and child health services have been reinforced by a
World Health Organization team, there are now 18 fully operating clinics
with associated home services. The infant mortality rate in Hong Kong,
now 72-4 per 1,000, shows a continuing downward trend, due to the services
available and the fact that all deliveries are conducted either in hospital or
by general practitioners. In Singapore, where deliveries in some hospitals
have reached an annual rate of 90 cases per bed, a system has been worked
out by which a normal case is discharged 24 hours after delivery and
subsequently cared for by an after-care service consisting of midwives
working under the supervision of a nursing sister. In Sierra Leone the
Government has taken over the Princess Christian Mission Hospital in order
to develop it as a paediatric and maternity unit, which will also be a base
for the home midwives service and a training centre for midwives and health
visitors.

In most dependencies the health of school children is part of the general
responsibility of medical officers, but in some there is a specially constituted
schools’ medical service. Shortage of staff and inaccessibility of the schools
often preclude systematic medical examination of school children, but this
is carried out wherever possible. In British Guiana over 12,300 school
children were given a preliminary examination by school nurses in 1954,
and, of this number, 2,184 were referred to the Schools’ Medical Officer for

18





































































