
257

13 Social Medicine beyond Colonial Rule
The Medical Field Units of Ghana, 1930–2000

David Bannister

In the interwar 1930s, in an outlying district of the British Gold Coast colony 
(now Ghana), itself on Britain’s imperial periphery, a group of activist officials 
and African traditional elites created a self-sustaining community-based health 
network. The region was the Northern Territories Protectorate, a third of the 
colony’s total area and home to almost a third of its people, but enduringly 
marginalized within the colonial and postcolonial states. During the indirect-
rule austerity which followed the Great Depression from 1929, a system of 
village clinic-dispensaries was built by “Native Authority” (NA) chiefs and 
the communities whom they represented with varying degrees of legitimacy. 
Staffed by locally trained health workers and sustained by communities them-
selves with little central support, the new dispensaries were an immediate suc-
cess. They provided treatment and medical advice to thousands of outpatients, 
often at higher rates than better resourced facilities in the colony’s wealthier 
south. The program was explicitly intended to address what local officials and 
community leaders understood as a central underlying determinant of wide-
spread poor health in the north: that the region and its peoples were seen as 
a low-cost migrant labor reserve by central governments in Accra, and were 
therefore accorded little political importance in the colony’s healthcare plans 
or allocations of central funds.

Despite its success, the north’s rural dispensary program was dismantled 
in the late 1930s. After 1945, a new service was created, also attempting to 
circumvent the political and economic exclusion which increased health prob-
lems in the north. The Medical Field Units (or MFUs) grew into a far-reaching 
mobile community health service, staffed by local employees with little for-
mal education, serving extensive rural areas that lay beyond the reach of both 
the colonial and early post-independence states. With reduced dependence on 
funds from the central government, and a training program which passed rela-
tively complex knowledge of clinical and public health methods directly from 
one fieldworker to another, the MFUs were to some extent self-sustaining, 
independent from the fixed facilities and patronage networks of the national 
health system. Their successes were recognized by the first government of 
independent Ghana and after independence in 1957, the MFU program was 
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258 David Bannister

expanded countrywide. This ad hoc service, created in response to the political 
neglect and limited funds that underpin poor healthcare at the margins, had 
become a national healthcare institution.

Over the decades of instability which affected many African countries in 
the 1970s and 1980s, shaped by the Cold War, global oil shocks and structural 
adjustment, Ghana’s Medical Field Units became central to the continued pro-
vision of basic health services, under conditions of collapse in other parts of the 
national health system. But adjustment brought ideologies of reduced welfare 
and severe austerity and the program was closed down in the early 1990s, after 
a half-century of success which is evident in state documents, World Health 
Organization (WHO) archives, and community oral histories across Ghana.

This chapter examines northern Ghana’s Native Authority dispensaries and 
the Medical Field Units as programs which embodied many ideas and practices 
of social medicine over the twentieth century, although the term was rarely 
used by the actors themselves. The evolving terminology and central historical 
figures of “Social Medicine” were largely absent, but these Ghanaian programs 
were produced by similar ideas and practices (regarding underlying determi-
nants of poor health, community health needs, and just distributions of care) 
as many contemporary, self-identified social medicine movements elsewhere. 
In this chapter, “social medicine” is used as an analytical category, compris-
ing these fundamental ideas and practices. The chapter relates the evolution 
of the MFU program to social histories of individual advocacy, healthcare 
reforms from colonialism to independence, and shifts in internationally cir-
culating economic beliefs regarding the role of welfare and the state.1 African 
countries have often been represented as places in need of social medicine, 
suggesting a diffusion of ideas from somewhere else. This chapter discusses 
locally inflected African social medicine programs which endured for decades, 
complicated by their origins in the administration of the colonial periphery. 
Their development calls the notionally monolithic character of colonial medi-
cine into question. This was the case for northern Ghana, where a lack of atten-
tion from central colonial governments, who saw the region as unprofitable, 
meant that there was sometimes more scope for alternative institutional ethics, 
notions of solidarity, and understandings of the determinants of poor health.

This analysis is based on sources from Ghanaian and WHO archives, and 
community oral history interviews carried out in Ghana during 2015–22. I also 
use interviews with current and former Ghanaian health officials and national 
planners and retired health workers who held positions from c.1960 to the 

1 See J. Manton and M. Gorsky, “Health Planning in 1960s Africa: International Health 
Organisations and the Post-colonial State,” Medical History 62, no. 4 (2018): 425–48; Giovanni 
Carbone, “Democratic Demands and Social Policies: The Politics of Health Reform in Ghana,” 
Journal of Modern African Studies 49, no. 3 (2011): 381–408.
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Medical Field Units of Ghana 259

present, notably in community medicine and rural public health. From these 
sources, some key observations emerge: about the role of the political and eco-
nomic margins as an enduring test-bed for social medicine’s ideas and about 
the cyclical creation, decline, and recreation of similar social medicine and 
community health programs on these margins, in places like northern Ghana 
(see Figures 13.1(a)–(d)).

Native Authorities and Community Health, 1930–9

It is important to understand the north’s relationship to Ghana’s centers of 
political and economic power, comparable with circumstances that have fos-
tered the emergence of social medicine advocacy elsewhere. Separated from 
the coast by the West African forest belt, the north’s weather, ecologies, and 
agricultural potentials were (and are) substantially different to the rest of the 
country. Unlike southern Ghana, the north has no cocoa production, the crop 
most valued and supported by colonial and postcolonial governments. When 
attempts to force cultivation of alternative export crops like cotton were unsuc-
cessful, the colonial government designated the north as a migrant labor reserve 

Figures 13.1 (a)–(d) Community health facilities in rural Ghana, 2018. Many 
of these frontline health facilities in Ghana have grown on the same sites 
as the Local Authority health system of the 1930s, having changed hands 
with national- or mission-based ownership. They embody many of the same 
aspirations, at the necessary convergence of social and community medicine. 
Photo: David Bannister.
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from the early 1900s, supplying low-cost workers to the gold mines and cocoa 
farms of the south.2 Migrant labor came to be seen as the “principal asset of 
the dependency” and by the 1920s, many of the region’s work-capable adults 
migrated annually as low-cost laborers.3 Colonial-era neglect also stemmed 
from the north’s lack of political influence. With little access to the central 
government at Accra, which imposed policies to restrict the development of 
northern education and infrastructure, the region was kept at a political arm’s 
length over the colonial period.4 There were few opportunities for African 
advocates or northern officials to counter the perception of the colony’s gov-
erning elites, who argued that the north and its peoples were of “negligible” 
importance and that the region “imposes a burden upon the Gold Coast for 
which it makes no adequate return.”5

These problems persist into the present. The north has been a periphery of 
both the colonial and postcolonial state: in terms of administrative attention and 
spending from central government, access to education and economic oppor-
tunities, and relative political influence.6 Following its annexation in 1903, 
poverty, disease, and poor living conditions appeared increasingly regularly in 
descriptions of northern communities, contributing to an enduring public dis-
course which has represented northerners as unhealthy, second-class citizens. 
By the mid 1920s, orientalist official reports of “the wild tribes” who “leapt 
out with twanging bows and bloodcurdling yells, in apparent ecstasies of joy,” 
had been replaced by “the immigrant labourer from the North, who generally 
reaches the cocoa areas in poor physical condition and is often diseased.”7

These were the structural conditions faced by northern societies under colo-
nial rule and since. Beyond economic privation and resulting poor health, how-
ever, the north’s peripheral situation shaped healthcare in less expected ways. 
Necessity was often the mother of invention, when long-term underfunding 
compelled local officials to find novel answers to problems of health provision. 

2 See 1924–1925 Northern Territories Annual Report (hereafter, NTAR), 3.
3 See 1928–1929 NTAR, 12; and Roger Thomas, “Forced Labour in British West Africa: Northern 

Territories of the Gold Coast 1906–1927,” Journal of African History 14:1 (1973), 79; Meyer 
Fortes, “Culture Contact as Dynamic Process: An Investigation in the Northern Territories of the 
Gold Coast,” Africa 9 (1936), 37.

4 Roger Thomas, “Education in Northern Ghana, 1906–1940: A Study in Colonial Paradox,” 
International Journal of African Historical Studies 7, no. 3 (1974): 427–67.

5 1918 NTAR, 2–3.
6 For example, Yakubu Saaka, “North–South Relations and the Colonial Enterprise in Ghana,” 

in Saaka (ed.), Regionalism and Public Policy (Lausanne: Peter Lang, 2001), chapter 7; Rhoda 
Howard, Colonialism and Underdevelopment in Ghana (London: Croom Helm, 1978); Inez 
Sutton, “Colonial Agricultural Policy: The Non-development of the Northern Territories of 
the Gold Coast,” International Journal of African Historical Studies 22, no. 4 (1989), 637–69; 
Thomas, “Education,” 427–67; Alexander Moradi, “Colonial Legacies: Lessons from Human 
Development in Ghana and Kenya, 1880–2000,” Journal of International Development 20, no. 
8 (2008): 1115.

7 1910 NTAR, 12; 1923–1924 NTAR, 21.
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Medical Field Units of Ghana 261

These innovations included Native Authority community healthcare from 
the 1930s; the Medical Field Units, which operated for decades before and 
after independence; and the later co-optation of vertical donor-funded cam-
paigns (notably the Carter Centre’s guinea-worm program in the 1980s–90s) 
to serve broader public health needs. Neglect and underdevelopment created 
the moral basis for sustained healthcare advocacy by northern communities 
and  officials, while allowing new local health initiatives to proceed with little 
central oversight.

This was evident in the creation of the Native Authority clinic-dispensaries 
scheme in the 1930s. The role of “Native Authorities” and indirect rule in 
colonial Africa has been a focus of critique, concerned with the illegitimacy 
of the institutions created when Britain began governing via its preferred “tra-
ditional” elites.8 But there were other aspects to this transition. In the colonial 
north, Native Authorities became relatively effective activists and managers of 
health services, prepared to allocate resources to areas which been neglected 
under centralized British rule. The NAs were not dependent on the Accra gov-
ernment’s largesse. They had their own treasuries, were able to raise and spend 
revenues locally, and were staffed by northerners, who were more responsive 
to health problems affecting their communities. Following their establishment 
during 1930–4, health became an immediate priority of the Native Authorities. 
Their central achievements were the rapid creation of a rural sanitation pro-
gram to improve water quality and a network of village dispensaries and treat-
ment centers were set up providing health surveillance and education, drugs, 
and outpatient treatments for common diseases.

These involved significant investment in local infrastructure by north-
ern communities and from 1930–5, NA spending on new health infrastruc-
ture greatly exceeded the north’s total annual medical budgetary allocations 
from the central government at Accra, which preferred to allocate funds for 
short-lived campaigns against diseases that threatened the southern labor 
supply (notably sleeping sickness).9 By 1938, there were 16 large dispen-
saries, many smaller treatment centers, and a training program for local 
health workers. The north’s native authorities contributed to schemes for 
training “village overseers,” in charge of preventive rural sanitation, and the 
construction of a much larger School of Sanitation.10 They also developed 

8 Mahmood Mamdani, Citizen and Subject: Contemporary Africa and the Legacy of Late 
Colonialism (Princeton, NJ: Princeton University Press, 1996), chapter 2.

9 1936–1937 NTAR, 16, 86; and David Bannister, “Wilful Blindness: Sleeping Sickness and 
Onchocerciasis in Colonial Northern Ghana, 1909–1957,” Social History of Medicine 35, no. 2 
(May 2022): 635–60.

10 1937–1938 NTAR, 77; 1940 MDAR, 16; and see NRG/8/7/9 (1949–1951), Enclosure 13, p. 28, 
“Notes on a Meeting with the Director of Medical Services,” Undated 1949; and Enc. 15: Letter 
from T. A. Mead to Asst. Director Medical Services, Tamale, October 3, 1951.
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a course for NA “ dressers” in the regional capital, Tamale. After eighteen 
months of training, the dressers’ work included treating yaws, sleeping 
sickness, round worm, scabies and ulcers, basic wound dressings, steriliza-
tion techniques, and home nursing or referrals to colonial medical officers. 
NA “dispensers” ran larger facilities. They were trained in similar tech-
niques and in the provision of an expanded range of drugs, including subsi-
dized quinine tablets and the use of new sulfonamide antimicrobials during 
regional meningitis epidemics.11

Supported by activist officials in the north’s colonial administration, the 
NAs began to address other problems of underdevelopment related to health, 
including expansion of clean water supplies. These British officials, many of 
whom remain anonymous in colonial files, were public in their criticism of 
the Accra government’s “belated realization” that clean water was a require-
ment for improved northern health, at a time when activism from colonial 
officials was relatively uncommon. They pointed out that in 1937, the north’s 
Dagomba and Mamprusi Native Authorities had jointly spent £600 to employ 
a private engineer to develop proposals for clean water provision in their dis-
tricts.12 The north’s various Native Authorities allocated £9,355 that year 
toward expenditures on preventive “health” initiatives for village sanitation. 
This far exceeded comparable funding from the government at Accra, which 
had allocated only £664 for village sanitation across the entire Northern 
Territories that year.13

The Native Authority health system was an immediate success from its cre-
ation in the early 1930s. With community-funded preventive sanitation, and 
clinical facilities staffed by northerners, its services were intended to compen-
sate for the region’s marginalization within the state and NA healthcare was 
soon recognized as an effective model by medical officers around the colony. 
This public success emboldened the region’s medical and political officers in 
voicing direct criticisms of the central government. The protectorate’s chief 
commissioner, W. J. A. Jones, wrote that:

The Northern Territories have seen the greatest advance in administration so far 
recorded in the history of the Gold Coast. Between the years 1902 and 1932 there was 
little or no alteration in the legislation affecting the lives of the people of the Northern 
Territories. This fact discloses the attitude of Government towards the people of the 
Protectorate. They were regarded as … fit only to be hewers of wood and drawers of 
water for their brothers in the [southern] Colony.14

Other officials noted the “tremendous increase in the provision of facilities 
for medical treatment, improvement in village sanitation, and water supplies” 

11 1937–1938 NTAR, 69, 77; 1936–1937 NTAR, 16; 1934–1935 NTAR, 86.
12 1936–1937 NTAR, 30–8. 13 1936–1937 NTAR, 59. 14 1937–1938 NTAR, 2–3.
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Medical Field Units of Ghana 263

as a result of NA initiatives, and attributed a significant fall in the colony’s 
total number of out-patients to the work of the northern dispensaries.15

In the region’s annual report for 1935, a district commissioner observed 
that, “The progress made by the Native Authorities has enabled them to obtain 
benefits which they would probably never have received if they had waited on 
Government generosity.”16 This foundational aspect of social medicine – an 
engagement with structural factors determining local health outcomes – is evi-
dent in many sources on health in the colonial north. The north’s NA system 
was not simply a facade for the continued exercise of direct rule by British 
officials. Nor did it devolve into the “decentralised despotisms” assumed by 
some critiques of indirect rule.17 From its creation, the NA health system was 
co-produced by northern communities, traditional leaders, and a small number 
of British officials in the region and almost entirely funded by the communities 
themselves.18

Medical Field Units and Ideas of Health 
and Development, c.1945–57

The colonial north’s NA health system operated for only twenty years, despite 
its clear successes in improving community health and circumventing distribu-
tional inequities between the region and the wealthy south. In 1934, the north’s 
chief commissioner had written, “it is to be hoped that these endeavors of the 
people to help themselves will be rewarded by the grant of generous assistance, 
by the central government or from the Colonial Development Fund.” But no 
additional health funds were allocated to the region during the 1930s, perhaps 
because of the success of community-led NA healthcare. There was political 
resistance by the late 1930s, with efforts to restrict NA health services because 
they were seen as having expanded beyond supervision by the Accra gov-
ernment. Despite heated advocacy from communities and officials, northern 
Ghana’s NA health system was shut down in the early 1950s, when the first 
independent government sought to centralize control of national healthcare and 
standardize training, considered more important than sustaining independent 
services in the north. Reflecting on colonial government resistance to north-
ern community health, an activist official in the Northern Territories observed 
with apparent irony: “Perhaps it is a matter for congratulation, that we have 

15 1936–1937 MDAR, 39; 1936–1937 NTAR 71–3; 1937–1938 MDAR, 69.
16 1935–1936 NTAR, 30. 17 For example, Mamdani, Citizen and Subject.
18 Among others, NRG/8/13/9 (1947–57), Enc. 35: Letter from Nandom Na to Ministry of Health, 

September 1956 and passim; “Native Administration,” NTARs 1933–1938; David Bannister, 
“Public Health and Its Contexts in Northern Ghana, 1900–2015,” PhD, School of Oriental 
and African Studies, London, 2017, doi.org/10.25501/SOAS.00026656, chapters 1 and 3, and 
see 86–7.
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prevented them from running the risk of having a fall by trying to walk, before 
they can creep properly,” with “creep” connoting obeisance to Accra.19

This would be repeated several times over the twentieth century: a north-
ern community health initiative, designed under conditions of privation, would 
become a blueprint for services across Ghana, and risk becoming a victim of its 
own success in the interests of maintaining centralized control. The awareness 
of distributional inequities informed several subsequent northern health initia-
tives, which also embodied the ideas and practices of social medicine and were 
closed down in their turn. In 1938, a British official noted that health innova-
tion of this kind was necessary for the region precisely because of persistent 
economic neglect: “an isolation which is inevitable, so long as the [north] is 
separated from the seat of Government by so valuable a crop as cocoa.”20

With the decline of NA healthcare from the late 1930s, northerners requir-
ing treatments beyond traditional herbalism were compelled to travel long 
distances to a handful of minimally funded government hospitals. Colonial 
medical budgets for the region in this period were allocated almost entirely to 
sleeping sickness control, seen as an economically important disease affect-
ing the southern migrant labor supply.21 Distributions of health infrastructure 
remained evidently unjust, driving continued advocacy on the part of northern 
communities and local officials. After 1945, local advocacy led to the crea-
tion of a new mobile medical service, intended to address the same problems. 
The Medical Field Units became one of Ghana’s most enduring healthcare 
institutions, providing rural services across the country. It operated into the 
early 1980s and its northern fieldworkers became a crucial ark of local health 
knowledge across the independence divide. The MFUs were created in what 
some have seen as the “developmental” phase of colonial rule, in which Britain 
invested in headline infrastructure projects partly intended to improve its public 
support in the colonies, while privately also seeking to reduce overseas expen-
diture in the context of post-war austerity. With decolonization increasingly 
imminent, in 1948 the Gold Coast Medical Department published the 10-Year 
Development Plan, which proposed that: “the future shape of medical services 
in the Gold Coast depends on a choice that must be made at this stage, between 
the rival claims of preventive and curative work. To aim at providing services 
satisfactory in both respects, for the entire country, is out of the  question.”22 
Relatively little had been done to develop preventive medical capacity under 
colonial rule in the Gold Coast, and the transition from colonial to independent 
rule (c.1948–57) brought an increased focus on building hospitals and urban 

19 1938–1939 NTAR, 57. 20 1937–1938 NTAR, 38.
21 See Bannister. “The Sorcerer’s Apprentice: Sleeping Sickness, Onchocerciasis, and Unintended 

Consequences in Ghana, 1930–60,” Journal of African History 62, no. 1 (2021): 29–57; 
Bannister, “Wilful Blindness,” 635–60.

22 NRG/8/7/9 (1949–1951), Enc. 1: Draft Ten Year Plan & Comments 1948, 2.

use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009428514.014
Downloaded from https://www.cambridge.org/core. IP address: 18.188.211.44, on 12 May 2025 at 23:32:07, subject to the Cambridge Core terms of

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009428514.014
https://www.cambridge.org/core


Medical Field Units of Ghana 265

clinics, because curative medicine was believed to generate more immediate 
political support than longer-term prevention.23

With little central funding for preventive medicine in the north, the MFUs 
were created in the late 1940s with ad hoc resources available on the ground, 
by fusing remnant personnel from older northern treatment campaigns (against 
yaws and sleeping sickness) into a service designed to provide wider health ser-
vices to rural communities. The MFUs did much of the same disease surveil-
lance and treatment that characterized other mobile medical services in Africa, 
including the General Mobile Service of French West Africa, the Belgian 
FOREAMI, and the related MFUs of Nigeria.24 Beyond this general remit, 
however, the foundational planning of northern Ghana’s MFUs was focused 
explicitly on social and economic inequities which gave rise to malnutrition 
and endemic disease. The MFUs were founded by an Australian medical offi-
cer, B. B. Waddy, who argued that increased disease and economic decline 
were produced by insufficient government support for northern communities 
during the planting season, when stored food supplies were lowest, disease 
rates were high and many migrant laborers were absent. He proposed that:

the welfare of people in much of the Gold Coast turns on this vital period annually … 
even slight exaggerations of the difficulties may cause eventual famine, while ame-
lioration may result in better harvests and a consequent progressive improvement in 
health and nutrition. With food to sell, the standard of living rises quite obviously … 
To achieve such a result with the limited resources available, the attack must be made 
first on those conditions.25

Waddy emphasized that this welfarist approach was central to the creation 
of the MFUs, concerned with precedent conditions that give rise to increased 
burdens of local disease.26

As with NA healthcare in the 1930s, the preventive, structurally aware 
approach to healthcare that Waddy described would seem to embody some 
key tenets of social medicine, whether he understood himself to be working in 
its traditions or not. Both programs aimed to alleviate or circumvent aspects 
of political and economic neglect unrelated to the immediate disease envi-
ronment, in circumstances where there was little capacity to effect political 

23 See Bannister “Public Health,” see chapters 3 and 6.
24 1954.GB-0809-RossInstitute.03.43, J. L. McLetchie, “Medical Field Units in Nigeria”; 

B; 1949.GB-0809-RossInstitute.03.23.v27, P. A. T. Sneath, “Rural Medical Services” 
(Tanganyika; 1951.GB-0809-RossInstitute.03.43, R. Mouchet, “The FOREAMI”; and see F. 
X. Mbopi-Keou, L. Bélec, J.-M. Milleliri, and C.-G. Teo, “The Legacies of Eugène Jamot and 
La Jamotique,” PLoS Negl Trop Dis. 8, no. 4 (2014), doi.org/10.1371/journal.pntd.0002635.

25 1956.GB-0809-RossInstitute.03.43.v54; B. B. Waddy, “Organization and Work of the Medical 
Field Units of the Gold Coast Medical Field Units,” Transactions of the Royal Society of 
Tropical Medicine 50, no. 4 (1956), 333–4.

26 Waddy, “Organization and Work,” 333–4.
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266 David Bannister

change from the center. In this sense, both are comparable with the Pholela 
Community Health Centre in 1940s South Africa.27 The northern Ghana health 
initiatives discussed above are similarly problematized by their origins on the 
colonial periphery, as programs co-created with colonial officers at the edges 
of an exploitative imperial system. It can also be argued that in many places at 
the rural periphery, with little state infrastructure, economic opportunity and 
political access, there is a necessary confluence between politically “Social” 
and practically “Community” Medicine, to the extent that the two are practi-
cally coterminous. At these rural margins, beyond advocacy and critique and in 
the relative absence of integration with the kind of social worlds which inter-
national advocates of social medicine might have conceived of (linking peo-
ple through shared experiences of the state and wage labor), in these contexts 
“Community Medicine” often comprised all of the practicable interventions 
which Social Medicine practitioners could bring to bear.

Other forms of “social medicine” were understood by central British admin-
istrations in late colonial Africa. For example, in a 10-year Development Plan 
for Gold Coast health services, published in 1948 but never implemented, 
“Social Medicine” was proposed as one division of a reformed colonial health 
service, along with curative medicine, preventive medicine, nutrition, and 
laboratory services. A Social Medicine division would deal with “maternity 
and child welfare, school medicine, and dentistry” and planned to use women 
health visitors as a way of gaining community trust for increased preventive 
services over time.28 Coming from the administrative center, these develop-
ments in the pre-Cold War 1940s may have been shaped by the diffusion of 
ideas from the 1937 Bandung Conference on Rural Hygiene, the rural health 
programs of the Rockefeller Foundation (which funded concurrent yellow 
fever research in West Africa), and perhaps by the work of Andrija Štampar 
and Henry Sigerist. Contemporaneous developments in social medicine may 
well have been known by those involved in the creation of the NA and MFU 
programs in the colonial north, although none are referenced in the available 
sources. From the 1940s “developmental” phase of colonial rule, there were 
other resources beyond the literature on health – related to broader discussions 
around labor and social welfare – which could be used to make arguments 
about the underlying determinants of poor health in colonial northern Ghana. 
Britain’s 1929–45 Colonial Welfare and Development Acts offered a rhetori-
cal resource for criticizing the colonial state using its own terms.29 The idiom 

27 Abigail Neely, Reimagining Social Medicine from the South (Durham, NC: Duke University 
Press, 2021).

28 NRG/8/7/9 (1949–1951), Enc. 2: 10-Year Plan for Hospital, Health and Nutrition Services: 
Social Medicine, 2–14.

29 E. R. Wicker, “Colonial Development and Welfare, 1929–1957,” Social and Economic Studies 
7, no. 4 (1958): 172–5.
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of development, and the moral language the Acts contained, were influential 
in shaping advocacy for health programs which aimed beyond the “great cam-
paigns” and curative preferences of most colonial medicine.30

Independent Ghana: Socialized, Community, 
and Primary Health

At his inaugural Christmas address in 1957, independent Ghana’s first presi-
dent, Kwame Nkrumah, said:

My first objective is to abolish from Ghana poverty, ignorance and disease. We shall 
measure our progress by the improvement in the health of our people; by the number 
of children in school and the quality of their education; by the availability of water and 
electricity in our towns and villages … The welfare of our people is our chief pride, and 
it is by this that my Government will ask to be judged.31

Nkrumah’s Convention People’s Party (CPP) welfare policies set out to 
create a socialized health service on the British model, funded by general 
taxation. Fees for drugs and outpatient services were ended and government 
health workers were prohibited from charging for treatments away from state 
 facilities.32 New clinical and training infrastructure expanded across the coun-
try and there were attempts to integrate traditional healers into Ghana’s health 
system.33 From 1964, there was a policy shift toward the new paradigm of 
“community health” promoted internationally by the WHO, emphasizing 
basic rural healthcare and preventive medicine.34 Ghana endorsed this model 
relatively early, as part of a global movement focused on community needs 
and primary care, aspects of social medicine which would culminate in the 
call for “a new global economic order” of the 1978 Alma-Ata Declaration. 
Nkrumah’s government ran various programs oriented toward broader socie-
tal health, including national health education initiatives and a family support 

30 For example, Colonial Reports, Series 1919, on the “Economic and Social Progress of the 
People of the Gold Coast,” The National Archives of the United Kingdom, London.

31 Nkrumah, in Gilford Ashitey, An Epidemiology of Disease Control in Ghana (Accra: University 
of Ghana Press, 1994), 30.

32 See Bannister “Public Health,” chapters 3 and 5; Carbone, “Democratic Demands,” 387–94; 
Daniel Arhinful, “Health Care in Ghana and How It Was Paid for: An Historical Perspective 
(1850–2001),” in D. Arhinful, The Solidarity of Self-Interest: Social Feasibility of Rural Health 
Insurance in Ghana (Leiden: African Studies Centre, 2003), chapter 1.

33 See WHO/S10/372/2/GHA/6 (1965), UNSF Establishment of a Community Health Project, 
WHO Geneva, Enc. 1: “Report on Ghana under EPTA program,” 10–20; S. Agyei-Mensah de-
Graft and A. Aikins, “Epidemiological Transition and the Double Burden of Disease in Accra, 
Ghana,” Journal of Urban Health 87, no. 5 (2010): 886; Arhinful, Solidarity, 48–9.

34 WHO/S10/372/2/GHA/6 (1965), Enc.1: “WHO Consultant Report under EPTA,” 10–20; 
WHO/AFR/EXT/16 (1967) Report on a Visit to Ghana, Dr. J. Vysohild, March 31, 1967, WHO 
Geneva, 30–50; Carbone, “Democratic Demands,” 387–9.

use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009428514.014
Downloaded from https://www.cambridge.org/core. IP address: 18.188.211.44, on 12 May 2025 at 23:32:07, subject to the Cambridge Core terms of

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009428514.014
https://www.cambridge.org/core


268 David Bannister

program which reprised late-colonial social medicine plans for the country, 
sending hundreds of women health visitors to rural districts to monitor com-
munity nutrition (Figures 13.2(a)–(c) are examples of health documents pro-
duced during this transition).35

However, these independence-era programs were short-lived. Decolonization 
had relocated Ghana from the imperial to the global economic periphery, in the 
context of Cold War clientalism. As the world’s leading exporter of cocoa in 
the 1950s and 1960s, there were significant foreign reserves to fund the expan-
sion of socialized health and welfare services. But the situation deteriorated 

35 See NRG/8/13/40 (1959–65) Health Education; NRG/8/13/18 (1951–1964) “Nutrition 
Assistants”; NRG/8/13/26 (1953–1960), “Local Authority Health Services,” all PRAAD-
Tamale.

Figures 13.2(a)–(c) Internal documents, organizational structures, and 
reports of the Medical Field Units in 1952 and 1961 across Ghana’s transition 
to independence. Created to address feedback loop between social conditions, 
nutrition, and poor health, the Units persisted from the 1940s into the 1980s 
as the first line of rural healthcare and disease prevention in Ghana.
Source: B. B. Waddy, “Organization and Work of the Medical Field Units 
of the Gold Coast,” 1952–1956. GB-0809-RossInstitute.03.43.v54, (13.5 and 
13.7); D. Scott, Annual Report on the Medical Field Units, 1961. PRAAD, 
Accra.[Uncatalogued typed report] (13.6).
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from the early 1960s. As Nkrumah’s government joined the Non-Aligned 
Movement and partnered with several socialist states, Western cocoa buyers 
increasingly moved their purchasing to neighboring Côte d’Ivoire under the 
French-aligned government of Félix Houphouët-Boigny, during a period of 
global cocoa overproduction. These changes eroded the economic founda-
tion of Ghana’s independence-era health reforms, while restrictions on pri-
vate enterprise generated resistance from Ghanaian elites (notably doctors who 
had been restricted from private practice). In 1966, Nkrumah was overthrown 
by West-aligned military officers who governed as the National Liberation 
Council. This began a twenty-year period of rapid, unstable political transition, 
often by military coup, which stalled plans to expand health infrastructure, 
and resulted in a gradual accretion of authority by transnational health organi-
zations and NGOs, particularly in the management of rural care.

The period 1957–66 was Ghana’s only experiment with extensively social-
ized healthcare. But the Medical Field Units persisted during Nkrumah’s time 
and beyond. In the early 1950s, the number of mobile teams was doubled 
and MFU personnel were tasked with monitoring, preventing, or treating 
practically all of the north’s principal rural health problems, including vil-
lage sanitation, health education, general injuries, and obstetrics (to the extent 
that these were unaddressed by traditional medicine), as well as endemic and 
epidemic diseases including meningitis, onchocerciasis, guinea worm, tuber-
culosis, yaws, leprosy, malaria, smallpox, bilharzia, hookworm and other hel-
minths, and malnutrition. At independence in 1957, Ghana’s new Director of 
Medical Services observed that the north’s MFUs were “of greater service to 
the community than any hospital, however large.“36 Recognizing the value of 
a mobile, community-oriented medical service for reaching peoples who had 
received little colonial-era care, the CPP government expanded the service 
across the country, preserving its remit but greatly increasing the national 
scope of MFU activities.37 Although technically based within the Ministry of 
Health in Accra, the headquarters and training school remained in Kintampo, 
a small town on the northern edge of Ghana’s rainforest belt, where MFU can-
didates, “accustomed to working in primitive surroundings and familiar with 
local languages,” gathered for courses in field medicine. There are compari-
sons to be made with the later “barefoot-doctors” movement in 1960s China. 
Most learning took place by direct instruction between successive cohorts of 
MFU members, as opposed to book-led instruction from medical profession-
als, and MFU members were recruited for their local knowledge, commu-
nity relations, and physical endurance, rather than formal education; many 
were illiterate or had a basic primary school education. With this adaptive 

36 NRG/8/13/11 (1949–57), Enc. 7: Cheverton, “Observations on the Medical Department,” 48–9.
37 See Ashitey, Disease Control, 11–12.
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approach, however, the MFUs were able to sustain and transmit the knowl-
edge necessary to perform relatively complex clinical and diagnostic tasks, 
including field microscopy and forms of surgery, in places beyond the road 
network and bureaucratic reach of the state.38

Beyond frontline care and prevention, Ghana’s MFUs also functioned 
as a crucial ark of health knowledge and community relations across the 
independence divide and during the instability which followed the over-
throw of Nkrumah. Much institutional knowledge of rural health problems 
was lost when British health workers left the Gold Coast en masse in the 
1950s, having resisted the training of African personnel who might replace 
them, and problems persisted after independence when southern Ghanaian 
medics refused to take up vacant posts in the rural north.39 Dr. Sam Bugri, 
who became the north’s Regional Director of Health in 1984, recalled that 
for decades after independence, district physicians relied on the formally 
untrained staff of the MFUs as a repository of medical knowledge. Among 
other things, MFU personnel trained new hospital physicians in the relatively 
high-risk technique for lumbar puncture, used by MFUs to test for meningo-
coccal meningitis in the field:

We had a team they called the Medical Field Units – they started way back in the colo-
nial times … At first they focused on the North, and they were well trained. I learned 
how to do lumbar puncture from them, not from medical school. They could screen 
a village within a short period for any diseases that you want. We had a feeling that 
there were very few doctors who are comfortable with doing lumbar puncture. So we 
insisted that all doctors in the field would see this. And these MFU people were not 
highly educated. But they taught them how to do it safely, and very accurately – they 
did it with ease.40

Over five decades, through economic downturn and successive political 
upheavals, the widely remembered work of the MFUs stands as a testament to 
the role played by a group of “uneducated” northerners, operating in difficult 
environments beyond the reach of the state, in shaping independent Ghana’s 
public health.41 Across overthrows of successive Ghanaian governments dur-
ing 1966–82 and the severe economic shortfalls experienced by most African 
states in the 1970s as global oil shocks destabilized poorer countries at the 

38 GB/0809/v54.6 (1957). Waddy, “Cerebro-spinal Meningitis,” 11; Waddy, “Organization and 
Work,” 313–36.

39 Dr. Sam Adjei, Interview, Accra, June 26, 2016; Dr. Sam Bugri, Interview, Tamale, June 30, 
2015.

40 Dr. Sam Bugri, Interview, Tamale, June 30, 2015; and see PD/65/v2 Box 27/02/02735 
(1972–1981), Enc. 9: “Rural Health Training Centre, Kintampo,” March 7, 1969; and Enc. 10: 
“Development of Basic Health Services, Second Edition 1972.”

41 See among others, Thomas Bowden, “The Development of Public Health in Underdeveloped 
Areas,” Journal of the Royal Institute of Public Health and Hygiene 27, no. 5 (1964), 131–9.

use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009428514.014
Downloaded from https://www.cambridge.org/core. IP address: 18.188.211.44, on 12 May 2025 at 23:32:07, subject to the Cambridge Core terms of

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009428514.014
https://www.cambridge.org/core


Medical Field Units of Ghana 271

global periphery,42 the MFUs played an increasingly central role in the main-
tenance of community-oriented health services and the preservation of medical 
knowledge. These disruptions diminished Ghana’s record-keeping capac-
ity and relatively few government documents were archived for these years, 
including on national health. Community oral histories suggest that in poorer 
rural districts, the MFUs were often the only persistent state health service from 
the 1940s to the early 1980s, offering locally adapted healthcare and screening 
and participating in transnational campaigns against smallpox and onchocer-
ciasis. Reports from the WHO Smallpox campaign in the 1970s reveal the 
extent to which eradication in Ghana depended on the MFU network.43 As 
other divisions of the national health service contracted or ceased operations, 
the Medical Field Units became “the pride of the Ministry of Health.”44 WHO 
consultants posted in Ghana consistently remarked on the importance of the 
MFUs under the economic conditions of the 1970s, observing that they offered 
the best way of “providing as much coverage to the population as is possible 
within the limitations of available staff and resources.”45

National Planning and International Health

Under the unstable conditions previously discussed, it is surprising that the 
Medical Field Units remained in place and relatively unchanged from the colo-
nial 1950s to the mid 1980s. Beside their practical successes, the MFUs were 
also sustained by the health planning orientations of the Ghanaian state, pro-
duced by Ghana’s situation in the world of international health and particularly 
its relationship with the WHO.

The history of pre-Adjustment national health planning in Africa is an emerg-
ing area of research, discussing the interplay between domestic visions for health 
reform and ideas circulating internationally.46 After independence, Ghana drew 
on a heterodox range of influences in the formulation of national health policy. 

42 Bruce Fetter, “Healthcare in Twentieth-Century Africa: Statistics, Theories, and Policies,” 
Africa Today 40, no. 3 (1993): 9; Frederick Cooper, “Possibility and Constraint: African 
Independence in Historical Perspective,” Journal of African History 49, no. 2 (2008): 167–96.

43 See, for example, WHO SE/WP/75.12 (1975), Smallpox Eradication, WHO, Geneva.
44 Ashitey, Disease Control, 11.
45 WHO/P9/445/8/GHA (1973–1975), Enc. 251: Report of Duty Travel to Ghana by Drs. J. Holm 

and J. Stromberg, Division for Strengthening of Health Services, WHO, April–May 1974.
46 For example, Manton and Gorsky, “Health Planning”; Martin Gorsky and Christopher 

Sirrs, “From ‘Planning’ to ‘Systems Analysis’: Health Services Strengthening at the World 
Health Organisation, 1952–1975,” Dynamis 39, no. 1 (2019): 205–33; Carbone, “Democratic 
Demands”; Bannister, “Public Health,” chapter 5; see also Ruth Prince and Rebecca Marsland 
(eds.), Making and Unmaking Public Health in Africa (Athens: Oxford University Press, 2014); 
Jean-Paul Gaudillière, Claire Beaudevin, Christoph Gradmann, Anne M. Lovell, and Laurent 
Pordié (eds.), Global Health and the New World Order (Manchester: Manchester University 
Press, 2014).
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Early influences included Britain’s late-colonial “10-year plans” and the 1953 
Maude Commission Report on the Health Needs of Ghana.47 Nkrumah’s first 
independent health plan was drafted with advisors from the Israeli labor move-
ment and, from the early 1960s, his government turned increasingly toward the 
socialist world as a partner and source of planning advice. After the coup d’état 
in 1966, the military National Liberation Council set out to “divest the state 
from the socialist programs pursued under Nkrumah.”48 When a second coup 
brought the left-leaning National Redemption Council to power from 1972, it 
conversely expanded state welfare and health subsidies and restored relations 
with the socialist world, developing bilateral relationships for trading medical 
goods which persisted into the late 1980s.49

With stasis or collapse in many areas of Ghanaian healthcare from the 1960s–
80s, what sustained the Medical Field Units across these political shifts? They 
endured in part because the underlying inequities which the MFUs were created 
to address had remained constant or increased: the economic marginalization 
and resulting disease burden of rural communities, out of reach of state health 
infrastructure. But the MFU program was also sustained by the persistence of 
social medicine as an idea in international health. A strong Ghana–WHO rela-
tionship, across different governments, acted as a conduit for new terminologies 
that rested on the same fundamental orientations. From the 1950s to late 1970s, 
Ghana’s medium-term national health plans comprised successive proposals for 
expanding what were variously called “Social,” “Community,” “Basic,” and 
“Primary” health services, often drafted in collaboration with the staff of the 
WHO’s Division for Strengthening Health Services.50 While the terminology 
changed, social medicine’s enduring currency in international health thinking 
and support for its ideas within the Ghana–WHO relationship may have helped 
to sustain the MFU program across different political regimes.

Adjustment and the End of the MFUs

The Medical Field Units were created to provide healthcare under conditions 
of economic and political marginality, many years before the 1978 Alma-Ata 

47 NRG/8/13/18 (1951–1964) “Health Needs Of Ghana,” PRAAD-Tamale, Enc. 2: Circular from 
Minister of Labour & Health, 1951.

48 Arhinful, Solidarity, 51.
49 See Bannister, “Public Health,” chapter 5; and, for example, PD/230 Box 18/02/02726 (1983–

89), Enc. 6: “Negotiation of Bilateral Agreement between Ghana and G.D.R,” July 21, 1986.
50 For example, WHO/P9/445/8/GHA (1973–1975), Enc. 59: Duty Travel Report, Ghana, 

November 23, 1973, 127–66; PD/65/v2 Box 27/02/02735 (1972–1981), Enc. 9: “Basic Health 
Services”; WHO/P9/445/8/GHA (1973–1975), Study on Community Involvement in Solving 
Local Health Problems, Ghana, WHO, Geneva; and see also Enc. 191: Dr. M. A. Baddoo, 
Director of Medical Services, Accra, to Division of Strengthening of Health Services, WHO, 
August 31, 1973 and Enc. 251: “Duty Travel to Ghana, April to May 1974.”
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Declaration. They were first designed to secure community health during the 
vulnerable northern planting season when food stocks were low, migrant labor 
was absent and there was no state support, with the aim of increasing harvests, 
productivity and health in the longer term. Although it is unclear whether the 
MFUs were influenced by the development of social medicine elsewhere, the 
program was likely sustained by the internationally conducive climate for 
social medicine discussed above, adapted by health planners in Ghana.

All this changed soon after 1978, a historical high-water mark for the primary 
care and social medicine movements. From the early 1980s, the community-
oriented mobile health services of the MFUs were undermined by centralizing 
budgetary micromanagement under Structural Adjustment and by competing 
NGOs, Christian Health organizations, and other external actors that adjust-
ment had brought to the country. In 1983, Ghana became the first African 
state to accept World Bank-/IMF-mandated restructuring as a condition of 
 development loans, after debt crises reduced national healthcare spending by 
almost 80 percent during 1976–80.51 In some analyses, Ghana’s adjustment 
program has been seen as an outstanding success. Gareth Austin suggests that 
the country was “one of the two most successful cases of structural adjust-
ment in Africa.”52 Arguments of this kind are often based on aggregate growth, 
without regard to distributional effects, although adjustment in Ghana arguably 
also failed on its own macroeconomic terms.53 Foreign debt more than doubled 
between 1983 and 1987 and costs of structural adjustment austerity were con-
sistently passed to peripheral regions and the rural poor, whom the IMF and 
World Bank had cast as its principal beneficiaries.54 Rising poverty resulted 
from trade liberalization and currency devaluation after 1983 and severe cuts 
to spending on health and education drove many destitute rural communities to 
migrate to informal settlements around southern cities.55

In healthcare, World Bank purchasing restrictions meant that the  country 
completely ran out of essential medicines at several points in the 1980s, includ-
ing all tuberculosis treatments and antibiotics like penicillin and  ampicillin.56 

51 Carolyn Baylies, “The Meaning of Health in Africa,” Review of African Political Economy 13, 
no. 36 (1986): 71.

52 Gareth Austin, “African Economic Development and Colonial Legacies,” International 
Development Policy 1 (2010): 3.

53 See Bannister, “Public Health,” chapter 2.
54 Roger Gocking, The History of Ghana (Westport, CT: Greenwood Press, 2005), chapter 10; Jon 

Kraus, “The Struggle over Structural Adjustment in Ghana,” Africa Today 38, no. 4 (1991): 20.
55 Agyei-Mensah and Aikins, “Epidemiological Transition,” 887; Gocking, History, 199.
56 For example, PD/224 Box 1802/02726 (1986–89) World Bank Health Fund (Facility for 

Drugs), PRAAD-Accra, Enc. 1: Dr Moses Adibo, PNDC Secretary for Health, to UNICEF 
Procurement, July 14, 1986; PD/85 Box 27/02/02735 (1994) Medical Stores, General 
Correspondence, PRAAD-Accra, Enc. 3: “Current Drug Situation at the Department of Chest 
Diseases, Korle Bu,” Letter from Staff Doctors to PNDC Secretary for Health, MoH Accra, 
March 27, 1992.
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Cost-recovery measures were imposed at government health facilities, requir-
ing full advance payment before treatments or drugs were supplied.57 This led 
to a situation in which an estimated 69 percent of Ghanaians were unable to 
afford state care, with many people turning to traditional herbalism or forms 
of faith healing.58

Under these conditions, there might seem to have been a clear need 
for a low-cost, scalable model for maintaining basic health services. But 
Adjustment-era centralization of health authority was antithetical to a ser-
vice like the MFUs, which was inherently decentralized and unpredictable 
by design, intended to address shifting rural health needs away from state 
infrastructure. The MFU program may also have been affected by changes in 
health accounting practices which took place concurrently with adjustment 
from the early 1980s, given the difficulty of calculating a neat return-on-
investment for a self-organizing service operating in deep rural areas beyond 
regular inspection.59 The MFU program ended in the mid 1980s and it was 
intended to be replaced with fewer, formally trained “technical officers” at 
fixed district health posts. Under Adjustment-era poverty in rural Ghana, 
however, it was clear that some form of mobile services were still needed 
to reach poorer communities, then in retreat from state health facilities and 
advance user fees. The new solutions to this problem reinvented the wheel. 
A wave of foreign-funded religious and NGO-led health services moved into 
rural areas and the MFUs which had served Ghana from c.1948–88 were rec-
reated privately as “Mission Mobile Clinics” and “NGO Service Expansions,” 
funded by external donors.60

Conclusion

In contemporary Ghana, there are echoes of the older social medicine initia-
tives discussed in this chapter. There are mission- and NGO-led mobile health 
services which replaced the MFUs and in the country’s current frontline health-
care, an initiative which hearkens back to the 1930s. Since 1999, Ghana’s 

57 PD/44 Box 15/02/2723 (1990–1992), Enc. 1: “Cash and Carry Design Workshop, Memorandum 
from Dr. Issaka-Tinorgah, Project Director for PNDC Secretary for Health,” October 5, 1992; 
and Enc. 2: “Implementation of Cash and Carry Drug Scheme,” Bombardier Matthias Cudjoe, 
PNDC Co-ordinator to PNDC Health Secretary, January 10, 1992; also Carbone, “Democratic 
Demands,” 388–401.

58 An estimate from former Director-General of the Ghana Health Service Badu Akosa, quoted in 
Arhinful, “Health Care in Ghana,” 54.

59 See C. Sirrs, “The Health of Nations,” in Axel C. Hunetelman and Oliver Falk (eds.), Accounting 
for Health: Calculation, Paperwork, and Medicine, 1500–2000 (Manchester: Manchester 
University Press, 2021), 359–85.

60 See WHO/JCP, Vols. 5–6 (1980–5), pp. 9–12, Section 6: NORRIP Health Program; and Dr. 
Bugri, Interview, June 30, 2015.
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Community-Based Health Planning and Services (CHPS) program has become 
the most extensive primary healthcare network in the country’s history. Small 
CHPS compounds now cover most communities in Ghana, housing one to 
three health workers who serve one or two villages. CHPS was another north-
ern innovation adopted nationally, having been proven under conditions of 
long-term rural poverty in a politically marginal region. For better and worse, 
the political and economic margins have always been social medicine’s “living 
laboratory.” If a mode of healthcare provision works where people can afford 
little and where little infrastructure has been provided, then it is likely to flour-
ish (and save some money) in better resourced districts elsewhere.

This role of the margins is one central observation of the chapter. 
Marginalized communities are often the sites of cyclical innovation, decline 
(through persisting political marginality), and then recreation of similar social 
medicine programs. Ghana’s current CHPS system was developed from a 1990s 
community-health study called the “Navrongo Experiment,” conducted by the 
northern Navrongo Health Research Centre with funds from the Rockefeller 
Foundation and USAID. This was a large-scale demographic surveillance 
study of approximately 171,000 people in northeastern Ghana, designed to 
test new community-health interventions in comparison with existing (or non-
existing) rural health services at the end of structural adjustment.61 Offering 
community-based services with family planning and maternity care, the trial’s 
clear success led to its national implementation in the early 2000s and in areas 
where CHPS operated, childhood mortality was halved within years of its inau-
guration.62 CHPS has been hailed as a landmark in the extension of primary 
healthcare in Ghana and cited as an exemplar for effective community-based 
medicine worldwide.63

It is interesting to note the extent to which the CHPS system resembles a 
much earlier success. The 1930s Native Authority healthcare system placed 
trained health workers directly into rural communities, working closely with 
traditional leaders and their networks. Its approach to health provision was 
decided collaboratively, through consultation between NA health workers and 
the communities they served, who provided labor and funding for activities 
like disease surveillance, maintenance of facilities, and rural sanitation. The 
NA system was also recognized as an outstanding success by officials and the 

61 Fred Binka, Alex Nazzar, and James F. Phillips, “The Navrongo Community Health and 
Family Planning Project,” Studies in Family Planning 26, no. 3 (1995): 126; Professor Fred 
Binka, Interview, Ho, June 21, 2016.

62 Binka, Nazzar, and Phillips, “Navrongo Community Health,” 163.
63 Dr. K. Awoonor-Williams, Interview, Navrongo, July 2, 2016; Dr. Moses Adibo, Interview, 

Accra, June 17, 2016; and J. K. Awoonor-Williams, Ellie S. Feinglass, Rachel Tobbey et al., 
“Bridging the Gap between Evidence-Based Innovation and National Health-Sector Reform in 
Ghana,” Studies in Family Planning 35, no. 3 (2004): 161–77.
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northern public, who resisted its closure in the 1950s.64 Seemingly without 
knowing of this earlier initiative, the 1990s “Navrongo Experiment” again pro-
posed that successful primary healthcare in Ghana should base trained health 
workers in rural communities, “to mobilize the previously untapped cultural 
resources of chieftaincy, social networks, and village gatherings in order to 
promote community accountability, volunteerism, and investment in health 
services.”65 Beyond its testing in a large-scale trial, and differences in the 
availability of modern drugs and communications, the CHPS and NA mod-
els are closely comparable, based around the same collaborative, community-
oriented framework that had been recognized as a success in the 1930s.

This chapter has examined two Ghanaian health programs which embod-
ied many ideas and practices of social medicine. Both the NA system and the 
Medical Field Units were created in the period 1930–50, both from a founda-
tional concern with the structural determinants of poor health, arising from 
the long-term political and economic marginalization of northern Ghana – a 
region which has been the site of multiple successful healthcare “experiments” 
of this kind. Both programs were responsive to community needs and operated 
in sequence for almost seventy years: from 1930s colonial rule, across Ghana’s 
independence transition, and into the late twentieth century. The MFUs dem-
onstrate a practical application of social medicine ideas outside of its main 
traditions – born from colonial-era advocacy and sustained by African propo-
nents and permissive international contexts for social medicine until the 1980s. 
The story of these initiatives is in some ways emblematic of broader histories 
of social and community medicine in Africa from the 1940s. Short-term practi-
cal responses to unjust distributions of health resources have endured for much 
longer than their designers – imagining futures in which such programs would 
no longer be needed – might have hoped. In the course of group oral histories 
in 2015 and 2019, many rural communities across different regions of Ghana 
remembered the Medical Field Units kindly. Older people would sometimes 
laugh at questions about the availability of government doctors or fixed health 
facilities from the 1950s–70s. “Government – was there even government?” 
was one relatively typical reply. “We only had the MFUs.”66

As a concluding thought, for these long-past health initiatives and those 
which succeeded them at the economic and geographical margins of the state, 
it is worth asking how much was achieved in advancing social medicine’s 
aims? Initiatives like those discussed above, past and present, were envisioned 
as creating a virtuous cycle in which improved local healthcare and nutrition 

64 NRG/8/13/9 (1947–57), Enc. 35: Letter from Nandom Na to Ministry of Health, September 26, 
1956; and see Bannister, “Public Health,” 144–50.

65 Awoonor-Williams et al., “Bridging,” 162.
66 Group 03: Sherigu Village (Guruni), Interview, July 28, 2019.
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might strengthen a community’s economic prospects, relative to other, better 
resourced places and groups within a state, ameliorating some of the precedent 
causes of poor health. Community health and social medicine have located 
many interventions in the gaps of economic opportunity and healthcare dis-
tribution which persist at the rural margins. Where did this succeed and why, 
in the sense of achieving some of social medicine’s aims either locally and 
practically or as part of a broader political project in the worlds of national and 
global health?

In addition to research in Ghana, over the past decade this author has inter-
mittently lived and worked near the Pholela Community Healthcare Project, 
discussed elsewhere in this volume – one of the earliest and most cited exem-
plars of social medicine in practice, located on South Africa’s rural periph-
ery. The project has been embraced by the post-Apartheid state, celebrated on 
national health administration websites and new community healthcare facil-
ities and community nutrition projects have been developed as satellites to 
the main center. Despite the expansion of health facilities, it is hard to say 
whether political recognition and economic opportunities – as foundational 
determinants of health – have changed much for people living in these places. 
By tracing these and other cases over time and into the present, there is more 
research to be done on how success and its limits should be understood in the 
historiography and history of applied social medicine.

use, available at https://www.cambridge.org/core/terms. https://doi.org/10.1017/9781009428514.014
Downloaded from https://www.cambridge.org/core. IP address: 18.188.211.44, on 12 May 2025 at 23:32:07, subject to the Cambridge Core terms of

https://www.cambridge.org/core/terms
https://doi.org/10.1017/9781009428514.014
https://www.cambridge.org/core

