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Abstract 

Alarming infant mortality in Southern Cameroons greatly troubled the colonial 

administration, since colonial agents saw it as an impediment to the attainment of colonial 

agenda. In collaboration with mission agencies and Native Administrations, the colonial 

administrative and medical staff sought to address the welfare of children through social 

and educative measures aimed at their care, hygiene, and nutrition. Practically, these socio-

educative solutions, entrusted in the hands of missionaries, nurses, traditional rulers, 

teachers, midwives, medical doctors, and the peasant population, were enforced in 

maternities (child welfare clinics), hospitals, schools, and in homes. This paper critically 

examines those child welfare interventions, paying close attention to the rationale, actors, 

nature, and challenges of child survival in Southern Cameroons. Primary sources from the 

National Archives Buea, Cameroon and existing literature were consulted and from them, 

the paper contends that the dynamics and travails of child welfare hinged on encounters, 

negotiations, and hybridization of the ideas and interests of Europeans and Southern 

Cameroonians. In as much as child survival was heightened, this study reveals a picture 

of an ill-intentioned, poorly conceived, makeshift and self-serving child welfare system at 

the service of the colonial imperative. 

Keywords: Colonialism, infant mortality, child welfare, Southern Cameroons  

 

Introduction 

The provision of health services was an accompanying feature of European 

colonialism considering that ill health was a threat to the exploitative colonial agenda. It 

was in this light that disease control and public and private health programs were 
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developed in Africa and elsewhere by colonial powers.180 As a hallmark of colonialism, 

preventive healthcare was intended to ease colonialism by ensuring that both Europeans 

(in their various categories: administrators, troops, missionaries and exploiters) and 

Africans (mostly labourers and rarely the general population) were medically fit for 

colonial tasks. This required that particular attention be accorded to the welfare of children 

through public health measures. Across colonial Africa, there were initiatives to roll back 

infant mortality by developing child welfare services.181 Hinged on colonial exigencies, 

child welfare programs expanded in Africa in the context of a threatened population. In 

British possessions, the prevalence of disease and poor social conditions amounted to an 

embarrassingly high infant mortality; a situation that was detrimental to the colonial 

project. Developing child health and welfare programs to ensure the survival of children 

thus became imperative, and the colonial medical services in the colonies went to work. 

Back in Britain child welfare had already been associated with the training of the medical 

staff destined for the colonial medical service. Some of them had to undertake a specialist 

course on child health in the London and Liverpool Schools of Tropical Medicine before 

deployment to the colonies.182 

In Southern Cameroons where child health problems loomed large, with huge 

impacts on population growth and labour availability, infant welfare was quickly built into 

the colonially-motivated healthcare system, which was a mere exportation from 

neighboring Nigeria. The colonial medical service which was styled as the Department of 

Medical and Sanitary Services, under the headship of a Senior Medical Officer (later 

renamed as Principal Medical Officer), was charged with overseeing and supervising the 

child health services that were provided by government, Christian mission agencies and 

Native Administrations. The engagement of the trio in the sector largely took the form of 

opening and running maternity centres and the creation of special wards for children in 

hospitals and dispensaries. These child health services thus resulted in the surveillance of 

children in the territory by expatriate workers who were consistently assisted by locally 

trained staff in subordinate roles. In the 1920s, the Senior Medical Officer made an 

observation linking child health and colonialism. He described infant mortality as the loss 

of would-be generations of labour.183 This is indicative that child welfare programs in 

Southern Cameroons were informed by the colonial imperative, which, I believe, should 

serve as an analytical base for this study. 

Interestingly, several important histories of colonial medicine have provided 

analytical foundations to this study. Scholars such as Michael Gelfand and Ransford wrote 

positively about colonial medicine, presenting it as a voluntary gift that improved the 
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health of Africans.184 The 1980s witnessed a scholarly shift when colonial medical 

histories criticizing Western medicine in Africa appeared. These critics (Thomas 

Mckeown, David Baronov, Jonathan Roberts, and Olumwullah Osaak) are unanimous in 

associating the motivations of colonial medicine with the exploitative colonial 

enterprise.185 These laudatory and anti-laudatory conflicting academic positions which 

informed analyses on child welfare programs marginalized the complex encounters 

between Europeans (administrators, medics, and missionaries) and Africans (chiefs, 

dispensers, nurses and peasant men and women).   The negotiated process which was a 

hallmark of child welfare programs was either ignored or missed. Studies appearing from 

the late 1990s are filling this gap by tilting attention to such marginalized encounters and 

ensuing negotiations.186 These histories represent a new (but minority) scholarly trend as 

they underline the complex negotiations that marked the colonial child welfare sector. This 

paper cues from these studies to contribute to the academic debate by situating infant 

welfare in Southern Cameroons in the broader discourse of maternal and infant welfare.  

Subscribing to the new trend, the paper documents the complex negotiations and 

interactions between colonizers, colonial subjects, and local intermediaries that 

characterized efforts to address the welfare of children.  

Regarding Southern Cameroons so far, child welfare has been swept away into the 

march of mainstream colonial medical history. Existing scholarship reveals that too much 

generalization in colonial medicine histories has veiled and obscured some events that had 

an equally great impact in the history of medicine in Southern Cameroons. Child health in 

colonial Southern Cameroons remains one of such marginalized and overlooked areas of 

Cameroon’s medical history. This paucity of child welfare history in Southern Cameroons 

contrasts with the abundance of colonial medical studies. Without doubt and as already 

established, existing scholarship serves as a lens for analyzing the intentions, nature, 

complex interactions and travails of child welfare in Southern Cameroons.  

This paper looks at the story of child welfare initiatives in Southern Cameroons. It 

focuses on the underlying motives, encounters, and changing direction of child welfare 

and to discuss its service to the agendas and interests at play in Southern Cameroons – 

initially one small part of the German Protectorate called Cameroon from 1884 to the 

World War One era. The territory became part of British Cameroons as a mandate of the 
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League of Nations (and later the United Nations) under British administration until 

independence in 1961. British Cameroons was broken up into Northern and Southern 

Cameroons and both were administratively attached to Nigeria. In Southern Cameroons, 

interventions in child welfare began in the 1920s, taking shape as British colonial rule 

coursed. Through child welfare programs, European colonial agents considered 

themselves entitled, by their expertise and in the name of their civilizing mission, to 

interfere with the private child welfare world of the various ethnic communities in 

Southern Cameroons. It was a world where women conceived and gave birth to children; 

babies were bathed, clothed, and fed to ensure their survival. Hence, it is the history of this 

development of colonial infant survival as a product of encounters, negotiations, 

hybridization of the ideas and interests of Southern Cameroonians and Europeans that is 

examined. It opens up with the underlying motives for the focus on child welfare before 

going on to discuss the aura of actors who were pushed by their separate agendas to 

negotiate and engage in child welfare interventions. This will be followed by an analytical 

discourse on the child welfare programs that were developed by the participating actors. 

A final section will deal with the challenges of infant survival efforts.  

 

Rationale for Infant Welfare Services 

To understand the rationale for infant welfare services in Southern Cameroons 

adequately requires an analytical framework informed by the academic debate on the 

intentions of colonial medicine in Africa. The reasons why infant health services were 

developed and expanded in Southern Cameroons were necessarily diverse. The British 

Colonial healthcare system accorded significant attention to the welfare of infants with a 

view to ensuring survival. There was indeed an emphasis on children’s welfare which 

amounted to the establishment of Maternity Centres where antenatal and post-natal 

preventive measures were undertaken. The Maternity Centre was understood as a 

preventive healthcare facility for small children and their mothers. The medical doctors 

who manned the medical service in Southern Cameroons presented infant health services 

as an effort to improve the health of children and general well-being. This view enjoys 

support in some colonial medicine literature, especially by those who celebrate colonial 

medicine, presenting it as effective and beneficial to Africans. In his Tropical Victory, 

Gelfand holds a popular image of Western biomedicine in Africa, seeing it as a voluntary 

gift that improved the health of Africans.187  No wonder colonial medical reports on 

Southern Cameroons present infant welfare services as a successful response to alarming 

infant mortality, with no hidden agendas.  

Such a heroic image of Western biomedicine in Africa, as earlier emphasized, has 

been criticized and associated with baseless euro-centrism by scholars such as McKeown, 

Olumwullah Osaka, Baronov, Prins, Curtin, and Echenbeng. These critics are unanimous 

in associating the motivations of colonial medicine with the exploitative colonial 

enterprise.  Across Southern Cameroons, the high mortality among children was a cause 

for concern for the colonial administration which had interpreted it as an obstacle to the 
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colonial project. The undeclared fear was that the high death rate among children could 

lead to a drop in population. This could have had a negative bearing on the availability of 

labourers for the execution of various colonial projects. The British medical staff attributed 

these deaths to preventable diseases such as malaria, small pox, and to poor childcare 

habits. As a central part of government’s strategy to swell the workforce in Southern 

Cameroons, maternal and infant care became more highly medicalized than any other 

component of health and healing in the territory. This coincided with the international 

crusade for the promotion of child welfare. In 1924, the Geneva Declaration urged Western 

nations to invest in the welfare of children in their possessions the world over. The 

declaration caused Western colonial powers in Africa to pay more attention to the welfare 

of children. This yielded the International Conference on African Children held in Geneva 

in 1931188 at a time when infant mortality in Southern Cameroons had reached alarming 

proportions. This focus on the welfare of African children during the heydays of 

colonialism, despite mounting international interest on children’s wellbeing, is further 

evidence that infant survival programs were informed by exploitative colonial agendas.  

 With the fear that poor child health could result in population reduction with 

injurious outcomes on the colonial agenda, the British colonial administration, in 

collaboration with missions and NAs resolved to bring expectant mothers, new born babies 

and small children at the centre of their medical services. As an infant care provider, the 

British colonial government can be accused of lacking a genuine sympathy for sick and 

vulnerable children and a wish to relieve their suffering. Hence the decisive argument for 

improving the infants’ health, though publicly declared by British colonial officials as a 

natural increase in attention to children’s plight, was not for the good of Southern 

Cameroons, but the economic and political interests of the colonial power.  

On humanitarian and holistic missionization grounds, missionary medicine was 

promoted in Southern Cameroons, with preventive and curative approaches to child 

healthcare. In their medical reports, missionary medics underlined their commitment and 

sensitivity to the high incidence of infant mortality in the territory. They understood their 

interventions in child welfare as a mechanism to win Christian converts and to present 

Christianity as an enhancer of the wellbeing of Southern Cameroonians.189 This dual 

humanitarian and religious agenda was central to the training and engagement of midwives 

and nurses whose role it was to man the maternity centres that were opened and operated 

by mission agencies. To the missionary agendas should be added the interests of the local 

population: men, women, traditional rulers, trained nurses and dispensers. In such a 

complex context of colonial child welfare programs, the local population sought to attain 

more survival chances for children, while ensuring the sustenance of existing indigenous 

child welfare services.  

 Yet, however multifarious these motivations were, certain common themes can be 

identified as informing the decision of colonial agents to focus on infant welfare. 

Obviously, as already shown, some of the reasons were economic (ensuring future 
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availability of labour through improved infant health); some humanitarian (especially 

Christian missionaries who saw the reduction of child mortality as their responsibility); 

some were religious (easing conversion to Christianity); and all were colonially 

determined (in its exploitative, civilizing and racial superiority perspectives). In aggregate, 

the provision of child welfare services was underpinned by the colonial circumstances of 

the period in which they were developed. As such, the rationale for the promotion of child 

care yields the thinking that it was a medical response marred by tensions between 

increased attention and novel endeavours to contain disease and roll back mortality among 

children on the one hand, and the need to ease the attainment of masked colonial agendas 

on the other. This thinking, informed by the already highlighted triumphalist and non-

laudatory currents of the colonial medicine academic debate, should gain credence when 

the actors, nature, priorities, and challenges of infant welfare in Southern Cameroons are 

analyzed.  

Actors in the Colonial Infant Survival Interventions 

With a rationale underpinned by a complex web of intertwining agendas, the 

reduction of infant mortality in Southern Cameroons required rigorous efforts that 

involved an aura of actors: colonial government, mission agencies, Native Administration, 

nurses, teachers, dispensers, and the male and female peasants. But the key actors in the 

child welfare sector were the colonial government, mission agencies and Native 

Administration. The engagement of the trio in the development of child welfare was a 

negotiated process, initially motivated by the realization that the alarming infant mortality 

which had been neglected by the Germans was an impediment to their agendas. The British 

government portrayed itself as committed to enhancing the wellbeing of the Southern 

Cameroons population in accordance with Article 2 of the Mandate Agreement.190 The 

missions whose presence in Southern Cameroons came only after World War One (with 

the exception of the Basel Mission) following Britain’s recourse to the policy of 

terminating the work of German missions saw intervention in child survival as a catalyst 

for conversion to Christianity. The Native Administrations headed by traditional rulers 

involved in child welfare within the blueprint of the indirect rule policy.191 As local 

government representatives, traditional rulers raised funds with which they promoted 

socio-economic development, including child welfare. These chiefs interacted with 

government and missions in the development of child welfare programs.  

 The three actors were charged with the implementation of child welfare programs 

which involved the training and recruitment of staff, construction of the necessary 

infrastructure, and ensuring that the staff and services were at the service of the population. 

In medical schools in Britain, Nigeria and Southern Cameroons, prospective child health 

medical staff (health sisters, midwives, community nurses, and dispensers) took courses 

on how to roll back maternal ignorance of infant care, hygiene, and feeding, which 

                                                   
190 The Mandate Agreement in its article 2 made Britain responsible for the promotion to the utmost of the 

material and moral well-being and the social progress of Southern Cameroonians. For more on this subject, 

read N. Rubin, Cameroon: An African Federation (London, Pall Mall Press, 1971), pp. 199-203. 
191 Indirect rule was a British colonial administrative policy through which Africans were constituted into 

local administrations and administered through their chiefs.  
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according to the colonial medical doctors were responsible for infant mortality. The white 

medical officers were supplemented by local recruits. The 1924 Geneva Declaration and 

1931 International Conference on African Children in which Britain participated raised 

concerns about infant welfare. This together with Britain’s interests resulted in efforts to 

end what was wrongly described as inadequacies in indigenous mothering and child 

rearing. Resulting from these child welfare inadequacies which accrued from surveys 

conducted in the 1920s was government commitment to turn the situation around in 

partnership with missions, traditional rulers, and local population. Thus, rolling back 

maternal and child rearing ignorance became a hallmark of child welfare programs that 

were developed. No doubt, the centrality of the child welfare interventions rested on 

baseless and culturally ignorant assumptions which portrayed Southern Cameroonian 

women as failing in the duty of child care.192 

Building on such flawed assumptions, the British reached the conclusion that the 

development of child welfare would take the form of infant welfare centers with the task 

of providing knowledge and advice to mothers on infant care. This required collaboration 

between the medical department, mission agencies, Native Administration, and the 

education department as infant welfare workers and hospital nurses had to visit schools 

and teach pupils about hygiene and child care. This was the context in which infant 

survival interventions were launched in the 1930s. It was to involve a plurality of actors 

and varying agendas which eventually accorded credence to the view that the development 

of child welfare services in Southern Cameroons was a negotiated process between 

colonial administrators, missionaries, medical officers, nurses, traditional rulers, and 

African dispensers. What follows is an attempt to examine the plethora of child welfare 

services, showing how they were shaped by encounters and negotiations between 

Europeans and Southern Cameroonians.  

Infant Survival Interventions 

Child welfare programs in Southern Cameroons spanned from the 1930s to 1961, 

and involved the establishment of maternities (child welfare centers), deployment of 

personnel, and organization of tours. These interventions which were intended to address 

infant mortality by rolling back what was ignorantly or arrogantly referred to as “mother 

ignorance” were the negotiated and collaborative efforts of government, missions, and 

Native Administration. Surmounting mother ignorance as a leeway to checking infant 

mortality resulted in a child welfare policy that privileged infant care, feeding and hygiene.  

 The implementation of the infant welfare policy began in 1934 with the opening 

of an infant welfare center at Victoria by some European women resident in the town. This 

was purely a private initiative.193  Expectedly the efforts of these European women most 

of whom were wives to colonial administrators ended without any meaningful infant 

                                                   
192 It was noted in the introduction to this paper that Southern Cameroonians were not ignorant of proper 
ideas and practices of infant care. Before the introduction of Western child care methods, Southern 

Cameroons was a world where women conceived and gave birth to children; babies were bathed, clothed, 

and fed to ensure their survival. 
193L. A. Forkusam, ‘The Evolution of health services in the Southern Cameroons under British 

Administration:1916-1945’, DES Dissertation in History (University of Yaounde, 1978), p. 37. 
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welfare service provision. Justifying its reluctance to invest in child welfare services, the 

government medical staff argued that “such services would not be beneficial to the women 

folk who were so tied to their traditional system of child care that they rejected all foreign 

interference.”194 Government medical staff thus retired into simply providing advice to 

expectant mothers who by chance showed up in government hospitals in Bamenda, 

Mamfe, Kumba and Victoria. Accruing from this reticence was heightening infant 

mortality which could not allow missions and NAs indifferent. Consequently, Christian 

missions and NAs took upon themselves to promote infant welfare in the territory by 

establishing and operating maternity homes. 

 Missions’ involvement in child welfare services came only in 1935 when Catholic 

sisters established a maternity home at Shisong in Nso. The Shisong centre whose 

management was headed by Reverend Sister Camilla maintained high standards of 

cleanliness and organization. The maternity staff conducted prenatal, delivery and post-

natal interventions and regularly advised women on good children feeding habits. In 1939 

for instance, a total of 220 deliveries were recorded from a total of 240 expectant mothers 

who visited the facility.195 In an effort to beef up its services, the Shisong Maternity Centre 

engaged in the training of midwives who were engaged by the Catholic Mission and other 

providers of infant welfare services upon graduation. This training began in 1952 when a 

female medical doctor and two expatriate nurses were added to the staff of the child 

welfare facility. After visiting the facility in 1952, the Inspector General of Medical 

Services Dr. S. L. A. Manuwa, appreciated the work of the Catholic staff, observing that 

“Deliveries last year were 495, with no maternal death and are expected to exceed the 500 

mark this year.”196   

 In the dying years of British administration, the Catholics established another 

maternity center at Njinikom which had an orphanage section. The orphanage at Njinikom 

which accommodated forty infants in 1960 offered child welfare services which included 

the prevention of obstetric complications and malnutrition. Sadly fifty percent of these 

children died of an epidemic due to the absence of prompt preventive care.197 In Soppo 

and Fiango where the Catholics also operated maternity centres, preventive medical 

services were offered to children and expectant mothers. In these centres, much attention 

was given to infant nutrition which, according to the Health Sisters, was central to the 

wellbeing of children. They also made available ante-natal services to expectant mothers, 

ensuring that the baby’s growth in the womb went well. But the high rate of apathy which 

was registered among the Bakweri and Bafaw indigenous population acted as a hindrance 

to the success of infant welfare services.198 

 Protestant missions, notably the Basel and Baptist missions also operated a few 

maternity homes. Regarding the Basel Mission, its maternity centres were located in 

                                                   
194 Ibid., p. 38. 
195T. Nehtegha, ‘Health Services in Bamenda Division’, DIPES II Dissertation in History (HTTC Bambili, 
2014), p. 70. 
196 NAB, File No. Sc/a(1955),1, Inspection Notes by Inspector General of Medical Services. 
197 Ibid. 
198 NAB, File No. B99, Annual Medical Report for Southern Cameroons, 1954, p. 22. 
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Nyassoso and Bafut, with a total of eight beds. On their part, the Baptists had maternity 

centres at Belo and Mbem. Just like the Baptist ones, their maternities had very few beds 

and offered only minimum ante and post-natal services.199 In total therefore, Christian 

missions operated nine maternity centres across Southern Cameroons. The territory’s 1954 

annual medical report resumed the infant welfare services of Christian missions in these 

words: 

The Christian missions were active in the field. Maternity centres were 

conducted by the Cameroons Baptist Mission at Banso (15), Belo (4), 

Mbem (4); by the Roman Catholic Mission at Shisong (12), Soppo (12), 

Njinikom (4), Fiango (4); by the Basel Mission at Nyassoso (4), Bafut (4). 

The figures in brackets indicate the number of beds. The busiest of these 

was Shisong (439) Banso (399) Njinikom (212) Soppo (149). The figures 

in brackets indicate the number of deliveries in the nine months ending on 

31. 12. 54. At Shisong there were 15 Grade II Midwives in training.200 

This excerpt from an annual medical report is indicative of government’s recognition of 

the role missions played in child welfare.  

 Initially, as earlier stressed, neither the colonial government nor NAs appeared 

very interested in child welfare. But from 1942 onwards, NAs began to sponsor the 

training of midwives in Nigerian medical institutions in preparation for engagement in the 

provision of child welfare services.201 This shift in health policy by NAs came on the heels 

of heightening infant mortality from diseases that could be prevented. But this initiative 

did not immediately transition into the establishment of NA maternity centres due to the 

lack of funds and discouragement from the government. The fear of the government was 

that the supervision of NA maternities was likely going to be a difficult task. But such 

reluctance did not discourage NAs from remaining consistent in their request for 

authorization from government to be associated with the child welfare sector. 

Acknowledging this lobby for the creation of NA maternities, the annual report on the 

Cameroons to the Trusteeship Council for 1947 noted, inter-alia, that; 

There is an ever-increasing demand for the establishment of maternity 

homes and ante-natal clinics, but such a demand has to be watched with 

care owing to lack of supervision. There is also a great demand for the 

personal attention of doctors and midwives at child birth, but the lack of 

accommodation in the institutions and the small staff available precludes 

the development of this very important work.202 

 By 1947, as the above citation reveals, missions were the only providers of infant 

welfare services in the territory, with government showing little or no concern in the 

sector. Under the weight of pressure from NAs, the government resolved to open up a bit. 

                                                   
199 Ibid., p. 23. 
200 Ibid., p. 23. 
201 Forkusam, ‘The Evolution of Health Services’, p. 38. 
202 NAB, File No. AB78, Report on the Cameroons under United Kingdom Trusteeship to the Trusteeship 

Council, 1947, pp. 86-87. 
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In 1947, the medical staff in government hospitals and NA dispensaries were permitted to 

open in their facilities child welfare centres if and only there was space and funds.203 This 

resulted in the availability of medical services for children in the government hospitals and 

some NA dispensaries. This factoring of infant welfare into curative healthcare at hospitals 

and dispensaries was problematic, given that it gave attention to treating diseases instead 

of their prevention. The curative services that were offered in these facilities were 

unimaginably inadequate, and in most of these hospitals, there were no midwives to advice 

mothers on proper childcare, feeding and hygiene.  

 For the time being, government remained glued to its policy of providing infant 

welfare services in its hospitals. But other measures were taken to encourage mothers to 

take proper care of their children. The most noticeable of these measures was the holding 

of baby shows in divisional headquarters. In Bamenda and Banso for instance, Baby 

Shows were held in 1953, at which there were 106 and 150 infants who were presented 

respectively.204 During the shows, there were awards to the best children of various ages 

as well as prizes for regular attendance at infant welfare clinics.205 Extra points were given 

to clean, healthy, and vaccinated children. Lobbies for more attention to child welfare 

caused government to institute a mobile Maternity and Child Welfare Unit in the Victoria 

Division. It was through this mobile unit that prenatal and maternity services were offered 

to expectant mothers and children in areas of population concentration in the division. 

Mothers took their children to the mobile child welfare staff, for routine investigation 

during which they were weighed each time and treated for minor diseases diagnosed. They 

were also educated on better methods of feeding and general management including 

toileting.206 

 Indeed, the mobile unit which was under the charge of a European Health Sister 

was efficient and consisted of one government midwife and five Native Administration 

Community Nurses. The unit toured the villages in the Victoria Division and operated on 

occasional basis centres in places such as Tiko, Muyuka, Buea, Muea, Bakingile, Ekona, 

Lysoka and Modeka. In 1954, child welfare statistics for the Victoria Division were 

encouraging as there were 4850 attendances and 825 home visits.207 

 In government hospitals, the attendance of children increased, especially in the 

Victoria Hospital which had qualified midwives and a paediatrician. In 1955 for instance, 

the Victoria Division registered an admirable attendance rate of 728 new patients, 3,983 

attendances at the antenatal clinics, 226 new patients, and 3,083 attendances at the child 

welfare clinics.208    Across the territory as already pointed out, each government hospital 

                                                   
203 Ibid., p. 87. 
204 NAB, File No. AB79, Report on the Cameroons under United Kingdom Trusteeship to the Trusteeship 

Council, 1953, p. 79. 
205 Ibid. 

206M. F. Mokake, ‘Public Health and Public management in British Southern Cameroons, 1922-1961: The 

case of Victoria Division’, MA Dissertation in History (University of Buea, 2011), p. 60. 
207NAB, File No. B99/Vol 3, Annual Medical Report, 1954. 

208 NAB, File No. Sc (1955) 1, Annual Report-Medical Department (Southern Cameroons), 1955/56, p.20.  
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reserved a certain number of beds for maternity cases. Child welfare clinics were 

conducted once a week in each government hospital. In these clinics, children were 

routinely checked and weighed. For the year 1960, maternity units in government hospitals 

across Southern Cameroons registered 46,933 attendances and 3,083 deliveries. But 

government child welfare services were concentrated in divisional headquarters which 

hosted its hospitals. This left expectant mothers and children in localities far-off from 

towns such as Bamenda, Kumba, Mamfe, and Victoria in a dire health situation. 

 It was only in the 1950s that NAs were permitted to establish and operate maternity 

centres. The rule was that such NA centres had to be subjected to supervision by 

government medical officers as was the case with their dispensaries. In 1954, two NA 

maternity centres were already in operation in two NAs (one at Ndop in Bamenda Division 

and the other at Wum in the Wum Division). In that year, these two dispensaries that were 

the first to be operated by NAs registered 229 deliveries and 1477 ante-natal cases.209 As 

the years passed, other NA maternity centres opened in the territory, though under tough 

conditions. The Bali Native Authority operated a maternity centre and was unable to afford 

the services of a midwife. This caused the Medical Officer for the Bamenda Division to 

close the maternity centre in 1957.  

 Irrespective of these difficulties, especially the acute lack of midwives and 

government reluctance, NA maternity centres increased to seventeen by 1961 when the 

British left the territory. The annual medical report of Southern Cameroons for 1961 

lamented about the deficient child care services offered by most of the NA maternity 

centres.210 The only efficient NA maternity centres, as per the Director of Medical 

Services, were those of Ndop, Bali (which had been reopened), Victoria, Tiko and Buea.  

 Bamenda Division had the highest number of NA maternity centres while Mamfe 

Division had only one NA maternity centre at Wedikum which did not record ante-natal 

and delivery cases in 1961. This may be indicative of the apathy of the people or the 

grossly ill-equipped and ill-staffed nature of the centres. Curiously, infant mortality from 

preventable illnesses was highest in Mamfe Division. In fact, the dilemmas in the Mamfe 

Division can be built upon to represent an overall picture of the deficient nature of NA 

maternity and child welfare services. Most of the centres functioned without midwives and 

were too poor financially to engage the services of midwives as well as to finance the tours 

of visiting government medical staff. These visits were also scarce, with some NA 

maternity centres going for more than a year without being visited. Consequently, some 

NAs engaged the services of dressers and dispensers in the maternity centres. This was 

pathetic given that these dressers and dispensers had no knowledge on childbirth and 

childcare and were of little or no service to would-be mothers and children. Generally, 

child welfare services that came in the form of maternity homes, maternity wards in 

government hospital and mobile childcare units encountered numerous difficulties. 

Difficulties 
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The efficient functioning of child welfare services was limited by the absence of 

adequate supervision from qualified European nurses or doctors. This was due to transport 

problems which made it tortuous for medical doctors stationed in the divisional 

headquarters to pay regular visits to infant welfare centers. In 1954, the Medical Officer 

for the Bamenda Division raised this problem when he informed the Principal Medical 

Officer that the vital infant welfare service in his division had no adequate professional 

supervision.211 The work was abandoned in the hands of locally-trained indigenous staff 

and traditional rulers who relied on limited knowledge to address issues pertaining to child 

care, hygiene and nutrition. Evidently, rural communities in Southern Cameroons 

depended on child welfare programs made available to them by indigenous welfare 

workers engaged by government and NAs. Writing on this subject in 1959, barely two 

years to the termination of British administration, the Director of Medical Services, Dr. G. 

G. Dibue, revealed that NA medical services had far outpaced the recruitment of 

Professional and Technical Staff to supervise them.212 

Transport problems did not only stall the supervision of child welfare centers as 

attendances in such centres were equally affected. It was extremely difficult for pregnant 

women and mothers to tortuously trek from distant localities to the maternity centres. In 

terms of reach and coverage therefore, the centres’ balance sheet was not admirable. 

Indeed the staff of the centres was faced with the inability to prevent diseases that were 

common among children in the area. The annual medical report of Southern Cameroons 

for 1960 noted the increase in child mortality due to the inability of maternity centres to 

address a dysentery epidemic.213 

 Inadequacies in staff and equipment also had a negative bearing on the efficacy of 

child welfare interventions. The welfare workers that were trained and engaged by the 

intervening institutions were hardly sufficient. This explains why it was only in the 

Victoria Division that an efficient Child Welfare Mobile Unit existed. Rural localities in 

the rest of the divisions lacked such units, with child welfare left in the hands of a few 

native workers who interacted directly with their mothers, sisters and children. There was 

the overworking of the few welfare workers that were engaged by the government, NAs, 

and missions. Indeed, there was lack of personnel with a consequent pressure upon those 

who were in post. This lack of health personnel negatively affected the healthcare system 

in multiple ways. It is probable that the actions of these indigenous welfare workers shaped 

the encounter between traditional child welfare and the Western version. But the work of 

these welfare workers was stalled by deficiencies in infrastructure and equipment. Caused 

by limited resources and no real commitment, inadequate welfare facilities resulted in low 

quality care services for children. This was worsened by inequities in the distribution of 

child welfare facilities between urban and rural communities.  

 Another obstructing element on the path of child welfare in Southern Cameroons 

was indigenous indolence. The promotion of child welfare along Western lines was 
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preceded by an established traditional blueprint for the welfare of children. It consisted of 

antenatal and postnatal approaches to child care, hygiene, and nutrition, with the intent of 

limiting mortality. The encounter between both approaches, though negotiated between 

Europeans and Southern Cameroonians, met with indigenous reticence. This hinged on 

the fact that European actors in the sector failed to understand child welfare as a socio-

cultural event, which could not be successful without being tied to the local context. 

Traditional Midwives who had been intervening in child care were not associated with 

colonial interventions. This was either a product of colonial arrogance or insufficient 

knowledge of the local culture. The lack of trust expressed by the local population ensued 

from this European attitude, with a negative imprint on child welfare.  

 Some remarks on childcare in the 1955 medical report concurred with the 

persistent indigenous indolence, revealing that “Apathy was most noticeable among the 

indigenous Bakweris.”214 Such apathy always found expression in child welfare clinics, 

domiciliary visits, and mothercraft sessions. Some mothers, by their lack of trust and 

continued attachment to traditional child welfare, boycotted the colonial child care 

facilities. Continuous reliance on traditional midwives, whom their European welfare 

workers ignorantly described as “unqualified”, was common across the territory. This in 

part explains why child care services were initially not well-perceived and trusted by 

community members. This produced tensions between young welfare workers and older 

mothers. But some women, especially in the major towns such as Bamenda, Buea, 

Victoria, Mamfe, and Kumba, trusted the colonial child welfare and fully participated in 

the various schemes even though they were not sufficiently funded to offer state-of-the-

art care. This trust heightened over time and circumstances as improved care, hygiene, and 

nutrition amounted to declining deaths among children. 

 In aggregate, colonial child welfare in Southern Cameroons faced problems that 

limited its attainments. Welfare programs, as noted already, were implemented in a context 

of conflicting agendas, deficient facilities, professionally inadequate staff, and colonial 

arrogance and cultural ignorance. As such the improved standard of childcare that was 

expected to be introduced via the colonial childcare policy was met only in a meagre way. 

The colonial and missionary medical personnel concentrated their activities in the main 

towns, while abandoning medical work among children in the rural areas to NAs. On the 

whole, inadequacies in staff and equipment as well as indigenous people’s apathy and 

inequitable distribution of child care facilities were features that ruined the improvement 

of childcare in Southern Cameroons. So while infant mortality dropped among children 

who were privileged to benefit from such services in major towns, the death toll among 

the unfortunate ones in rural communities whose mothers lived far away from the 

children’s health facility remained a cause for concern.  

Conclusion 

Scholars have noted the colonial intervention in child welfare and survival in 

Africa. Some see it as intended for Africans, lauding its efficacy and outcomes. For others, 

it had a colonial imperative and was embarrassingly deficient, with little benefits accruing 
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to local people. A recent current, while upholding that child welfare hinged on a colonial 

imperative, adds that the interventions and outcomes were products of encounters and 

negotiations between European and African child welfare actors. This paper has built on 

the colonial imperative and negotiated perspective of colonial medicine to examine the 

development of colonial infant welfare in Southern Cameroons, concluding that its 

dynamics and travails hinged on encounters, negotiations, and hybridization of the ideas 

and interests of European and indigenous actors in the sector. The encounter and ensuing 

negotiations are understood in the light of the underlying motives of the aura of actors that 

engaged in child welfare interventions. Hence, what is usually considered as Western child 

welfare in Southern Cameroons is nothing but a hybrid of Western and indigenous child 

welfare cultures which ensued from complex interactions between indigenous peoples and 

colonizers. Though child welfare programs were negotiated and beneficial to the welfare 

of children and to its European propagators, this study reveals a picture of an ill-

intentioned, poorly conceived, makeshift and self-serving child healthcare system at the 

service of the colonial imperative. 
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