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Introduction
“If ever a disease was invented to take the conceit out of man, that disease was cholera.”!

-Dr. R.L. Rea, Chicago, 1867

Imagine living in a crowded boardinghouse in London or New York in 1848, surrounded
by people in cramped conditions, with little notion of modern conveniences. It is summer, and
there is barely room to breathe the muggy air. Like so many others before you, you awake to
find your mother, father, or sibling wracked by violent spasms and seized by uncontrollable
vomiting and diarrhea. Within hours, others have taken ill; there is nothing you can do but try to
keep your loved ones comfortable as you wait for the inevitable— your own awareness of
succumbing to cholera.

In Britain and the United States, the cholera epidemic of 1848-9 struck with terrible
force, with little progress made by health authorities. One American physician declared, “The
causes of Cholera have been the occasion of untold embarrassment to the profession, the world
over... And still we are in the dark, and for aught I can see to the contrary, we are likely to

»2 There was little reason to believe that health authorities in either

remain as we have been.
country would be successful in preventing or containing the disease. By 1866, however,

physicians and authorities began to proclaim the effectiveness of public health measures, and in a

few decades, cholera was no longer a problem in the developed world. The scientific

'R. L. Rea, “Contagion of Cholera,” Chicago Medical Journal 24 (1867): 355, in Google Books.

2 Thomas Duche Mitchell, Lecture on epidemic cholera: delivered in the hall of the Philadelphia College of
Medicine, in May, 1849, at the request of the medical class (Philadelphia: Craig & Young, 1849), 4, in Cholera
Online, http://www.nlm.nih.gov/exhibition/cholera/.
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developments that occurred during this time cannot alone explain this success: something else
had to be responsible for this change.

This thesis examines what occurred between 1848 and 1866 in Britain and America to
improve cholera prophylaxis, highlighting that essentially the same factors contributed to both
countries’ success by 1866. Greater consensus, both in the medical profession and between
physicians and public health authorities, the use of effective sanitary infrastructure, and the
implementation of new techniques such as disinfection led to cholera prophylaxis that was
apparently significantly more effective between 1848 and 1866 in Britain and the United States.
Despite differing circumstances between the countries, the basic lesson was the same: conflicts
with other physicians, lay authorities, and non-allopathic physicians hampered public health
efforts in 1848, while a more cooperative profession produced better results. Along with new
scientific theories that prompted more effective techniques and the development of infrastructure
necessary for implementation, better relationships between medicine and public health allowed
efforts at cholera prophylaxis to function more effectively.

2% 46

Throughout this thesis, I use the terms “cooperatifie, consensus,” and “united” to
describe the state of the medical fields in Britain and American in 1866. By this, I do not mean
to claim that physicians were by any means entirely united, as this was certainly not the case.
What I mean to suggest is that they focused their energy less on fighting (with each other,
alternative practitioners, and sanitary authorities) and more on supporting official public health
efforts. Health authorities also included physicians rather than antagonizing them, creating a
better relationship between medicine and public health. This greater cooperation, in addition to

infrastructure and the use of more effective sanitary techniques, made cholera prophylaxis

appreciably more successful between 1849 and 1866.
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In Britain in 1848, the head of the General Board of Health, Edwin Chadwick, angered
the medical community with his autocratic administration. Relying on the miasmatic theory, he
attempted to prevent cholera through sanitationism (essentially nuisance removal and systems of
sewage), but lacked the necessary support. Although qublic health infrastructure existed, power
struggles within the medical community and between:physicians and Chadwick limited the
effectiveness of the Board of Health’s prophylactic measures. Between 1854 and 1866, the ideas
of John Snow and Max Joseph von Pettenkofer shifted the field from miasmatism to
contagionism, ushering in an era of more effective teéhniques: neoquarantinism and modified
sanitationism, or disinfection. In 1866, John Simon, the new Medical Officer of Heélth, had a
much better relationship with physicians, who supported his administration. As a result, London
suffered a significant decline in mortality compared with previous epidemics.

The United States in 1848 lacked both an overarching body and national health policy.
Because of this, physicians and health authorities jockeyed for influence, leading to a diversity of
(often strongly held) opinions that limited cooperation. In addition, America lacked the
necessary infrastructure to undertake reforms in time to slow the epidemic. The 1848 epidemic
was thus a disorganized mess in which little was accomplished. By 1866, as in London, several
American cities began to embrace contagionism and utilize disinfection, developing the
infrastructure to implement it effectively. Less dissent in the medical community and between
physicians and public health proved to be a recipe for prophylactic success. In cities where these
factors did not exist, cholera proved as deadly as it had in 1849, illustrating the positive impact
of cooperation, infrastructure, and better technology.

While it is difficult to know exactly how successful such interventions were, a

combination of statistics from the period, primary accounts, and secondary sources establishes a
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certain degree of validity. Authorities were just starting to use statistics as a tool in public health
during the nineteenth century, so the exact numbers cannot be taken as absolutely true.
However, such measures, combined with contemporary perceptions of prophylactic measures,
offer a good sense of events. In addition, modern historians also offer their analyses of
effectiveness. That these three sources almost always agree suggests that they have at least
approximated what occurred. In this thesis, I have used the term “apparent success” because it
encompasses the necessary amount of ambiguity while maintaining that the combination of
primary and secondary sources is probably very close to, if not entirely, accurate.
American Historiography

No comparative history of the American and British cholera epidemics exists, but
historians have analyzed aspects of both epidemics independently. As such, the historiography
of American public health remains essentially separate from that of England. Charles Rosenberg
and John Duffy represent the primary voices in the sparsely—populated field. Rosenberg’s 1962
book The Cholera Years: The United States in 1832, 1849 and 1866 remains the standard book
about the history of cholera in America. He argues that cholera changed from a religious
problem in 1832 to a social problem in 1866, as public virtue became linked with public health.
In the process, reformers became concerned with physical bodies as well as immortal souls.
Physicians were generally ineffective, and the boards of health in various cities disappeared
when the worst of the threat went away. By 1866, reformers realized that only sanitary reform,
cleaning the streets and tenements, could prevent cholera.> Rosenberg ends on a positive note,
arguing that health reformers used the tools of civilization to deal with problems that

urbanization had created. While it provides a factually correct and encompassing narrative of the

3 Rosenberg, Charles, The Cholera Years: The United States in 1832, 1849, and 1866 (Chicago: University of
Chicago Press, 1962), 130.
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American epidemics, Rosenberg’s work is somewhat deterministic, as he sees public health as
inevitably increasing in scope and correctness becausé of technology.

Later American writers bring a more critical eye to the American story of cholera. John
Duffy expands upon Rosenberg’s ideas in his 1990 book The Sanitarians: A History of American
Public Health. In this book, he argues that the history of American public health was
characterized by crisis periods and times of general apathy. Americans tended to respond to
periodic epidemics but ignore sanitary and environmental concerns until they became pressing,
and sanitary reformers “went largely unheard” in periods without tangible threats.* Duffy argues
that public health measures established during the wofst of the epidemics were ultimately
fleeting, which he attributes to Jacksonian anti-government feeling, among other factors. He
sees the Civil War as the major impetus for sanitary réform, arguing that urbanization made
sanitary reform inevitable. This argument differs from Rosenberg’s in that he does not view
cholera as the main cause of sanitationism, but it is al;c,o deterministic. My analysis differs from
Rosenberg and Duffy’s in that it argues that effective prophylaxis was not inevitable. It resulted
from a specific set of circumstances: relative cohesion in the medical field, etiological theories
that produced effective results, and the infrastructure fo implement them. In addition, unlike
Duffy, I assert that American physicians were not apafhetic. Rather, especially in 1848, they
lacked the cooperation and infrastructure necessary td achieve their goals of sanitary reform.
British Scholarship

Early scholarship on British cholera tends to be less critical of its subject matter, offering
positive views of the public health movement without attempting to problematize it. While much

of this work has been replaced by more modern approaches, one influential article has shaped the

4 John Duffy, The Sanitarians: A History of American Public Health (Chicago: University of Urbana Press, 1990),
50. '
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debate for over fifty years. Edwin Ackerknecht’s 1948 article “Anti-contagionism between 1821
and 1867 looks at the differences between contagionists and anti-contagionists in Europe. One
of his most important arguments was that political systems affected public health: autocratic
states were more likely to have intrusive public health efforts, while liberal democracies did not
impose on their citizens to such a degree. Ackerknecht’s thesis has remained important, as
historians (until recently) trusted his intuitive conclusions about the role of political bent in
determining public health.

Historians throughout the 1970s and 1980s relied on Ackerknecht’s ideas while théy
produced more detailed and analytical studies of the epidemics. Such works show concern for
the social, political, and economic effects of cholera. While essentially narrative in structure,
they offer increasingly more detailed analyses of particular epidemics or themes. R.J. Morris’
1976 book Cholera 1832: The Social Response to an Epidemic is still one of the most widely
cited books in the field, probably more for its cohereﬂt storytelling and insightful analysis than a
particularly strong argument. Morris argues that cholera reveals much about the values, class
tensions, and priorities of British society because it caused considerable panic. In his discussion
of later epidemics, he paints Snow and Chadwick as heroes, an analysis widely challenged by
later historians. > Later books, including Michael Duréy’s 1979 work The Return of the Plague:
British Society in Cholera 1831-2, offer widely cited analyses of the social dimensions of
cholera. However, neither Morris nor Durey viewed cholera as having a great impact on public
health, a view challenged by at least one recent historian.’

Beginning in the late 1970s, historians began to examine Ackerknecht’s arguments, the

underpinning of the cholera debate. Margaret Pelling’s 1978 Cholera, Fever and English

SR Morris, Cholera 1832: The Social Response to an Epz‘demi‘c (New York: Holmes and Meier, 1976), 18.
8 Pamela Gilbert, Cholera and Nation: Doctoring the Social Body in Victorian England (Albany: SUNY Press,
2008), 8. ‘
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Medicine, 1825-1865 serves as an important book because she disagrees with Ackerknecht’s
thesis, concluding instead that political systems do ndt actually correlate with prophylactic
interventions. Concerned with the theories behind cholera etiology, her focus is not on
prophylaxis, but she introduces the idea that British physicians hated Chadwick for usurping
their medical authority, an important concept in my thesis. Pelling views cholera as “a
distraction rather than an impetus to reform,” an assertion which I argue against, although it is
not a major theme.” In the same vein, Peter Baldwin’s 1999 book Contagion and the State in
Europe, 1830-1930 compares public health responses‘ among European nations, addressing
whether political ideology in Europe determined the prophylactic policies implemented in the
nineteenth century. Baldwin engages with Ackerknecht’s article throughout the work, ultimately
concluding that his argument is intuitive but incorrect‘. Like Pelling’s ideas, Baldwin’s study is
intriguing because it argues that factors other than political ideology determine a country’s
prophylactic response to epidemics. He cites, for instance, “geoepidemiological location,” or the
“topography required to make certain preventive strategies work,” and administrative
infrastructure, which could explain Americans’ reliance on quarantines and lack of success in
1848.% This is influential in my thesis because it provides a basis for my argument that the
American story should not be dismissed as mere Jacksonian anti-government feeling.

In addition to examining Ackerknecht’s seminal work, recent scholarship has also used
the ideas of philosopher Michel Foucault and social theorists such as Mary Poovey. Christopher
Hamlin’s Public Health and Social Justice in the Age‘of Chadwick Britain, 1800-1854, published
in 1998, is one of the most important books in the current literature of cholera. In it, Hamlin

problematizes simplistic interpretations of the public health movement. He asserts that while

" Margaret Pelling, Cholera, Fever and English Medicine, 1825-1865 (Oxford: Oxford University Press, 1978), 6.
¥ Peter Baldwin, Contagion and the State in Europe, 1830-1930 (Cambridge: Cambridge University Press, 1999),
550 ‘
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Edwin Chadwick’s sanitary reforms are perceived today as examples of social justice, they
actually were a retreat from earlier and broader goals of social reform into politically neutral
topics. While the ideas of Foucault and the revisionists have played a major role in the debate in
recent years, my thesis does not address power relations to any great degree. Hamlin’s
arguments about the controlling nature of public health interventions are persuasive but do not
relate very much with medical ideas about prophylaxis.

More relevant to this thesis is Hamlin’s argument against the determinism he perceives in
the field. To Hamlin, progress is less an “ideal toward which all progressive public health is ever
tending,” and more a history of “the acquisition of poiitical rights” by different groups.9 He
argues that it is imperative to consider that the public health that developed was not inevitable, as
Chadwick and other leaders constantly made choices. If the “early Victorians invented one
public health among many,” and sanitationism as it occurred was not Chadwick’s only option, as
Hamlin asserts, the struggles over cholera prophylaxis become more interesting.'® Different
reformers, etiological theories, relationships in the medical community, or balances of power
could have caused this story to develop in a different way. Applying Hamlin’s ideas, my focus is
not merely on what actually proved effective and who “won” eventually, but what ideas gained
credence and how this affected the development of public health.

My Niche in the Research

While no comparative study of the cholera epidemics in Britain and America exists, a
general picture of the two fields separately exists in tﬁe secondary literature. Scholars suggest
that while the British established a bureaucracy that was able to promote sanitary reform

aggressively, the Americans were too apathetic or motivated by anti-government feeling to

? Christopher Hamlin, Public Health and Social Justice in the Age of Chadwick Britain, 1800-1854 (Cambridge:
Cambridge University Press, 1998), 2.
1 1bid, 12, 339.
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undertake the same goals.!! This is a misconception, and one of the most significant differences
in my work from the scholarship is the rebuttal of the argument that American physicians were
apathetic. Both Margaret Pelling and Peter Baldwin argue that differences in national political
systems do not account for differences in cholera prophlaxis, which Ackerknecht claimed:
political systems may correlate in some instances with the intrusiveness of public health, but are
not the cause of them. Baldwin’s argument that “such assumptions of a correspondence between
politics and prophylaxis do not, however, hold with much consistency” suggests that the
American public health system should be examined cfitically, instead of assuming that
Jacksonian anti-government politics necessarily directed health policy.'? An analysis of
American medical writers indicates that such an assuxhption is indeed flawed. My sources
roundly disagree with Duffy’s portrayal of Americans as apathetic towards health reform, as
- many favored government interventions. Although no national reforms were undertaken, many
physicians and public health authorities exhibited a definite concern about cholera and a desire to
implement intrusive measures to protect the public.

Another of the primary problems in the American field is determinism. Rosenberg and
Duffy both portray sanitary reform as inevitable, Rosénberg because of increasing knowledge
and Duffy because of urbanization. They do not consider that American public health could
have evolved in a different way, at a different time, or not at all. Aé Christopher Hamlin argues,
such an understanding “fails to acknowledge that conditions do not explain changes in social
thought or its institutions” and is much less interesting than an analysis that considers what might
have been.”® This thesis attempts to apply such a sophisticated perspective to the American field,

addressing the perspectives of the entire medical field, not just those whom later experience

1 Duffy, Sanitarians, 2, 138-9.
12 Baldwin, Contagion, 529.
 Hamlin, Public Health, 336.
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would prove correct. Rather than asserting that sanitationism was inevitable, it examines how
particular ideas of cholera prophylaxis became popular.

While not a major theme in the thesis, the sigrjljﬁcance of the cholera threat in influencing
public health measures is a noticeable difference frorﬁ the consensus in the secondary literature.
Many scholars downplay the effects of cholera, arguiJjng that reform resulted from other factors,
such as the Civil War and urbanization in the United étates.“ However, contemporary health
authorities viewed cholera as a stimulus for reform and the development of public health
infrastructure. It is legitimate to consider cholera at least part of the cause of sanitary reform
because contemporary medical authorities believed tﬁat it was, even though some historians
suggest that causation here cannot be proven.

In addition to engaging with other scholarshiﬁ, this study addresses areas previously
neglected in the field. While many historians have considered the scientific and theoretical
developments necessary to prevent cholera, the necesjsary conditions within the medical
community have not been explored. My argument about the importance of consensus among
health authorities is unique and helps to explain the significant difference in effectiveness
between 1848 and 1866. Partly because of the comparative study in which it originated, my
conclusion about consensus has broader applications about the nature of successful public health
interventions that go far beyond cholera. By analyzing what characterized an “effective”
response, this study helps to shed light on ways in which public health measures, historically and
currently, can possess the requisite tools for success.

This study is organized into two chapters: 1848 and 1866. When discussing Britain, my
focus is almost exclusively on London. For an appropriate comparison, I have chosen to focus

primarily on urban Northern cities in the United States, such as New York, Philadelphia, and

' Pelling, Durey, Morris, and Duffy all make this claim. It is challenged in Gilbert, Cholera and Nation, 8.
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Chicago, with a few exceptions. In order to narrow the focus, my sources include only texts
from the medical or public health community. These include medical journals, Board of Health
or Sanitary Committee reports, and pamphlets and bobks from physicians and health authorities.
Most British sources are Lancet articles; official publications by the administrations of Chadwick
and his successor, John Simon; and pamphlets from vja.rious physicians. In the United States,
medical journals in New York, Chicago, and Phﬂadeiphia, along with medical pamphlets, are the
greatest source of information. By 1866, with American health boards gaining strength, official
publications offer a detailed perspective from the health authorities themselves. These sources
allow insight into the official and medical views of cholera prophylaxis.

While circumstances obviously differed in Britain and the United States— socially,
politically, economically, and geographically— the end goal was the same. Both needed to
establish a system of cholera prophylaxis that authorities could consider effective in reducing the
mortality of the terrifying disease. Little headway océuned in 1848 in either country, for various
reasons: primarily, antagonistic relationships in Britain and a lack of organization in the United
States. This lack of cooperation limited the ability of ‘ authorities to implement functioning
methods of prophylaxis. Britain and the United Stateé thus suffered from variations of the same
problem; as a result, the path to success was the same. Physicians and public health authorities
needed to cooperate, expand infrastructure, and instittju:e new techniques for their prophylactic

methods to be effective in 1866.
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Chapter One

1848: The Return of Cholera

The cholera epidemic of 1832 terrified and embamassed the medical communities in
Britain and America, as it became clear that previousjstrategies for dealing with epidemic
diseases were not adequate to counter the new threat. Between 1832 and 1848, the two nations
diverged, with the development of public health infrastructure and authority under Edwin
Chadwick and the General Board of Health in Britaiﬁ but no similar developments on a large
scale in the United States. The second cholera epiden;ic serves as a valuable snapshot because
Britain and the United States chose to undertake Veryj different strategies in 1848, neither of
which was apparently very effective. Successful cholera prophylaxis requires a consensus in the
medical and public health community, theories and téchniques that possess explanatory power
and work with relative effectiveness, and the infrastructure to implement these ideas. This
chapter examines the reasons behind the lack of success in cholera prophylaxis in Britain and the
United States during the epidemic of 1848-9: the stru;cture or lack of consensus in the profession,
and ineffective or unpopular theories of etiology and technology.

Britain

While the British improved significantly in thé implementation of public health
infrastructure between 1832 and 1849, several problems arose under Edwin Chadwick’s
dictatorial administration that made these steps less effective. Health authorities had given up on
quarantines by the end of 1833, viewing them as economically dangerous and ineffective. The
paradigm that replaced quarantinism was sanitationism, which attributed cholera to miasmas, or

poisonous gases arising from waste. Edwin Chadwick, a Benthamite reformer and head of the
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General Board of Health, established a series of broad, sweeping goals to eliminate cholera by
cleaning the city and eliminating miasmas. However, sanitationism did not work as well as
Chadwick expected in the short term. In addition, there was a lack of consensus in the medical
field over etiology, particularly contagionism and miasmatism. Other physicians viewed it as a
disease of the poor, filthy, and intemperate, a view that did not encourage physicians to support
broad reforms. Despite this diversity of opinions, Chadwick exclusively promoted his goals and
refused to acknowledge the validity of other ideas. Ag a result, many physicians resented his
authority over the discipline of public health. Ultimately, despite the implementation of sanitary
infrastructure that would be successful in 1866, physicians criticized Chadwick for his failure to
protect London, and the Board of Health itself admitted that it had not accomplished its goals.
Prior Experience with Prophylaxis: Lack of Knowiedge in 1832

Priof to 1832, contagionism was the dominant theory in Britain and the official policy of
authorities, so all prophylactic methods, which had advanced little since the plague, worked on
the assumption that cholera was contagious. The Central Board of Health, established in 1831,
along with the Royal College of Physicians and the Léncel‘, strongly supported quaran‘cines.15
Quarantine made sense to people because no defenseé against cholera existed inside the country,
as the only state health authorities besides the quarantining body were the Commission in
Lunacy and the Vaccination Board.'® Not all historians see the original Board as justified in its
support of contagionism and quarantine, though. Medical members of the Board were primarily

members of the Royal College of Physicians, often characterized as more concerned with

> Michael Durey, The Return of the Plague: British Society and the Cholera, 1831-2 (Dublin: Gill and Macmillan,
1979), 13; Pelling, English Medicine, 27; Baldwin, Contagion, 106.
' Durey, Plague, 9.
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prestige than medicine itself. In addition, such measﬁres relied not on new information but on
outdated plague regulations, not necessarily relevant to cholera.’

Regardless of the wisdom of the Board’s choiées at the beginning of the epidemic,
experience with the disease in the early years quickly?caused the contagionist argument to lose
ground.'® In June of 1831, the Board established a syétem of strict quarantines, controlled by
local boards, which oversaw the forced removal of cholera patients to lazarettos, military guards
and isolation for contacts of the sick, drastic measureé to purify infected homes, and special
burial grounds near sites of infection. However, harsh quarantines had caused riots in Eastern
Europe, persuading the Privy Council that such intervention was counterproductive. The
Council, reacting to failures of such stringent measures in Europe and charges of corruption
within the Board, replaced the Board in November with men with more medical experience, who
were much less wedded to the idea of quarantine. By the time cholera arrived, Britain’s
authorities had pulled back from strict quarantinism, becoming instead sanitationist and only
mildly quarantinist.'® After the 1832 epidemic, the C;ntral Board of Health issued a “mildly
self-congratulatory” report that did not indicate a neecjl for a permanent health board.?® The 1832
epidemic had convinced British leaders that quarantiﬂes were ineffective, but lasting reform of
the public health system was not yet a priority.

Technology in 1849: Chadwick’s Sanitationism

Edwin Chadwick led the General Board of Health from its inception in 1848, giving him

significant authority to legislate sanitary improvemen‘ts.21 A barrister, attorney, and bureaucrat,

" Durey, Plague, 12; Baldwin, Contagion, 101.

18 Baldwin, Contagion, 107

® Durey, Plague, 24-25; Baldwin, Contagion, 116-117; Morris points out that the board had also offended the
Lancet, which objected to the government’s reliance on prestigious physicians who had never dealt with cholera,
rather than practitioners with more practical experience.

2 Durey, Plague, 206-7.

! Baldwin, Contagionism, 138.
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Chadwick might seem an unlikely candidate for the face of British public health in 1848. Once
Jeremy Bentham’s secretary, he gained much of his experience designing the Poor Laws (1832-
4) and serving as the secretary of the commission to implement it until 1847. He “sought
authority through dogma and detail” and had a “passion for micromanagement and complex
organizational plans,” making few friends but many enemies in the process.?? After the Poor
Laws, Chadwick became interested in sanitary reform and helped to define British public health
based on his own ideas. He focused on water, drains, and waste, to the exclusion of other
factors, such as poverty and improper nourishment, which reformers had proposed as major
causes behind disease.”> Framing public health in terms of water and waste, Chadwick
advocated sanitationism as the primary prophylactic sjtrategy for cholera.

Partly because it was official policy during Edwm Chadwick’s tenure at the General
Board of Health, sanitationism characterized the 1848-1849 epidemic in Britain. Disease, in this
paradigm, could be prevented if filth and putrefied matter were removed.?* Sanitationism was
thus an attempt to prevent disease on a large scale by sanitizing the urban environment. More
than any of the other European countries, the British health authorities moved away from
quarantine almost entirely in favor of sanitationism. The Board of Health argued that internal
quarantines and isolation, which had been the domina{nt approach when people assumed cholera
was contagious, were abandoned because they had been proven inefficient during the previous
epidemic.25 Instead, Chadwick oversaw an ambitious series of legislation for sanitary
improvements and public works. Sanitary inspectors 1visited homes to watch for the premonitory

symptoms of cholera, remove infected people, and report filth, calling on some 48,000

22 Hamlin, Public Health, 87-88.

2 Hamlin, Public Health, 233.

2 Baldwin, Contagion, 126-8.

% General Board of Health, Great Britain, Government Regulations for the Prevention of Cholera (Edinburgh: A.
Murray, 1848), 4, in Cholera Online, http://www.nlm.nih.gov/exhibition/cholera/.
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Londoners in 1848. The Nuisance Removal Acts of 1846 and 1848 gave Guardians of the Poor
the authority to clean buildings and remove nuisances from private property, and the Board of
Health’s 1848 regulations encouraged the Medical Ofﬁcer to have dirty streets cleaned.” 6

The Board of Health argued that cholera could be prevented by removing filth,
particularly by improving drainage. In an appendix té) a Board Report, Dr. John Sutherland, a
sanitarian from Liverpool, argued that the “most seve%re outbreaks of cholera have been those
connected with very obvious local defects,” with cholera generally avoiding cleaner areas and
striking dirty ones. Sanitary reform aimed to fix poor ?ventilation, crowding, and filth, as the
Board believed that cholera followed the usual patterrll of fevers and “[located] itself in the same
filthy closes, occupying the same ill-ventilated, over-é:rowded tenements.””’ The suggestion here
was that cholera could be predicted by sanitary condifion. If health authorities could predict
cholera, sanitationists argued, they could prevent it. The Board of Health claimed to base their
policies on both the 1832 epidemic and 1848 in the rést of Europe, implying in a Lancet article
that their ideas about cholera (miasmatism) were the most scientifically up-to-date.?
Referencing the past served to present the Board as the legitimate holder of public health
authority in Britain. |

Authorities drafted ambitious public works pr@j ects in the hopes that such means could
protect against or at least mitigate the spread of choleia. Because of Chadwick’s preoccupation
with water, one of the most important factors in public health infrastructure development

involved drainage. Dr. Sutherland declared in his Report that, “dampness and defective drainage

can only be remedied by extensive public works... in future we must proceed to deal vigorously

%6 Baldwin, Contagionism, 137.

' Dr. John Sutherland, Report of the General Board of Health on the epidemic cholera of 1848 & 1849 (London: W.
Clowes and Sons, 1850), 147, in Cholera Online, http://www.nlm.nih.gov/exhibition/cholera/; Sutherland, Report, 1.
Sutherland is briefly mentioned in Hamlin, Public Health, 325.

2 Henry Austin, Board of Health Secretary, “Public Health- Cholera,” Lancet 52, no. 1312 (1848): 462.
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with these standing causes of disease and pauperism.” In the Board’s eyes, public works struck at
the heart of the epidemic by eliminating localizing fa;:tors, and were thus a priority.”’ Such
efforts aimed to fix the underlying causes of cholera, father than prevent it from entering Britain.
Sanitationism Underwhelms

Chadwick’s administration ran into several problems that ultimately hampered the
effectiveness of its policies. The results left much to iae desired, as cholera’s spread continued
almost unabated in 1848-9. In England in 1849, 72,1 80 deaths from cholera (and diarrhea)
occurred, according to the report of the Registrar General, William Farr, published in 1852.%
This represented a significant increase in mortality, according to the Royal Statistical Society,
which declared that cholera “raged in many places with great violence” from 1848-1849.3! Even
the Board officials acknowledged their lack of succesjs, but usually blamed it on the filthy poor
or ineffective local authorities. The Metropolitan Sanitary Commission remarked that “nothing
but daily inspection can secure the due attention of thé poor and ignorant,” whose “general
carelessness and indifference to all advice respecting diet and medical treatment is the chief
cause of the greater prevalence of this disease” among the poor.* Authorities obviously doubted
the ability of the poor to comply with these new regulations, blaming them for cholera’s spread.

The Board also cited local authorities for failing to live up to Chadwick’s goals. While
some half-measures taken in certain areas were seen és beneficial, such places could not measure

up to areas in which “a more enlightened and intelligent management” prevailed.® This

indicates the Board’s frustration with the authority it had delegated, as Chadwick was clearly

% Sutherland, Report, 147, 43-4.

30 «“The Registrar General’s Report on the Mortality of Cholera in England, 1848-9,” The British and Foreign
Medico-Chirurgical Review 10 (1852): 39, in Google Books. |

3! «“The Marriages, Births, and Deaths, Registered in the D1V1s1ons Counties, and Districts of England,” Journal of
the Statistical Society of London 13 (1850): 185.

32 Crawford/Metropolitan Sanitary Commission, Observations, 9. This statement refers to the new sanitary laws
passed in 1848.

* Tbid.
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bothered that he could not control the implementation of his policies. Another Board publication
declared that during the implementation of the Nuisances Removal and Diseases Prevention Act,
the parochial bodies and authorities assigned to the task were either unprepared for, “entirely
ignorant of;” or reluctant to carry out their duties.>* While this statement obviously deals with
the execution of the law, it suggests that the legislation was not as comprehensive as Chadwick
wished, particularly with respect to financial responsibility. Notably, this was not the first time
that Chadwick had placed the blame for the failure of his policies on local authorities, as he did
essentially the same thing to sewer commissioners in the 1830s when they could not implement

new projects to his satisfaction.>

Ultimately, the sanitationism that prevailed in 1848-9 was not as successful as Chadwick
had hoped. Sanitationists began to seek more temporjary goals, as the Board recognized that it
had failed and comprehensive sanitary reform was a ljong-term prospect.’ S Dr. Sutherland
admitted that complete freedom from cholera would only happen when permanent solutions had
been made, although he argued that enforcing cleaniﬁg and nuisance removal would help check
its spread.’” The broad reforms needed to eradicate unhealthy living conditions would require

much more thorough and expensive means than reformers could muster.

Etiology: Morality & Filth

One reason for Chadwick’s failure was a lack of consensus in the medical and public
health fields over etiology. During this period, physicians were not unified and could not come

to a consensus about the proper explanation for cholera.*® Conflicting ideas about contagionism,

3 General Board of Health, Report by the General Board of Hedlth on the Measures Adopted for the Execution of
the Nuisances Removal and Diseases Prevention Act, and the Public Health Act, Up to July 1849 (London W.
Clowes & sons, 1849), 22, in Google Books. ‘

*> Hamlin, Public Health, 242.

3¢ Baldwin, Contagionism, 136.

37 Sutherland, Report, 42.

* Hamlin, Public Health, 52.
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miasmatism, and other related theories kept physicians from reaching agreement about cholera’s
spread. In addition, while many physicians embraced environmental theories of disease, such
voices battled with critical or moralistic physicians who blamed victims for their disease.
Obviously, physicians who blamed cholera victims wjere not likely to advocate for far-reaching
reforms to protect them. This lack of certainty in the ﬁeld probably hampered efforts at cohesion
because physicians were not committed to one etiological theory. Besides dissent within the
medical field, theories of etiology led to conflict with; Edwin Chadwick, as he ignored or

|
criticized theories other than miasmatism. Chadwick’s refusal to consider alternate viewpoints

spurred anger about lay intrusion into medicine, as thére was significantly more diversity in the
field than he Waé willing to acknowledge. Thus, it is R;voﬂh examining theories of etiology in
1848-9 for how they illustrated the diversity of opinions and lack of cohesion in the medical
profession.

One major theme in the British debate on etiology was one of class. In this argument, the
impoverished, intemperate, and filthy (usually lumped together in such a way) were more likely
to be stricken by cholera. In some ways, this idea fit With sanitationism, as people could argue
that the intemperate and poor were more likely to reside in filth. Many medical texts asserted
that poor, particularly intemperate, cholera victims deserved their fate. One pamphlet, written by
a member of the Royal College of Surgeons, declareci that “the ill-fed, uncleanly, and
consequently unhealthy part of the population, and especially those persons who were addicted
to drinking spirits, and indulgence in irregular habits,f have been the greatest sufferers from the

disease.”® Thomas Allen, a fellow member of the Royal College of Surgeons, remarked that the

“drunken and dissolute” were most likely to be struck by cholera, in addition to the dirty, as “the

% Five Minutes Common Sense about the Asiatic Cholera; Or, S'hort and Plain Rules for the Prevention,
Management, and Treatment of the Early Symptoms of that Disease, Intended for the Unprofessional Reader
(London: Reeve, Benham & Reeve, 1848), 9, in Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/.
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want of [personal cleanliness] is a moral evil, as well as bodily risk.”*® This statement clearly
indicates that the poor suffered because of their own actions— either their moral indiscretions or
failure to remove themselves from filth. It is importaht to note that the source of these quotations
was the elitist Royal College of Surgeons, not likely the people who would have the most contact
with impoverished cholera victims. Regardless of their actual knowledge of the matter, though,
many elite physicians repeated the moral judgments that had flourished in 1832. That the
intemperate were victims of cholera suggested that the solution to such cases was moral, not
medical, and helped to place blame for infection on ﬂ’;le victims, rather than the health authorities.
. If people were ultimately responsible for protecting tﬁemselves from cholera, health authorities
had less motivation to undertake large-scale projec‘cs.i

Such judgments were not reserved for the elité, as similar ideas about who contracted
cholera abounded in official texts and publications of regular physicians, who argued that
drunkenness, filthy living, and irresponsibility played arole in the disease’s etiology. Many
physicians suggested the idea of virtue as the best protection against cholera, advocating
cleanliness and temperance.*! Citing regulations from the Edinburgh Board of Health, the
Lancet declared in 1848 that people should abstain from alcohol because drunkenness often led
to an attack of cholera.* In addition, the Edinburgh Board of Health remarked that moderation

was essential because “one single act of indiscretion has, in many instances, been followed by a

speedy and fatal attack.” On the same theme, the Metropolitan Sanitary Commission noted that

0 Thomas Allen, Plain Directions Jor the Prevention and Treatment of Cholera (Oxford: J. Vincent, 1848), 15, in
Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/.

*L Common Sense, 9.

2 Edinburgh Board of Health, “Instructions Respecting the Prevention and Treatment of Cholera,” Lancet 53, no.
1313, 484.

* General Board of Health, Regulations, 12.
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the first victims of cholera were usually gin drinkers, ;VVhO never recovered.* These publications
indicated that intemperance and indiscretion could quickly lead to doom. The themes of
intemperance, indulgence, and filth appear frequently‘ in cotemporaneous texts, indicating that
cholera was not yet a morally neutral disease.

It would be unfair to characterize the entire medical establishment as preoccupied with
morality, as many British physicians offered pragmaﬁc solutions for preventing cholera. For
example, some physicians argued that self-interest dictated helping the poor prevent cholera in
their own areas before it spread. One of the primary lessons that the British had learned in 1832
was that cholera killed the rich as well the poor. No one was safe when an epidemic struck, no
matter who began it. Thus, prophylaxis was important to all classes, not just the poor. Common
Sense, directed toward a fearful popular audience, suggests that while the poor would bring the
disease, the wealthy would fall victim to it once it spread. The author declared in the preface that
the purpose of the documents was “of directing the attention of the rich to the condition of the
lower classes, among whom if the disease should occur, it is impossible the former should
escape.”® This suggests a claustrophobic city envirdnment in which one’s irresponsibility could
mean another person’s gruesome death. Thomas Allen, another physician, echoed this when he
described sanitary reform as “self-preservation” rather than altruism, which indicates both a
paternalistic responsibility towards the poor and a sense that cholera only became a problem

when it left the slums.*® Both texts indicate an assumption that the wealthy bore some sort of

# Adair Crawford, Metropolitan Sanitary Commission, Observations on the Asiatic cholera, during a residence in
St. Petersburg in 1848, and on its prevention and cure; with an account of the sanitary regulations proposed to be
adopted against the spreading of the disease in this country (London W. Clowes and Sons, 1848), 16, in Cholera
Online: http://www.nlm.nih.gov/exhibition/cholera/.

* Common Sense, 4.

% Allen, Plain Directions, 17.
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responsibility to the poor, even if the motives derive(i more from self-protection than
benevolence.

During this period, an increasing number of physicians saw cholera as a physical, rather
than a moral, problem, and many even began to see filth as entirely independent of morality.
Unlike in 1832, physicians recognized that the poor cbuld be susceptible because of
environmental conditions, rather than moral depravitY— to some extent. Many pointed out that
cholera struck the hardest in ill-ventilated, unclean towns with narrow streets.*’ Dr. Thomas
Allen, declared that, “The close-packed masses suffer most, if not first, from Cholera, and the
disease preponderates in low, crowded, damp, and difty districts, where people breathe their own
exhalations, polluted by the effluvia of surrounding filth.”*® Such a statement indicts the filthy
slums and, subtly, the inhabitants who cannot find the resources or will to leave, but what is
important to note is that the focus is on the environment, not the people.

Dr. Allen also made the crucial distinction between what people could do to prevent
cholera and what was out of their power, indicating tﬁat ideas of responsibility had become
complicated. He wrote, “In those dense congregatioﬁs of human misery and filth, where huddled
thousands breathe and spread corruption, sanatory (si¢) laws alone can apply the remedy.” The
growing awareness of environmental and social causés of cholera served to complicate the issue
of blame, but not to exonerate the poor from responsijbility. Allen continued to say, “those which
the poor are gspecially exposed to must be remedied partly by themselves, and partly by those
who have power to help them.”* Thus, physicians w%ere beginning to see that sanitary failings

were not necessarily moral ones, even if their language was not entirely benevolent. Chadwick’s

gospel of sanitary reform was influential, but not the bnly voice in the debate.

4T Common Sense 9.
3 Allen, Plain Directions, 14.
* Ibid., 15.
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Professional Conflict

Etiology: Contagionism v. Miasmatism

Another argument occurred between contagioin’sts and miasmatists, or anti-contagionists.
Anti-contagionism was the favorite theory of Chadwick, who depicted the medical field as united
in support of 1t In one Lancet article, the Board decla}ed that even if crowded environments
might spread cholera, this did not affect “the general principle of its non-contagious nature.” 0
Such a statement directly contradicts the evidence presented (that crowded environments had
spread cholera) and portrays the Board as unwilling tcj> consider alternate viewpoints. This is
evident when Chadwick alluded to the “well-known and acknowledged truths in sanitary
science,” which were not necessarily acknowledged Ey everyone.’! Other authorities implied
that consensus had been reached in the medical community, and atmospheric spread was the
official answer.>

However, this was not the case, and though Chadwick’s influence glossed over other
opinions in the field, it could not silence them entirely. Opposing viewpoints were widely
published by respectable physicians. Many even alludjed to the lack of certainty in the field,
which raises the question of whether Chadwick and hlS administration were even paying
attention to the discourse. For instance, one physician wrote that, while he did not see cholera as
contagious, knowledgeable people held many differerllt opinions.” In addition, John Snow
declared in 1849 that “in common with a great portion of the medical profession,” he believed

that cholera was “propagated by human intercourse.””* Snow argued that cholera was not

contagious in the same way as diseases such as the plague. Instead, he thought that poisonous

® Henry Austin, Public Health, 462.

31 Sutherland, Report, 3. :

%2 Crawford/ Metropolitan Sanitary Commission, Observations, 11.
33 Allen, Plain Directions, 6.

3 Snow, Communication, 5.
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“effluvia” of victims spread from sewers to the Waterisupply.5 > While Snow’s ideas were not as
prominent in 1849 as they would be in 1854 or 1866, ;ideas of contagionism were evident in the
debate. One physician declared that while no one knéw for sure, cholera was probably a
“miasmatic poison.”® Another, reasonably convinced of the theory of contagion, described the
theories in four broad categories: contagion; a “poisorjlous vapor,” or miasma; “animalculae;”
and atmospheric changes.’’ Thus, the Board did not represent the entire population it claimed, as
considerable room for differing opinions existed.

Instead, Chadwick essentially ascribed his ViCjVVS to the entire medical profession.”® The
Board of Health’s publications exhibit unanimity of oioinion and unity of purpose that did not
accurately reflect the opinions of the medical community. This authority to speak for the
profession was possible because Edwin Chadwick and Southwood Smith, the Board’s physician,
held a monopoly over the official doctrine. Their ideas represented a “centralization of doctrine”
in which very few ideas changed over twenty years. %{ather than presenting ideas that had
evolved with greater experience, Chadwick and Smith loudly trumpeted ideas from 1832 that
were merely a “repetition of earlier polemic.” Thus, ’éheir ideas did not actually reflect the most
up-to-date knowledge of the time, but their own ophaions, formed years earlier.”

Chadwick’s animosity toward the medical pr(;fession had formed years earlier, as well.

Critical of London physicians, he argued that they wére “easily duped” because they were

% Snow, Communication, 5-11.

% Andrew Buchanan, Observations on malignant cholera, intended to illustrate the natural course of the disease,
the natural processes by which a spontaneous recovery is effected and the mode of treatment best adapted to second
the curative efforts of nature (London: J.J. Griffin & Co., 1848), 23, in Cholera Online:
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concerned only with the cases they saw pelrsonally.60 In addition, he was wary of them because
many had a broader concept of disease etiology than rﬁerely water and waste and could threaten
his plans. Thus, he made them secondary to his own medical officers in his discussion of his
plans for reform in the 1842 Sanitary Report. His dislike for physicians continued throughout his
tenure at the Board of Health, and he deliberately attempted to marginalize them.®!

Ensuing Criticism

Chadwick’s dislike of the medical profession was mutual. His dogmatism and assertion
of authority over the profession during the 1848-9 epi@emic caused resentment among
physicians, who argued that Chadwick had no right to speak for them. 62 Chadwick’s hollow

claim that everyone agreed with his policies was bOUl’jld to cause trouble among physicians, many
‘

of whom resented the Board’s overreaching authority.j Margaret Pelling argues that this
oversimplification of the debate and inability to consider the most recent science caused the
“united opposition of the medical profession” against Ethe General Board of Health.®® Although
this bureaucratic monopoly did exist, a fully united médical profession did not. Probably more
accurate is a more moderated assessment: Chadwick éncountered resistance, often vehement,
from many physicians.64

That physicians objected to the Board’s asseﬂion of control over their area of expertise is
hardly surprising.65 A popular image of the Board of ﬁealth portrayed Chadwick and Smith as
inept and stubborn in their mistakes. Physician Archibald Billing declared the Board’s October

|
6, 1848 publication to be “inefficient, and partly errorjleous,” arguing that anyone who had seen

€ Hamlin, Public Health, 182-3.
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cholera would not have put forth such ideas. He compjlained that the Board’s pronouncements
were either “hackneyed truisms,” or confusion about cholera’s etiology, with the result that “war
is declared against vegetables and fruit.”®® The image of Chadwick declaring war on fruit
conjured up the idea of a Board preoccupied with diet§ and therefore distracted from important
matters. The implidation was that failed prophylaxis-'Chadwick’s misplaced energy- was worse
than nothing at all, because it was a waste of resource; that could have been used elsewhere.

Many texts mentioned the sanitary condition of London, with their focus squarely on
Smith and Chadwick’s failures. For instance, offering? a vivid and extensive description of the
wretched sanitary state of Paddington, Dr. John Gray %:riticized the “the utter inefficiency of the
so-called board of health.” His description makes oné wonder if cholera was even the worst
problem of the neighborhood, as he discussed the “tens of myriads” of flies “with snouts like
elephants, and stings in their tails as long as stocking needles.” He described the Paddington
churchyard as so full of bodies that the soil rose more;than four feet above the paths with
decaying matter, a gruesome image that implied complete helplessness or ignorance of the
Board. Criticizing Chadwick for cataloguing deaths riather than preventing them, he argued that,
“Mr. Edwin Chadwick has sucked the brains of the crédulous and easily led medical profession
for his own advantage.” In addition, Gray asserted thét the Board’s physician, Dr. Smith, “prates
and does not act” and “has not been‘ slack in bayonetirjlg him [Chadwick] in the rear.”’
Interestingly, in this passage, Chadwick is both inept énd sinisterly effective at manipulating
others- hardly a picture of a man one would want in cilarge of the lives of millions.

5 Archibald Billing, On the Treatment of Asiatic Cholera (London: S. Highley, 1848), 3, 8,9, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/.

57 John Gray, “On the Neglected and Unhealthy Condition of a Part of Paddington: Inefficiency of the Board of
Health, and Ingratitude Towards the Medical Profession,” Lancet 54.1356 (1849): 204-5.
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Some physicians explicitly criticized the Board for acting in an unethical manner.
Withholding evidence that did not point to miasmatisﬁl was one faux pas of the Board in 1848.
One medical paper argued that the General Board of ﬁealth was keeping documents hidden that
proved cholera had been communicated from Glasgovjv to Liverpool because this did not agree
with their view as cholera as non-contagious. The autjhor declared that the members of the Board
approached the question of contagion “in the same peﬁy light in which they have laid down rules
regarding the diet of the public,” as they stubbornly refused to publish material that did not
support their cause.®® This mention of diet evokes ’thej image of Chadwick’s war on fruit,
indicating that it was particularly bothersome. Other physicians saw Chadwick, described as the
Board itself, as abusing his authority for monetary gain. One referred to his past failure with the
Andover Poor-Law and accused him of handicappinngmith, who might restrict his patronage.”
Such complaints, valid or not, are understandable when one considers the amount of authority
Chadwick marshaled. One can understand why physi(;ians might worry about the motives of
such a powerful man, especially when they felt disenfranchised in the development of public
health policy. |

Many physicians argued that the Board’s authbrity should have belonged to physicians,
the true experts on cholera. One writer in the Lancet argued that sanitary reform would never be
completed without phySicians, who actually spent tﬂﬁe in the neighborhoods with cholera
victims, but “it seems the design of the government invariably to humiliate the medical
profession, and make them subservient.” He concludéd by arguing that only physicians had

brought sanitary reform to England, but this effort was not acknowledged.” This suggests that

68 “Importatlon of the Cholera into Liverpool,” London Medzcal Gazette, or Journal of Practical Medicine 8 (1849):
24, in Google Books.

% H. Wilson, letter, to the Medical Times and Gazette (1852): 599 in Google Books.
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many physicians were keenly aware of the loss of sta‘éus when they were forced to report to lay
authorities, creating resentment. One fellow of the Réyal College of Surgeons quoted an 1817
speech which effectively sums up the medical profession’s problems with Chadwick’s authority:
““We should not suffer crude speculations to go forth, bearing the seeming mark of medical
authority, when they are contrary to the sentiments of the bulk of the profession, derogatory to its
character, and injurious to society.”””" Thus, many pﬁysicians objected to the loss of authority
and status in deferring to Chadwick, presenting this s{wation as damaging to the medical
profession and society as a whole. ‘

Lack of Consensus ‘

The widespread criticism of Chadwick and thé diversity in etiological theories illustrate
the extent to which the British medical field was too %lisj ointed to make an effective stand against
cholera. The widening gap between the lay and medijcal authorities in public health, particularly
physicians’ anger at Chadwick, points to a striking laé:k of consensus in the field. Chadwick’s
all-encompassing sanitary ideas provided, in theory, e%tiolo gical explanations and practical
solutions to carry out effective prophylaxis. Howevef, he lacked the support of the medical
community, who blamed him for the failures of Britain’s prophylactic measures. Christopher
Hamlin describes the political resistance that Chadwick faced from engineers, politicians, and
other lay groups, but it is important to note the medic?l resistance that prevented many
physicians from supporting him.” While physicians alone did not lead to Chadwick’s lack of
success, the lack of unity of the medical and public héalth profession clearly hampered his

efforts. A more conciliatory figure might have had greater success in persuading physicians to

support his administration’s goals. Ultimately, Chadwick’s administration lacked the political

! Joshua Waddington, “On the Asiatic Cholera and the Board of Health,” Lancet 52.1313 (1848): 490.
7 Hamlin, Public Health, 245-274.
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capital and the medical support to carry out his goals éffectively, and the Board was not able to
protect London from cholera. ‘

The medical community was not entirely united against Chadwick, as there were clearly
differences of opinion that prevented effective cooper;ltion between them as well. Part of the
problem was that a status differential between physicfans, surgeons, and apothecaries led to
conflict within the profession.” As it was “poorly unjited, overcrowded, and squabbling,” it
could not take the lead in public health.” The inabili‘;y to agree on the proper etiological theories
highlights this, as physicians who did not agree on the explanation for cholera could not present
a united front against Chadwick. Their disunity was a liability in reaching effective measures.
One physician, noting this, pled that it was “imperati\f/e” for physicians, “to whom the public
look for aid with expectant eye,” to “[cast] aside all idle speculations, all petty discords, and
rankling jealousies” and strive to better understand and fight cholera.” This suggests awareness
that discord was limiting the ability of physicians to aﬁct as a group, thus limiting their power.
Physicians in general were not supportive of Chadwiék, but lacked the consensus to oppose him
effectively as a group.

Conclusion

Britain in 1848-9 abandoned the ineffective quarantines and sanitary cordons of 1832 in

favor of sweeping plans of sanitationism, but this did not prove to be the grand solution

Chadwick had envisioned. Buttressed by the new authority given to the Board of Health and his

confidence in miasmatism, Edwin Chadwick and his administration seem to have become

M Jeanne Peterson, The Medical Profession in Mid-Victorian London (Berkeley: University of California Press,
1978), 5-12.
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overconfident in their ability to protect London against cholera. The medical community, most

of whom detested this hubris and interference into their domain, raised loud outcries about

]

Chadwick’s mistakes. Medical authorities were dividjed, but physicians resented lay intrusion
into their field and loudly chastised Chadwick. The Board’s public works projects and
paternalistic efforts to compel individual members of jthe community to fight filth became less
ambitious as implementation became problematic. While sanitationism was an improvement
from the policies of 1832, it was ultimately not very effective.

The reasons for the perceived failure of cholera prophylaxis in 1849 were essentially a
lack of consensus and motivation of the medical profgssion and, to a lesser degree, a faulty
understanding of effective prophylaxis. The establish;nent of the infrastructure for public health
interventions led to greater effectiveness in later years, the one success story of this epidemic.
However, reliance on the miasmatic theory encomagéd sub-optimal solutions. Drudging up dirt

|
in the middle of the epidemic, for instance, usually di(ji more harm than good. While cleaning
London would probably have been effective over the jlong term, Chadwick’s strategy was ill-
suited to short-term prophylaxis, which was urgently heeded during an epidemic. His efforts did
little to address the underlying cause, the cholera bacillus, because this concept would take years
to develop.

Whether Chadwick deserved the criticism or v;vhether he was turned into a scapegoat by
an angry medical profession is an interesting questionL but physicians clearly blamed him for the
prophylactic failures in London. Thus, his inability to consult or compromise with physicians
worsened the lack of consensus in public health. In a&dition to the diversity of ideas in the field,
causing physicians to disagree on proper methods, anél moralistic arguments that made some less
willing to help cholera sufferers, Chadwick’s controvéarsy added to the lack of consensus in the
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field. As a result, British efforts at cholera prophylaxis in 1848-9 were too disjointed to be
i
effective. ‘

America |

The lack of centralized bureaucracy in Americja meant a freer marketplace of ideas than
| in Britain, in which physicians concerned with maintaiining their authority argued with each other
and lay authorities over the best means to prevent cholera. Sanitationism was important, but did

\

not replace quarantine efforts; more physicians argued for contagionism and theories other than
miasmatism; and physicians fought both with altemative practitioners and civil authorities.
Physicians criticized health boards for their inability th carry out effective measures, indicating
that the generalization of Americans as apathetic doeé not apply to all physicians. However,
there was a notable lack of agreement over the properj etiological theories and prophylactic
technology. Sparring between physicians, health boards, and alternative practitioners limited the
effectiveness of American public health. While the field lacked consensus in a different manner
than the British, it led to the same results, as public hejalth authorities were apparently

unsuccessful in preventing cholera.

Experience of 1832

The cholera that struck Britain in 1832 would ﬁﬂeash its fury on America within months,
and Americans watched with horror as the disease drejw closer. Quarantines were established in
the winter of 1831-2 in major Eastern port cities such as New York, Boston, Philadelphia, and
Baltimore. New York’s Board of Health, consisting df the mayor, city aldermen, and the
recorder, had some experience dealing with yellow fever, but barely functioned outside of

epidemics.”® The Board oversaw public health regulations that essentially consisted only of

"6 Rosenberg states that even its own members were so disinterested that it often failed to obtain quorum at
meetings.
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quarantine at the city’s ports, but financial ties to busfness made them unwilling to institute even
that.”” In addition, a new system of street cleaning was abandoned within a week of its
inception. On June 22, the New York legislature paséed a bill establishing quarantine between
the United States and Canada and providing for the eStablishment of local health boards, but this
effort came too late. When the Board delayed in améuncing that cholera had arrived in New

York, criticism became increasingly loud, as many fel‘t it had sold out to commercial interests.

Editorials began calling for its resignation.” 1
|

These half-hearted efforts were not unique to New York. Across the United States, local
boards of health sprang up, establishing quarantines and cholera hospitals, but many people
1
complained about the dangerous nature of filthy streets. By the time the epidemic struck, most
|

physicians believed in miasmatism and were hostile to quarantines. Despite what Rosenberg

describes as physician antipathy towards quarantines, tthey were crucial to the preventive strategy
because laypeople considered cholera contagious.” ijfter the epidemic, most boards of health
disappeared, and the 1832 sanitary reforms in New Y@rk “did not outlast the heat of August as
the Board of Health settled into its customary apathy.;’ Throughout the United States, the 1832
epidemic had little lasting impact on public health.® |

1848: Attempts at Sanitationism

The 1832 epidemic had humbled Americans, but memories of it did not spur health
authorities to permanent action, and they accomplished little between 1833 and 1848. The story

of cholera prophylaxis in America in 1848 reveals, particularly at the beginning, striking

77 Rosenberg, Cholera Years, 20. This was hardly surprising considering the economic pressure against quarantines;
according to Rosenberg, the physician who diagnosed yellow fever in 1819 was threatened with physical violence.
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™ Rosenberg, Cholera Years, 25, 37, 78-9. T am not entirely sure that this was actually the case, as I found that
considerable support for quarantines existed in 1848.
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incompetence. Cholera arrived in New York in 1848 fo a perfect habitat: a filthy city full of
pigs, dogs, and garbage with “ignorant or incompeten‘ ” civic authorities whom critics accused of
criminal neglect.?! This reputation for ineptitude was;bolstered by the Board’s protracted failure
to admit that cholera had entered the city. In New Yoirk, from May 11 to 18, eleven cases of

cholera occurred, and the Board reported none of thenﬁ in its reports. Six cases appeared on the

23" also unreported by the Board. From April until ﬂday 30, while 43 people died of cholera,
authorities quarantined only twelve. In one case, sickness was attributed to an Irish immigrant’s
intemperance, and no action was taken until other peo?ple in his tenement died. Throughout the
epidemic, the Board of Health seemed unable to accomplish much, and it finally resorted to
using the clergy to help impress upon the public the need to follow its sanitary regulations. A
well-intentioned but disastrous campaign against the city’s pig population and the Board’s
inability to compel contractors to actually clean the stireets reinforced its reputation for
uselessness.®?

The situation was the same in other cities. In Philadelphia, for instance, eight cases
occurred, but the Board of Health reported that there Were none. Physicians noted these
problems with increasing concern, as many public heailth officials seemed more committed to
keeping the public calm than to keeping it safe.®® Most states and cities had no health boards or
public health legislation, as emergency measures frorr; 1832 had long expired. Sanitary reports
produced in the wake of epidemics were ignored becaﬁse of insufficient funding and a lack of

concern for public health during periods of relative health. Even when legislation was put into

place, many cities had difficulty enforcing it. Particufarly problematic were contracts to clean

81 Rosenberg, Cholera Years, 110. i
82 Rosenberg, Cholera Years, 101, 110-115. In this section, Rosenberg recounts a story in which a man declared the
city’s pigs to be cleaner than the children of the city. |

“Editorial and American Medical Retrospect,” New York Journal of Medicine and Collateral Sciences 1 (July
1849): 96, in American Periodicals Series Online: http://proquest.com/.
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the filthy streets. Funding was another significant isshe, and boards often lacked the necessary
support to make any progress. For instance, in 1848, the Washington, D.C. health board had an
annual budget of $15. Some cities, such as Pittsburgh, allocated funds that were barely used-
less than $1000 out of a possible $6000 in 1835.%* Cﬁicago relied on volunteer sanitary
enforcers, as it could not afford to pay for them. In acjlditioh, Boards of Health in many cities
were notoriously corrupt, drawing public ire. Public aisapproval was so high in St. Louis and
Cincinnati that groups of citizens forcibly replaced thé official boards.*

Lack of Consensus ‘

American authorities, caught unaware at the b;eginning of the epidemic, attempted to
check cholera’s spread. The 1849 epidemic, howeverj, was “far more severe” even than that of
1832, and over 5,000 people died in New York City alone.’® This lack of apparent success was
not because of apathy, as it is clear that many physicfans and health authorities were very
concerned with establishing effective systems of pubiic health. Such steps were limited by
several factors. It was obviously problematic that Merican cities lacked infrastructure, and a
lack of consensus hampered efforts to establish it. S(;me physicians argued over etiological
theories such as contagionism and miasmatism; others debated whether particular groups such as
Irish immigrants were responsible. They also argued jovelr the effectiveness of quarantines,
sanitary measures, and combinations of the two. This lack of cooperation occurred between
fields as well, as physicians were frustrated by power struggles with lay authorities as well as
non-traditional healers such as homeopaths. These d{sagreements were particularly strong

because of the weak centralized authority, as physicians had more diversity to compete with but

84 Duffy, Sanitarians, 4, 84. |

% Rosenberg, Cholera Years, 110-118; ‘

¥ Roy Porter, The Greatest Benefit to Humanity: A Medical sttony of Humanity (London: W.W. Norton, 1999),
417; Rosenberg, Cholera Years, 114.
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also a potential for greater gains than British physicians. As in Britain, sanitationism worked on
the faulty paradigm of miasmatism, but more problematic was that authorities and physicians
could not agree on the proper course of action. The leitck of consensus, within the medical field
and between physicians and health authorities, limite(jl the ability for authorities to build
infrastructure and led to rather dismal efforts at cholera prophylaxis in 1849.

Etiology: Contagionism and Miasmatism }

The American discussion of etiology, particulérly where contagionism and miasmatism
|
were concerned, was more varied than the British, as several popular theories competed for

followers. Such debates understandably caused problems for the profession’s popular image.
One medical professor opined to his class that, “the cailuses of Cholera have been the occasion of
untold embarrassment to the profession, the world ov‘er.”87 According to John Duffy,
physicians’ indecision “frustrated them and contributéd to the public quarrels that literally tore
them apart.”®® Such debates represented freedom fr01;n the dogmatic centralized authority of

Chadwick’s administration, which stifled debate in or;der to produce a “right” answer. No such
|

body existed in the United States to silence opposing voices in the conversation, so a variety of
|

viewpoints, some more popular than others, vied for riespectability.

During the 1848 epidemic, a majority of Ame%ican physicians viewed cholera as caused

by miasma, connecting filth with the high rates in par’jticular areas.”” One editorial in the Boston
|

Medical and Surgical Journal argued that cholera Waé non-contagious, non-infectious, and

miasmatic, blaming the filth on the ground for producing cholera in the air.’® Other prominent

Northern physicians viewed cholera as caused by an infectious miasma, which infected people

¥ Mitchell, Lecture, 4.

8 Duffy, Sanitarians, 79.

% Rosenberg, Cholera Years, 165.

% «The Remote and Immediate Causes of Cholera,” Boston Medical and Surgical Journal no. 40 (1849), 396, in
American Periodical Series Online, http://www.proquest.com/
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not directly but through a poisoned a‘[mosphere.91 Evian the physician in charge of quarantine in
New York’s harbor, who chronicled the beginning days of the epidemic, could not reconcile his
personal experiences with contagionism and was skep:tical that it could explain the spread of
‘cholera into the city.”? Considering that it was his duty to enforce quarantine, it makes sense that

he would rather blame a miasma, over which he had no control, than admit that he had allowed
|
infected people into the city. In addition, the idea of cholera as fermentation was widely

accepted, as it explained the portability of cholera, blamed filth, and fit with the miasmatic

i
theory.” Overall, like in Britain, miasmatism seemed to be the most popular explanation.
: !

While miasmatism predominated, several othér ideas appeared in various reputable
sources. Contagionism was popular, although the exeict mechanism differed from physician to
\
physician. An editorialist in the New York Journal of Medicine and Collateral Sciences noted

that while cholera was contagious, he could not tell if'the method of spread was a parasite,
|

animalculae, fungus, or spores.94 By 1849, the idea that cholera was portable, though not

necessarily contagious, came into favor. Physicians sﬁggested that cholera resulted from a

micro-organism, chemical reaction (essentially fermentation), or fungus.” Many physicians toed
!

the line between miasmatism and contagionism, advoicating contingent contagionism. One

- renowned New York physician described this as when diseases that were not normally
}

%! Abraham Lidden Cox, The Pathology and Treatment ofAsiati‘c Cholera, So Called New York: John Wiley,
1849), 71, in Cholera Online: http://www.nlm.nih.gov/exhibition/cholera; Augustus Mason, The Cholera. Brief
Hints for the Prevention of Cholera, with a plain account of its symptoms, the proper preventive measures, and the
management of its early stages (Lowell: B.H. Penhallow, 1849), 3-6, in Cholera Online:

http://www.nlm nih.gov/exhibition/cholera; other examples abound.

%2 John W. Sterling, “Original Communications,” New York Journal of Medicine and Collateral Sciences 3.1 (1849),
9, in American Periodicals Series Online: http://www.proquest. com/

o3 Rosenberg, Cholera Years, 171-2.

* J K Mitchell, “Critical Analysis,” New York Journal of Medzczne and Collateral Sciences 2.6 (1849), 340, in
American Periodicals Series Online: http://www.proquest. com/
9 Rosenberg, Cholera Years, 168-9.
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communicable were contagious in a “close, confined, or impure atmosphere.”® Other
physicians could not explain cholera, but disliked miz;smatism. One physician, Dr. Dickson,
noted in the New York Journal of Medicine that it Wasi incredibly vague and did not explain

i
anything- an understandable complaint. *7 Overall, while miasmatism was certainly important,
examples of other ideas were more prominent in AIné;rican sources than British ones, which
likely points to the less regulated structure of the Amej:rican field and the imposing influence of

Chadwick and the General Board of Health.

Virtue vs. Environment

Intemperance was also an important theme, but one that did not receive as much attention
as it had in Britain. Some texts ignored the idea of in’Femperance; most others mentioned in
passing, along with a wide variety of other predisposi;lg causes. When physicians did mention it,
in general, their language did not illustrate the disgusf that permeated the British field. For
example, one editorialist in the Boston Medical and Surgical Journal pointed out that
intemperance was an important cause of cholera in evjery treatise he read; another wrote that
cholera was “excited by poverty and intemperance.”gs: These authors are characteristic of
American physicians, who often mentioned intempera%mce but declined to focus on it or use
overtly judgmental language. Some of the strongest l%anguage present at the time, present in a

report on cholera found in a Boston medical journal, Was that “a drunkard rarely survives the
i

% Charles Broadhead Coventry, On Epidemic Cholera (Utica, NY University of Buffalo, 1848), 3, in Cholera
Online: http://nlm.nih.gov/exhibition/cholera/

%7 Samuel Henry Dickson, On the progress of the asiatic cholera during the year 1844-45-46-47-48 / with remarks
by S. H. Dickson (New York: 1849), 14, in Cholera Online: http://nlm.nih.gov/exhibition/cholera/
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396, in American Periodical Series Online: http://www.proquest.com/; Fred B. Page, “Cholera in New York-
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i
attack of cholera.”®® Such a statement was relatively calm compared with many examples

encountered in the British documents. While intemperance clearly was not ignored, the tone of

many documents, at least in the medical field, did notj evoke strong feelings, which was very

different from the British documents.'®°

|

|

The exception to this was when discussing iminigrants, particularly the Irish, whom many
i

| -
physicians viewed as filthy disease vectors. One Boston physician wrote that cholera was
particularly rampant among new immigrants, who “[aire] intemperate, extremely uncleanly, and

|
mess together in the rudest manner,” and the “imprud}ent” and dirty African American

1
population. He argued that while intemperance was bad, being a member of such filthy groups
1

was worse for one’s health.'” The Massachusetts Sailitary Commission described the filthy and

crowded nature of Irish tenements with immoral peoﬁle “huddled together like brutes,” arguing
\

that such filth led to indifference and “utter degradatibn,” not to mention physical diseases like

|
cholera.® Such statements indicate the degree to w}iich many Northern port cities feared that

immigration brought disease. Not only did the Irish bring disease with them, but they also bred it

within Boston itself. While not all physicians linked i/irtue with cholera, many of those who did
|
|

saw it as a predominantly foreign problem, indicating the degree to which cholera brought latent
ethnic tension to the surface. Such issues were likelyi more evident in America than Britain

1
because America received much larger waves of impoverished immigrants than Britain did

during the period. |

% John C. Warren, Jacob Bigelow, C. Shattuck, Geo Hayward, ;et al. “Cholera Report,” The Boston Medical and
Surgical Journal 39.23 (1849): 451, in American Periodicals Series Online: http://www.proquest.com/.
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As in Britain, many physicians blamed the environment for cholera, not immorality.

Environment was not yet entirely to blame, but it began to play a larger role in the discussion

d.'® One editorial in a Boston medical journal indicated approval that

about cholera’s spread.
cholera was not perceived to be a moral failure: “we rejoice to see, in the present pestilence, that
they [the citizens of Boston] look to the physical causes of disease, in a more just degree.”™

While moral failings were important in a few texts, as discussed above, the vast majority of

sources attributed cholera to unhealthy surroundings: nuisances, horrible smells, waste, or a

variety of other factors. Nearly every physician noted the danger of dampness, decay, and filth;
inadequate or dirty housing and clothing and a lack Olif ventilation were also primary reasons for
cholera’s appearance.'® One New York physician Wirote that cholera, “the scourge of our
vicious social state,” predominated among the poor, qurworked, and homeless.'% Such opinions

supported sanitary reform, as it became clear to physicians and public health authorities that if

filth was the cause of cholera, people deserved a cleaner environment.'”’
\

|
Thus, even more than in Britain, a significant ;divide existed in the American field over

questions of etiology. Without a centralizing authority to set the “official” answer, differences in
|
opinion were even more noticeable. In addition to the debate over contagionism and

miasmatism, other physicians marked Irish immigrants as disease vectors. This selection of a
|

particular ethnic group raised problems because it scépegoated them and distracted from the

larger issue of the medical establishment’s responsibility to respond. Growing ideas about

t

environmental causes thus competed with older, judgmental explanations for cholera, causing an

103 Rosenberg, “Cholera Years,” 133.

104 «Burials in Cities,” The Boston Medical and Surgical Journal 41.13 (1849): 258, in American Periodicals Series
Online: http://www.proquest.com/. ‘

%Carolus Fridericus Hoffendahl, On the Homeopathic Treatment of Cholera (Boston: O. Clapp, 1849), 12, in
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even greater divide in the field. A lack of consensus ébout etiology is important to consider
|

because it was not only a theoretical problem. If phy§icians could not decide what caused

cholera, there would be indecision about the best Wayis to prevent it, and there was no national
body to settle the question. A diversity of etiologicalitheories, many of which did not support the
same prophylactic measures, led to a much stronger (i bate over quarantinism and sanitationism
than occurred in Britain. !
Quarantine |

While the British had abandoned quarantines, ;Americans argued over whether they were
effective or worth the negative repercussions. American public health throughout the nineteenth
century utilized quarantines and sanitary laws as the f{irst line of defense against disease, but this

did not preclude criticism.'® Rosenberg argues that éven contagionists were ambivalent about

quarantine, and anti-contagionists openly mocked it. 19 This probably had much to do with the
|

fact that many physicians viewed quarantines as “moﬁifying failures.”!!® However, while the
British did away with them entirely, Americans held é)n to them, even after they had failed again
in Britain in 1848. Contradictory to Rosenberg’s asse;rtion, evidence exists that opinions on the
subject of quarantine were mixed, as not all physicians viewed them in a negative light.

As in Britain, many physicians argued that qugrantines were complete failures.!! Others
argued that they were not only useless, but dangerousl as they produced panic that caused
considerable harm.*? Such physicians viewed quarantine as a panacea for and a distraction from

the larger ills that needed to be solved to prevent chollera. One group of physicians took a

moderate approach, pointing out that quarantines and sanitary cordons had not been effective,
|

108 Dufty, Sanitarians, 4. |
19 Rosenberg, Cholera Years, 168 ‘
"% Dickson, Progress, 19. ‘
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112 Coventry, On Epidemic Cholera, 3. |
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but they made the public feel safer. Thus, out of resp}ect for physicians and laypeople who felt
that quarantine worked, Boston physicians would keep screening ships for cholera and removing
infected pétients. 3 Even though many physicians b(jalieved that quarantines were failures,

nearly all health authorities continued to employ them anyway.
\

Unlike in Britain, several physicians indicated that they viewed quarantines as effective—
i
if properly carried out (which was obviously the probiem). Physicians in New York hoped

fatalistically for quarantines to work, but began attempts at sanitary reform for when the

inevitable breach occurred.!" One Baltimore physicfan noted that quarantine regulations needed
to be reformed to be effective, as it did not help to ho?pitalize only the sick from an infected ship

if the “healthy” people set free into the community lafer spread the disease. He also argued that

i
I

municipal authorities alone could not handle quarantijne, as it should have been the job of the

federal government to establish uniform and effective quarantines.'’> While these texts are

critical of quarantines, their qualms are with the impl?mentation, not the theory behind them, and

suggest properly implemented quarantine would be a positive step. This is significant because it

points to evidence that contemporary physicians saw a lack of national consensus as very
i

problematic. If Baltimore allowed cholera into the cduntry, it made no difference if New York
had a perfectly implemented system, since everyone in the Northeast would soon be exposed to

cholera. It is easy to imagine that a lack of coherent policies regarding quarantine would be
|

dangerous, as a half-hearted quarantine could be worse than not having one at all.

|

|
|
|
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Evidence also indicates that some physicians \%vholeheartedly supported quarantine as late

as 1849. One Baltimore physician, Dr. Buckler, direc&ly addressed the issue of why quarantines
|

were useful in America and not in Britain: |
?
The European governments are relaxing the rigor of their quarantine laws ... but
there is no reason why we should imitate their example, since the position of this
country, in these respects, is entirely different ﬁom any other on the face of the
globe. The diseases we import are proved to be both infectious and contagious.
From the old world emigration is constantly p(:)uring out, while with us it is

always flowing in."° |

Thus, if cholera were contagious and the majority of infected people would be traveling to the
United States, one could make a legitimate case for instituting quarantine. The differing views
of contagionism and anti-contagionism serve as a cmé:ial distinction, as contagionists were much
more likely than miasmatists to view quarantine as effective. For instance, one New York

. . : | :
physician argued that quarantine was crucial at the poirt because the luggage and clothing of

travelers probably would “harbor the invisible spores’%’ of disease."'” If one perceived cholera to

be spread by physical means, then quarantine obviousj’ly made sense, as it would prevent such
|
organisms from entering. In addition, Dr. Buckler’s c%omment that America’s position differed

from its European counterparts is notable because it aigued that quarantines could be effective at
|

|
home, even if discarded abroad, because of geographi}c differences. This suggests Peter

|
Baldwin’s idea of “geoepidemiological location,” or the “topography required to make certain

preventive strategies work,” because it indicates that some Americans viewed quarantines as

|
i
effective for strategic and geographic reasons that might not apply in other nations.''®

Quarantines were a contentious issue. Nearly }all physicians agreed that ineffective ones
|

did no good, but opinions in the medical community &iffered over whether a well-executed

|

|

116 . |
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quarantine would be advisable. This indecision reﬂeéted both physical, geographic realities and
i

perceptions of the medical profession, as America’s situation was different from that of the
|
|

British. Because of greater British dependence on mercantile shipping, its smaller size, and

greater proximity to infected regions, it was much halfder (physically and economically) to
prevent or reliably quarantine every ship. This is not ;to say that quarantine was easy on New
Yorkers, as it was not. However, a strict quarantine rhight well have kept cholera out of America

for longer, as the Atlantic Ocean provided signiﬁcantiprotection. In addition, American cities

were left to their own devices, with no over-arching féderal policies on cholera prophylaxis.
|

This contrasts starkly with Britain, where Chadwick éffectively monopolized the health

i

authorities to cement his own ideas. Without this centralizing influence pronouncing quarantine

\
pointless, it is understandable that public health leaders did not necessarily gravitate in this

direction. While this indecision was understandable, a lack of national consensus probably
‘ _
helped cholera spread. 1
|
As quarantines did fail and cholera eventually} spread to nearly every Northern city, it is
|

. . . lexrg.s .
fair to question how stringent such procedures were. ‘While Boards of Health were obviously not

|

going to admit culpability for allowing cholera into tl}eir cities, one example shows how this

|
might have occurred. The New York physician in chérge of quarantine at Staten Island
|
described what occurred in 1849, when cholera first sgpread into the city. When several cases of

diarrhea appeared on board a ship from Europe, the authorities instituted “quarantine” on Staten

|
Island. However, authorities allowed the cabin passengers to enter the city, and only the
|

inhabitants of steerage were held. Those who remainfed in state custody had no access to
i
showers or clean clothes and were packed into close (iuarters with poor ventilation. The
i
physician mentioned in passing that authorities “lost”i one individual (hardly a statement that
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inspires much confidence) and sent 11 to the cholera ljlospital, where they would have been in
close contact with physicians and nurses not forced to? stay within the walls of the hospital. He
revealed at the end, as an afterthought of sorts, that m"ore than 100 of the immigrants “scaled the
walls and fled to the city” and neighboring towns.'"? 'This image of Irish passengers fleeing like

ants past the dubious defenses of the health authoritieis suggests that the implementation of

|
quarantines, in New York at least, left much to be desired. If quarantines were conducted in such

| . .
a manner in all cities, it leaves little to the imagination how the epidemic spread so quickly.

Sanitationism and Lack of Physician Apathy |

t
I

In addition to quarantinism, sanitationism alsc? played a large role in prophylaxis and was

implemented in many cities after quarantines collapséd. The failures at the beginning of 1848-9

:
finally spurred action, as many civil authorities began implementing projects to remove
nuisances, clean streets, and generally improve the sainitary conditions of cities.'*® Boards
gradually realized how best to implement sanitary reforms, although not always in time. For

'
instance, New York’s Board of Health reported that they gave up on the contract system because

this did not actually result in clean streets.'*" Likewise, Boston’s board discovered that when
i
physicians supervised public works projects rather than trusting the workers, they were much

more effective and mortality declined noticeably. 122 T

Evidence from Baltimore and Boston indicatd that prominent American physicians
advocated for intensive sanitary reform, often more than authorities were willing, or able, to
|
undertake. Noticeable here is the acknowledgement that intrusiveness could be necessary to
|

facilitate public health. For instance, one Baltimore physician, Dr. Buckler, wrote a book in
|

119 Sterling, “Original Communications,” 9. ‘
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21 Documents of the Board of Aldermen of the City of New York vol. 41 (New York: McSpedon & Baker, 1850),

228 in Google Books. |
Sewall, “Letter,” 1.




Clark 45

b
|
|
|
‘
|
\
|
\
|

1850 detailing the sanitary steps taken in 1848-9 and I‘us suggestions for further improvement.
He said that removing filth from the alms-house ohecked the spread of cholera, reinforcing the
crucial (and effective) nature of sanitary reform. He a’.rgued that the lack of sanitary police made
it difficult to prevent nuisances on private property. \j?Vhile the health authorities were relatively
successful in cleaning public streets, they could not wipe out cholera because of the failures of
individual property owners, which revealed the need fl‘or a “volunteer system of police.” This
idea of intrusion for the sake of public health evokes ]eritish developments, which he declared to
be a model of public health. He stated fhat while the jgritish Parliament paid attention to sanitary
reform, “with us, these questions seldom arise, and little or no attention is paid to the department
|

of public hygiene.”'?® Dr. Buckler’s book indicates a beroeived lack of attention by sanitary

authorities, as some physicians wanted more intrusive measures than authorities were willing to

undertake. i

A similar document in Boston illustrates that ISr. Buckler was no anomaly, as sanitary
authorities in Boston drew much the same conclusionz’s after the epidemic. The Massachusetts
Sanitary Commission’s 1850 Report of a General Plcln for the Promotion of Public and Personal
Health 1aid out a plan for preventing future cholera eliaidemics. After a glowing discussion of

I

Chadwick, this report argued that the current laws were confusing, helpful, and ineffective,

|
particularly because they allowed reform but did not r;equire it. Their plan, thus, was to require
certain measures. Important among them were a staté General Board of Health (required to have

physicians, a lawyer, scientist, and engineer), house-to-house visitations, the ability to fix private

roads, yearly sanitary surveys, better waste collection} and water safety, and regulation of

123 Buckler, Baltimore, 13-39.

i
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|
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|
|
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|
i
|
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inquests, burials, food, drugs, tenements, immigration, waste collection, and the construction of

new buildings.'** |
Such extensive preparations indicate that the health authorities were willing, by the end
of the epidemic, to support a profound level of regulation for the sake of public health. These

texts indicate that physicians and health authorities were o gnizant of sanitary failures, as there

was obviously a reason why authorities felt the need t10 overhaul public health systems. What is
|
particularly interesting about them, though, is their support for rather intrusive methods. A

concern for fixing private as well as public nuisances iobviously deviates from the stereotype of
Americans as apathetic. Thus, physicians did not nec}essarily reject sanitary measures as
authoritarian, but argued that they could be adapted tdl serve the realities of epidemics in the

United States. ;

Not all physicians agreed that intrusive measu&es were necessary. However, the evidence
|
i
for this is slim, as many physicians clearly viewed the public’s health as important enough to
)’

sacrifice some individual rights. To fully describe the field, though, it must be noted that a
portion of physicians were skeptical of i]:lterventions.%25 One New York physician pointed out
that individuals should do their own duty, and only “\%vhen individual efforts are inadequate,”

126 Another physician, located in Boston, argued that there was too much

seek the Board’s help.
|
concern about the actions of health boards, which unnecessarily frightened people and made

them more susceptible to illness. He claimed there was no need for boards of health: people just

1** Shattuck, Banks, and Abbott, General Plan, 111-245, 425.
12> While some physicians griped about the intrusion of civil author1t1es into their field, this is not what I am
addressing in this paragraph. Evidence suggests that some physicians disagreed with intervention for its own sake,
regardless of their authority over it. They reflect the stereotyplcal Jacksonian anti-government sentiment, which I
was surprised to find in much fewer places than I expected (at Jeast in the medical literature. ) I will discuss in a later
section physicians who seemed to object more to lay intrusion than the interventions themselves, which I see as a
separate argument.

126 «Miscellanea,” 118.

\
x
1
|
|
|
|



i Clark 47
|
\

needed to keep streets clean and avoid nuisances, and cholera would not be a problem. 127 These

|

examples provide some evidence for anti-intervention;jst sentiment, but much less than might be
| |
expected. |

|
Significant differences in prophylactic measures existed in the American field; some
|

physicians wanted quarantines, others sanitationism, ?thers a combination of both. Within this
debate, some argued that quarantines could be effecti\‘fe in certain circumstances, while others

asserted that they could never be effective, which mac%le the field even more complicated. As

previously discussed, due either to economic realities or a lack of state commitment to public
health, funding in many cities was particularly limiteﬁl. The decision of where to focus money,

then, was no theoretical issue, as more money for quérmtines would mean less for sanitationism,
|
and vice versa. The unwillingness of public health authorities to stick to one paradigm caused

problems, both in specific cities and on the national leivel. Within cities, dissent led to a splitting
of funding which hampered public health efforts. At the federal level, the lack of uniform policy

\
i
was problematic because even if one city had an effegtive quarantine, not all did, which could let
cholera spread inland easily.

|
|
Medical Infrastructure/ Professional Conflicts ,
|
|
|

Relationships with Sanitary Authorities

A lack of effective centralized authority led to conflicts with lay authorities, as physicians

often disagreed with the implementation of prophylaétic techniques. The Boards of Health

encountered various forms of criticism from physicians particularly for being inefficient, wasting
money, and ignoring physicians. Especially bothers&me to physicians were their perceived
despotism, ineptitude, and lack of qualifications. Some physicians complained that Boston

127 «preparation for the Cholera,” The Boston Medical and Surgzcal Journal 39.18 (1848): 364, American
Periodicals Series Online: http:/proquest.com/.
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Board members wasted money by eating gourmet meals instead of working on sanitary reforms.
This was a particular problem when the bureaucracy was perceived to be cumbersome and
wasteful. One physician declared that there were “ofﬁcers enough in the Board of Health to

conduct the affairs of the South American Republics.’%’128 Clearly, some physicians viewed

Board members as wasteful, inept outsiders. A particjularly vivid example of wasteful behavior
!
involves the Boston Board’s quarantining of figs, which weighed too much for their container

and promptly rolled out to sea, at taxpayer expense. The physician who related that story pointed

out that the Board did not listen to the advice of physicians, who actually carried out the orders.
He argued that the Board should consist entirely of physicians, who would not make such

mistakes. Asserting that “some of the most wooden—ﬁeaded, thick-pated, unqualified persons in
i
the whole community, whose only distinguishing trait is a mulish obstinancy and persistence in

measures that could neither be sustained by reason ndr sanctioned by precedence” served on the
|

Board, he argued that physicians had the knowledge and experience to deal effectively with

I
cholera. Thus, they should not have to submit to lay ajuthorities.129 These complaints indicate the
extent to which some physicians felt that health authojrities were encroaching upon their turf and

wasting money.

One might expect that Americans’ individualiém led to a dislike of public health

measures, as Duffy argues.”*® However, while a hint ;of Jacksonian anti-government ideals exists

in the sources, the criticisms mentioned above represent resentment of lay authority in the
:
medical profession, not government in general. As di'scussed in previous sections, many

American physicians did advocate for broad sanitary jreforms and greater government
|

\

128 «Statistics and Reports on Cholera,” The Boston Medical and Surgical Journal 41.19 (1849): 383, in American
Periodicals Series Online: http://www.proquest.com/.

129 «Boards of Health,” The Boston Medical and Surgical Journal 41.6 (1849): 124, in American Periodicals Series
Online: http://www.proquest.com/. |

B0 Duffy, Sanitarians, 138-9.
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intervention. Thus, it was not the existence of a bureeitucracy that bothered most physicians, but

| |
the fact that they were not allowed enough influence within it.

|

While at least a few physicians resented the Bjoards, there are many fewer examples of
1

criticism in American sources than British sources, as; Chadwick’s authority inspired a greater
outcry than any American health authority. It is prob;lbly true that his visibility would have
made him a lightning rod anyway, as he was a represéntation of British bureaucracy, and the
centralized authority also focused criticism in one pla;ce. In addition, his tendencies to stifle

debate and narrow-mindedly pursue his own goals wej;re understandably viewed by physicians as
-

1
a threat to their authority. No such persona or body c;ontrolled debate in the United States,

allowing debate to flourish. However, Americans facejd more competition from other physicians:

|
less vocal criticism of health authorities did not mean that there was greater consensus in the
\

field. Tension in the American field was more widesf)read, rather than directed at one particular

person, but created as many problems as it did in Britain.

Alternative Practitioners !

One conflict that stood out in the American médical literature was between allopaths
|

(traditional physicians) and alternative practitioners, as traditional physicians claimed to be the
only legitimate sources of medical authority. Many physicians vehemently objected to the claims

A |
made by homeopaths, hydropaths, and other eclectic practitioners. One allopathic physician

responded angrily to an article placed in a Boston medical journal by a homeopath about the

|
success of homeopathy in New Orleans, arguing that his claims were false, impossible, and

misleading. He asserted that the other physician overestimated the number of cholera cases in

New Orleans to make homeopaths seem more effecti\ife. According to the eclectic’s (ostensibly
)
made-up) data, more people died of cholera than were actually ever sick. The physician, only
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|
|
|

referred to as DWB, pointed out that there was no ofﬁcial source of mortality data in New
i

Orleans, and allopaths and homeopaths did not associate with each other, so there was no way he
\

could have obtained this data. This statement itself ié revealing because it indicates the extent of
separation between the two groups. DWB proceeded to insult the homeopathic practitioner,

declaring, “To us, allopaths, this would appear quite an important mistake; but by those who take

such contracted, such infinitesimal views of matters and things medical, to say nothing of the

truth, doubtless the difference is considered trifling.”'*! This indicates the disdain many

|
allopathic physicians had for alternative pract1t1onersf

In addition, in Cincinnati, the Board of Health sued eclectics, hydropaths, and

homeopaths for not reporting cholera deaths, but court threw the case out, implying that if they

were not normally viewed as physicians, they did not‘have the responsibilities of physicians.

When the current Board’s tenure ran out, a “manifestation of war among the craft” occurred in
|
the newspapers between allopaths and eclectics, exposing the “peculiar jealousies™ of the

medical profession. When the new Board appointed 'fm alternative practitioner to the cholera

hospital, the allopathic physicians refused to report their cases of cholera.'*® These two
|

anecdotes illustrate, rather ironically, the unprofessiorilal antics resulting from tensions around
the professionalization of medicine. Because traditional physicians did not have the authority

’ |
they felt they deserved, many criticized alternative practitioners.

Conclusion |

|
The American experience with cholera proph}jflaxis in 1848 was characterized by

indecision and conflict over the theories behind and ﬂractice of cholera prophylaxis: sanitation
|

i

|

\

DWB “Homeopathic Treatment,” The Boston Medical and Surgzcal Journal 41.5 (1849): 101, in American
Periodicals Series Online: http://www_proguest.com/. !

132 «Cincinnati Board of Health,” The Boston Medical and Surgzcal Journal 40.26 (1849): 525, in American
Periodicals Series Online: http://www.proquest.com/.
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|

and quarantinism, miasmatism and contagionism, and' moral and environmental explanations.

The idea that Americans were apathetic about public health and more concerned with preventing

|
government intrusion has very little support, as many§ physicians and health authorities
|

recognized the necessity of compromising some individual rights for the public good. While the
British relied on a centralized authority to set policy, Americans were exposed to Chadwick’s
ideas but had no incentive to follow them if they disagreed. Thus, with a weak centralized

authority, there were definite struggles in the professibn over who would have the power to

\
determine what methods of cholera prophylaxis would be in place. This resulted in disjointed
and ultimately ineffective responses to cholera.

Chapter 1 Overall Conclusion

In 1848-9, neither the British nor the Americans had much success implementing

effective forms of cholera prophylaxis. One explanation for this was that sanitationism, relying
on the miasmatic theory, did not address the underlyirilg problem behind cholera, the bacillus.

|
While sanitationism carried out to its fullest extent would have probably been reasonably

|

effective, the efforts in use were not targeted to addre‘ss cholera, but filth generally, and thus did
not address the actual problem. In addition, the quaréntines in place in the United States were
not strict enough to adequately prevent cholera’s entrignce. However, flawed etiology cannot
completely explain the inadequacy of efforts toward <;:h01era prophylaxis. Health authorities
were much more successful in 1866 operating on a different, but also technically incorrect
paradigm. The ideas of John Snow and Max Joseph Ton Pettenkofer led to more effective

. . . |
interventions, despite that fact that they were not entirely correct, because they were
|

implemented much more thoroughly.
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More problematic than the theories underlying their actions was the lack of consensus in
:

both fields. British physicians, irritated with Chadwick’s do gmatic authority, resisted allying
l
with public health authorities. In this case, the problém originated with too much central control.

American physicians, by contrast, faced a decentralizjed public health system that was
|

fragmentary and ineffective in most cities- margina11§ better in others, by the end of the
i

|
epidemic. The tension in America resulted because p‘[hysicians, frustrated by the lay intervention

in their profession, jockeyed for authority in a rather cllisorganized environment. Thus, debates

|
over etiology and prophylactic measures were signiﬁ;cantly more pronounced in America than

|
Britain, while the British directed their animosity at Qhadwick’s administration. By the end of

|
the epidemic in 1848, physicians in both countries pe;rceived efforts at cholera prophylaxis to be

ineffective, and the secondary scholarship supports this. The lack of consensus in both countries,

in addition to ineffective methods of prophylaxis, created environments in which public health

interventions were unlikely to work.
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Chapter Two |
‘ i
i
1866: Increasing Effectiveness |

|

|

Cholera struck Britain and America again in 1%866. This time, however, the balance of

power had shifted from cholera to public health authorities, who achieved much more apparent
success than they had in 1849 or 1854. The ideas of J ohn Snow and Max Joseph von
Pettenkofer, who argued that cholera was communicalble, influenced the development of new,

more effective sanitary technology. Neoquarantinisni and disinfection targeted infected people
and locations specifically, allowing authorities to focf;s their energy where cholera was most
|

likely to spread. Such technology required extensive ipublic health infrastructure, which

expanded on previous efforts in Britain and developecil in several U.S. cities. In addition to much
|

stronger infrastructure and more efficient technologies, success in slowing cholera’s spread

resulted to a large degree from greater consensus within medical communities and between
f

|
physicians and public health authorities. Better relationships allowed physicians and health
|

authorities to work together toward the same goal, rat%her than fighting, and achieve marked steps

|
toward effective cholera prophylaxis. Some cities, lacking infrastructure or functional health

authorities, failed to prevent cholera’s ravages. However, the experience of cities such as

|
London, New York, and Philadelphia, in which autho;rities produced notable efforts against

cholera, indicates the extent to which effective resporilses to cholera were possible. While not

every city or borough was successful, those with coof)eration, technology, and infrastructure

could significantly reduce mortality from cholera. \
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Britain :
|

!
The British experience with cholera prophylaxis in 1866 was, in several ways, a dramatic

shift from 1849 and 1854."33 While sanitationism coﬁtinued, it differed from the widespread

reforms Chadwick had envisioned in important ways. Ambitious public works programs, such
|
as water quality and sewers, were strengthened by the realization that cholera could be spread by

contaminated water, ideas put forth by John Snow and Max Joseph von Pettenkofer in 1849 and

1855, respectively.13 * Nuisance removal continued, but health authorities focused on locating

and disinfecting areas where disease appeared to be l?cated, rather than haphazardly removing

all possible sources of cholera. Neoquarantinism and compulsory isolation helped to check the

\
spread of disease, and health authorities gained greate;r power in the Sanitary Act of 1866. John
Simon’s tenure as Medical Officer of Health was mujch less inflammatory than Chadwick’s had

been, and the medical profession experienced much léss conflict with health authorities. Overall,
more effective prophylactic technology, the continuation of sanitary infrastructure that had been
underway in 1849, and more consensus in the field beietween health authorities and physicians led

I

to greater apparent success with cholera prophylaxis in 1866.
!

|

|

|

13 1 have chosen not to write a chapter about 1854 because the épidemic was not very widespread in the United
States, which would essentially mean comparing a nation in the;midst of an epidemic and a nation with sporadic
visits from cholera. In addition, while Snow’s ideas were published in 1849, they had yet to gain much ground. In
addition, Chadwick’s continued authority essentially made 1854 so much like 1849 in London that a new chapter
would not have been very. interesting. w
134 John Snow and Max Pettenkofer’s ideas were not exactly the same, but they were similar enough to be mentioned
together in sources of the time. While Snow argued that cholera could be infectious upon leaving the body,
Pettenkofer believed that it needed to ferment underground for a period of time before it could infect new victims.
While Snow’s ideas had originally been published in 1849, he lacked the evidence at that time to convince many
people. With his 1854 investigation of the source of cholera, he developed much more data to persuade health
authorities (and other physicians) that cholera could be spread through water and personal contact, and his ideas
began to gain much wider credence. William Budd had similar 1deas around 1856, although his work focused on
typhoid.
Charles Nottidge McNamara, A History of Asiatic Cholera (London Macmillan, 1876) 219; John Snow, On the
Mode of Communication of Cholera (London: J. Churchill, 1849), 5, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/; Porter, Greatest Béneﬁz 413.

\

!
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Etiology

Contagion, Infection, and Water

|
|
|
l
|
|
|
|
|
|
I

\
Etiology played a more important role in the fight against cholera than it had in previous

years, as the majority opinion in 1866 represented a d;ramatic paradigm shift from 1849. Most

physicians agreed that cholera was at least infectious,i if not contagious, some of the time.

Because methods based in miasmatism had failed to deliver the promised results, more

physicians gave credence to the doctrines of infection; and contagionism. These theories offered
|

explanations of cholera that seemed to fit better with @e new evidence, particularly the idea of
|

contaminated water supplies. Not all physicians belie%ved that cholera was contagious,
infectious, or somehow spread by human. contact, but% the majority did, and public health policy

followed this. This would be crucial, as the Lancet d¢clared the mode of propagation of cholera
;
While greater success in cholera prophylaxis
|
owes much to the infrastructure established by legisla;tion such as the Sanitary Act, this would
|

not have been possible without the shift in understandmg of etiology that prioritized disinfection
1

to be the “great lesson” of the 1866 epidemic.'®

over general sanitationism. ’

|

\
Many physicians viewed cholera as infectious, although debate existed over whether it

was directly contagious or spread by other means. Tﬂe Sanitary Act of 1866 treated cholera as a

|

“contagious or infectious” disease, while Edwin Farr, the Registrar General, stated that “cholera

stuff” spread the disease.*® One British medical journal argued, “that it spreads by means of

!

:
human intercourse appears quite certain,” but they could not rule out other means of propagation.

Later, they said that evidence indicated that cholera was “transmissible.”"*” Other physicians

133 «Untitled,” The Lancet 88.2261 (1866): 727-8.

136 W H. Michael, The Sanitary Acts, 99, in Google Books.
137 « Anthorities on Cholera,” British and Foreign Medico-Chirurgical Review 83 (1866): 141, 153, in Google
Books.
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\
viewed cholera as contagious, but less contagious tha:n diseases such as smallpox.138 The

\
question of propagation was a contested one, at least in the details, but the idea that cholera could
spread from person to person gained much ground between 1854 and 1866.

One significant change that occurred with the lquestion of infection was the idea of

disease specificity, as many physicians characterized cholera as a “specific poison” that could

139

enter the body and work much as known poisons. I8 his raised a new set of issues that had not

1
applied when cholera was believed to originate from local miasmas. The Board of Health had

proclaimed in 1848 that cholera was filth, which suggests that it was not a specific disease. Dr.
|
Sutherland, however, who had published opinions of ;the Board in 1848-9, changed his mind in

1867, declaring that cholera was not necessarily relatied directly to filth, as “cholera is not
1
invariably en rapport either with other zymotic disea$es or with mere physical local
: \
characteristics.”™*° While this may seem somewhat obvious, the idea of specificity of disease

\
was a profound step in the understanding of its etiology, probably a necessary one for the later
adoption of the germ theory. Such ideas gave some h;ope to physicians attempting to check its

spread. If cholera was a specific poison, it could be cTontained in one place, logic that formed the
|

underpinnings of disinfection and neoquarantinism. One physician even argued that an antidote

i
might exist.*! !
|

Another significant difference from 1849 wasithe recognition that the waste from infected

people was a reason for its spread, although debates éxisted over whether this was the primary

|
!

!

|

138 Hayden and Cruise, quoted in British and Foreign Medico- Chzrurgzcal Review vol. 40 (1867), 263, in Google
Books.

139 C. Dudley Kingsford, Cholera: A New Theory (London: John Churchill and Sons, 1866), 11, in Cholera Online:
http://www.nlm.nih. gov/exhlbltlon/cholera/ Charles Henry Marston, Cholera; Its Causes, Prevention, and
Treatment (Devises: C. Gillman, 1866), 5, in Cholera Online: http://nlm.nih.gov/exhibition/cholera/.

140 «Ratality of Cholera Epidemics in London,” The Lancet 89. 2265 (1867): 125.

41 Ringsford, New Theory, 11.
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|
method of infection.'* This helped to explain why some people who came in contact with
i

cholera patients sickened, and others remained healthy; only contact with their “poisoned

excretions” was dangerous.!*® Physicians cited dirty hands of medical workers, tainted bedding
and clothing, and unsafe disposal of cholera waste, pairticularly if the water-closets emptied into
areas where it could spread. The danger did not end when the fluids of patients dried, as cholera
could enter the lungs through a vapor or as dry germs 144 Such fears helped prompt the Sewage
Utilization Act of 1866, which created sewer authorities and enabled them to establish drainage

systems in their districts.'*

As John Snow had demonstrated in 1854, water was a frequent culprit in the spread of

cholera. Thus, many physicians recognized the need for pure drinking water and non-

|

contaminated food.’*® Physicians could, and many did, trace the spread of disease along rivers,

I

particularly polluted ones. One physician pointed to the Indian practice of letting the dead
|

decompose in rivers as a primary means of its spread in that region.'*” The Lancet referred to
|

water as the “one agent of diffusion which has outstrii)ped all others in importance,” arguing that

decreased mortality in 1866 owed much to greater carfe with the water supply.148 One American

f
|

physician noted that the poor quality of the East LondPn Company’s water led to that district
suffering disproportionately from the rest of London—j‘ from thirty-two to forty times greater.'*

The official report of the epidemic found that this waé because the quality of the rest of the city’s
|

|

12 Physicians’ views often depended on whether they agreed wifh Snow or Pettenkofer. While Snow believed that
cholera “effluvia” were inherently dangerous, Pettenkofer argued that it needed to ferment underground before it
became dangerous. Considering that the water supply where this fermentation would take place was underground,
though, it was often a moot point when the water was infected, and this did not seem to cause a great rift in the
profession. f

3 Marston, Causes, 6. {

144 Joseph Kidd, Directions for the Homeopathic Treatment of Cholera (London: E. Gould & Sons, 1866), 7, in
Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/; Marston Causes, 6.

15 W H. Michael, The Sanitary Acts, 16-17. \

16 ¥idd, Directions, 8-9. '
7 Kingsford, New Theory, 2.

148 «Untitled,” The Lancet 88.2261 (1866): 727-8.
19 peters, Notes on the Origin, 182-3.
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|
water had been improving since 1848. When the wat:er in East London remained contaminated,

|
it stuck out as obvious. In fact, the Report gives a sighiﬁcant amount of space to discussions of
water, indicating its importance to sanitary authorities.”>® Water quality was one of the most
important concerns in 1866, as the British government began taking steps to ensure that

customers received clean water.

Lingering Older Ideas

The idea that cholera required filth to wreak havoc was hard for many physicians to

dispel, even if they viewed it as contagious. Many argued that while cholera might be a specific

disease, it required predisposing causes to strike. Decomposition of organic matter, filth, and
|

immorality could be dangerous, according to some physicians, causing people to be more

|
|

vulnerable to the disease. One physician claimed thati cholera, spread by a poisoned miasma,
!

was “powerless in the absence of organic impurity,” a;nd could result from intemperance,
unhealthy lifestyles, and lack of ventilation.'” Excess and intemperance were predisposing

causes for the wealthy who fell victim to cholera; ﬁlﬂ;‘l and lack of food or healthy environments
|
condemned the poor. Many physicians pointed to darﬁpness and decomposition of organic

!
matter, which either directly led to cholera, through food or water, or created a poisoned miasma

that then spread the disease. Pollution and nuisances, particularly those of animals, could be

|
deadly, and the idea that cholera followed the track of fevers, in dirty places, remained somewhat

152

popular.”™ A minority of reactionary authorities reﬁ1$ed to see water as a possible cause of

130 Farr. Edwin, “Rise and Decline of Cholera,” Report on the Cholera Epidemic of 1866 in England, (London: Eyre
and Spottiswoode, 1868), xxxi, in Google Books.
151 Marston, Causes, 5.

"2 Thomas Orton, Board of Works for the Limehouse District. Special Report Upon the Cholera Epidemic of 1866
(London, 1866), 4-5, 7, 12-15, in Cholera Online: http://nlm.nih.igov/exhibition/cholera/; Robert J. Spitta, Brief
remarks on cholera; being the result of observations during the two last outbreaks of cholera in England, and an
attempt to advance a theory of that disease which shall lead to d more consistent method of treatment (London: J.
Churchill & Sons, 1866), 4-5, 12-14, in Cholera Online: http://n;lm.njh.gov/exhibition/cholera/; Ambrose Blacklock,
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cholera. The Medical Officer of Health in the Limehé)use District declared that his chemist could

not find any poison in the water and that most people did not see water as dangerous, although it

is clear from other sources that most physicians did see water as capable of spreading cholera.'®

It is significant that many physicians who ascrlbed to the theory of predisposing

conditions were still miasmatists. While they recogmzed that there might be a specific poison,

I
|

they thought it spread in the air, a concept that was noj't very different from the original
miasmatists. To the physicians who believed in predigposmg conditions, filth in general was as
much of a problem as the presence of the cholera poiéon, if not more. One physician wrote that
in filthy places, “cholera works its greatest mischief; and we have ourselves to blame when such
\
places exist.”*** Such physicians could not believe tﬂat a filthy place without the cholera germ

could be less dangerous than a clean location with the germ— admittedly, a contradictory concept,

and one that held interesting implications for sanitary|reform.
1
Indeed, some physicians refused to see cholera as contagious or infectious at all, denying

the existence of a poison. One anti-contagionist arguc;ed that the poison “exists only in the

991

imagination of certain pathologists” and that “germs” were no more real than the poison. He was,

understandably, horrified at the return of quarantine.!

|
1
; Thus, while most physicians agreed with

Snow and Pettenkofer by 1866, this was not the case for all physicians, as a minority held to
i

older ideas that encompassed both moral arguments apd broader ideas of environmental causes.
Authorities in health policy effectively sided with the§ contagionists, and while older ideas
continued to circulate, they played less of a role in sanitary reform.

I

Do Small-pox and Cow-pox Afford Any Protection from Asiatic Cholera? (Dumfries: W.C. Craw, 1866), 15, in
Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/; ngsford New Theory, 15.
133 Orton, Limehouse District, 3-6. |
15 Blacklock, Small-pox, 15. |
133 John Chapman and Andrew Clark, Cholera: A Disease of the Nervous System (London: J&A Churchill, 1866), 7-
8, in Cholera Online: http://www.nlm.nih. gov/exhlbltlon/cholera/
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New Technology: Neoguarantism, Disinfection, and Modified Sanitationism

|

The abolishment of the General Board of Health, partly due to Chadwick’s unpopularity,

\
occurred in 1854, opening up British public health to Flnew generation of ideas. John Snow’s

|
|

view of cholera as infectious flew directly in the face bf the original Board’s strict anti-
|

|
contagionism, but official policy shifted after 1849, a$ it became clear that many of Chadwick’s

i

ideas, such as flushing sewers into the Thames (whic ‘ then became drinking water) actually
worsened the problem. The Great Stench of 1858 pr&ved that contrary to the Board’s platitude,

all smell was not disease. London was overwhelmed with the pungent smell of the Thames but

suffered no increase in deaths, providing strong evidence that something other than smell was to

blame for cholera’s spread. After this incident forced’ members of Parliament to evacuate, they
dispatched Joseph Bazalgette to create a modern sewér system. One of the final nails in the
coffin of Chadwick’s anti-contagionism was Registrair—General Edwin Farr’s demonstration that
cases of cholera could be traced to infected water ﬁor}n one water company.'>®

Thus, in 1866, public health operated under a very different paradigm than it had in 1848.

John Simon, the Medical Officer of Health, was a physician and ran the public health system in a

much less bureaucratic manner than Chadwick, making him inherently less of a controversial

figure. Departing substantially from his predecessor, both in leadership style and prophylactic

ideas, Dr. Simon championed a combination of “neoquarantinism” and modified sanitationism
1
that focused mainly on disinfection. Dr. Simon was I’:lOt in favor of traditional quarantines. He

pointed out that they had serious economic drawbacké, if implemented properly, which was hard
\

to do, and effective quarantine was “more easily imagined than realized.”">’ Neoquarantinism

was more palatable for many British because it differed significantly from previous quarantine

136 Baldwin, Contagion, 148-9; Porter, Greatest Benefit, 413. This is notable because Farr had originally been
opposed to Snow’s ideas. |
17 «The International Sanitary Congress,” The Lancet 88.2259 (1866): 394.
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methods: it was more precise and therefore more effecl:tive. As one historian points out, such
methods were “calibrated to the actual mode of trmsﬁﬁssion rather than taking blunderbuss aim

at every distasteful metropolitan odor.”'>® Rather than attempting to keep all foreigners from
\

entering, neoquarantinism involved careful inspectioﬂ' of ships and observation of travelers,
|
|

particularly those likely to have been exposed. The sick were isolated quickly, and all who could
be suspected of harboring cholera germs were disinfe(j:ted, with their clothing and luggage
subject to the same procedures.> Disinfection also took place in neighborhoods where cholera

was present or suspected, rather than in the city as a V\j/hole. Such strategies owed much to Snow
and Pettenkofer’s work, as they assumed that cholera %was a physical body that could be
destroyed by disinfection. In a sense, disinfection was a short-term solution, before broader
sanitary reform could take place, but it did not replacé: sanitary reform. It merely represented a
different set of priorities than existed under Chadwick’s administration.'®

The ability to carry out disinfection and neoquarantinism, in addition to public works

projects addressing water and nuisances, necessitated powerful infrastructure. While the

beginning of such authority was evident in 1849, the achievements made by physicians and

|

health authorities would not have been possible with();ut the powers granted in the Sanitary Act of
|

1866. This act granted health authorities significant p!ower: the ability to regulate tenements,

give clean water, detain infected travelers, isolate the ﬁll without their consent, enter houses and

forcibly remove nuisances, disinfect or destroy infectjed items (particularly clothing and bedding)
|

and remove corpses from buildings, among other provisions. It also required nuisance authorities
|

to inspect their districts and provided penalties for infected people knowingly exposing others to
|

|

158 Baldwin, Contagionism, 147. . 1

13 Many writers of the time do indeed use the word “germ,” butj their understanding of the concept differs from
ours, as the germ theory had yet to be advanced.

1 Baldwin, Contagionism, 141-3, 147-9; Porter, Greatest Beneft 411-414.
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disease.'®! The success of health authorities dependecfi both on knowledge of measures to take

against cholera and support to carry out intrusive yet flecessary duties, and the Act gave Dr.
f
Simon much more authority than Chadwick had possessed.

|

General Sanitary Success |

These new ideas and strategies, bolstered by s’;trong infrastructure, did lead to more

success with cholera prophylaxis than ever before. B‘y the second wave of the epidemic in 1867,

the combination of traditional sanitationism, disinfection, and concern for affected water supplies
led to reports of success in many districts. The ofﬁcejr of health in the Islington parish earned
praise for saving his district from excess mortality, at his own risk.'®? The district of Lambeth
remained an island of relative health in the East End l:fy taking precautionary measures: making
available more physicians and medicine, removing nuj'isances, draining cesspools, disinfecting

1 .
areas, and destroying affected clothing and bedding. Fooperation between physicians and health

1
authorities improved the efficiency of such steps, a stark contrast between the power struggles of

\

1849. In addition, the health officials took action when they discovered that their water was

contaminated, which probably saved more lives than fhe other methods.'®® The borough of
1

Hackney reported significant progress from hiring mdre nuisance inspectors, who had the power

to inspect, disinfect and carry out legal action against offenders if necessary. Health authorities

i
usually addressed about 1,500 nuisances yearly, but from August 1866 to March 1867, they dealt

with 4,285 cases- a vast improvement of public healtﬁ infrastructure.'%*

|

In addition, districts

i
|
|
I
i
|
|
!
|
|

1! Baldwin, Contagionism, 152-3, 185; Porter, Greatest Benefit| 414; W.H. Michael, The Sanitary Acts: Comprising
the Sewage Utilization Act, 1865, and the Sanitary Act, 1866 (London: H. Sweet, 1867), 18-26, in Google Books

' “Islington Sanitary Committee,” The Lancet 89.2262 (1867):122.

163 «prevention Better than Cure,” The Lancet 90.2310 (1867): 713.

164 «The Sanitary Act in Hackney,” The Lancet 90.2290 (1867): ;80.
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with particularly bad conditions were likely to be called out by the Lancet, illustrating the extent

to which sanitary achievement, at least to some degre!a, was the norm.’
Reports to Sanitary Committees in various dis?tricts iltustrate the extent to which

physicians believed that effective action significantly icurtailed the epidemic. In the vestry of St.

65

Mary, Newington, physicians reported cases of chole#a, and health officers made medicine and

i
disinfectant freely available. This serves as another example of cooperation between the two
\

groups enhancing the ability of authorities to act effeétively. In addition, bills of sanitary advice
were distributed in poor districts and medicine was made available in schools for poor children.
i

However, health officials dealt with all nuisances, notj only those of the poor. The Medical
Officer of Health, William Tiffin Iliff, declared that “;trict impartiality [was] the rule of action,”
as “all classes, and those in every station, [were] alike’ subject to inquiry.”166 Widespread
sanitary efforts took place throughout the parish, as W[orkers cleaned roads, removed handles
from street pumps, and quickly interred the dead. Le?ders minimized infected water supplies
caused by sewer construction as much as possible. HFalth workers visited 12,919 houses,
keeping a record of nuisances of every house and Wh?ilt had been done to address them; they re-
inspected buildings until they were clean, some multiple times. Ultimately, the parish suffered
much less severe of an epidemic in 1866 than 1854 arild 1849, with only 24 cases, compared to
907 in 1849 and 694 in 1854." |

Thanks to these measures, physicians viewed i,ondon as more successful than ever
before. One American physician spoke admiringly o;f the support given to health officers and

progress made in home visitations, disinfection, isolafcion, and water quality. He said that 14,137

!
I
|

165 «The Cholera in the Workhouses,” The Lancet 88.2239 (1866): 100.

166 William Tiffin Iliff, To the Special Sanitary Committee of the Vestry of St. Mary, Newington (Newington, 1866),
9. in Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/.
7 Ibid., 1-14. |
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died in 1849, 10,738 in 1854, and only 5,548 in 1866, 3,909 of which occurred in the troubled

168 While obviously differences in the felative strengths of epidemics account for

|
some mortality figures, the death rate in 1866 is sigﬁﬁcantly lower than the other years. The

1
Lancet credited this to the new sanitary technologies 1‘n place since 1855.1%° The new technology

East End area.

was undoubtedly influential, but it is not the only reas:on that many of London’s authorities
i
perceived, and arguably had, much greater success thén in 1849. The use of sanitary

infrastructure to undertake targeted interventions, as ciliscussed, was crucial to the British

\
strategy. Also notable was evidence of cooperation bjetween health boards and physicians, as

|
physicians participated in sanitary efforts and helped “[o strengthen the efforts of Simon’s

administration. The reports from Lambeth and St. Méry explicitly point out that the system of
|

sanitationism now involved physicians, who were more supportive of official responses than in
|

1849.170 | |

The epidemic of 1866 was not entirely a succe:ss story, as one might guess, as problems

|
remained in some districts. While procedures were ir} place to deal with nuisances, this did not

1
always take place, as it required dedicated sanitary authorities. In the borough of Woolwich, the

medical officers had made no headway in sanitary majtters between 1854 and 1866. They
|

cemented the ire of local physicians by hiring a ship éaptain’s servant as sanitary inspector and a

man who claimed to have, but could not produce, me;dical credentials as his assistant. A local

physician complained to the Lancet that these officers were shirking their duties and

exacerbating the problem of cholera, particularly by neglecting to disinfect the homes of certain

168 John Charles Peters, Notes on the Origin, Nature, Prevention, and Treatment of Asiatic Cholera (New York: D.
Van Nostrand, 1867), 182-3, in Cholera Online: http:/nlm.nih.gov/exhibition/cholera/.

169 «The Health History of 1866,” The Lancet 89.2262 (1867): 18.

170 Piffin IIiff, Newington, 9; “Prevention Better than Cure,” 713.
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victims.!”! In this situation, there is clearly no cooperjation between physicians and the medical
officers, as the health authorities antagonized physiciaims by appointing lay-people in positions of
authority over them. In addition, there is no evidenceiof sanitary infrastructure in use, as these
dubious officers accomplished nothing of note.
At the end of the epidemic, even where authorities had made progress, nuisances
remained, many impoverished people still lived in filth, and the water supply was not yet safe. 172

When cholera was not threatening, such measures lacked urgency. An early 1867 Lancer article

was already complaining that many promises of continuing sanitary progress were “cast to the

winds and utterly forgotten.”'” In addition, problems with the water supply, a huge concern,
|

would take years to remedy entirely. This was depen(:ient on the completion of Joseph
|

|
Bazalgette’s new sewer system, as construction caused some unavoidable problems with the

174 Another issue that dragged out the p#oblem of water quality was corruption of

the water companies. Even though most of the city’s :companies had improved by 1867, an
|

water supply.

investigation into the water in East London found eel§ in people’s homes— hardly a sign that the
company was diligently watching the quality of its WEjlteI'.”S Prophylactic measures were not

I

always immediately adequate to address larger probleims that would take decades to complete,
such as the sewers, or require the compliance of privazte companies.

Overall, despite failures in some districts, Loqdon’s experience in 1866 was more
positive than in any previous cholera epidemic, as neci)quarantinism, disinfection, and a concern

for infected water revolutionized prophylaxis. Sanitary infrastructure and cooperation between

171 «The Qutbreak of Cholera at Woolwich,” The Lancet 88.2259 (1866): 683.
172 Tiffin 11iff, Newington, 13.

173 «Untitled,” The Lancet 90.2304 (1867): 524-5.
174 Tiffin Iliff, Newington, 9.

' General Registrar Office, Annual report of the registrar-general of births, deaths, and marriages in England
(London: Eyre and Spottiswoode, 1868), xxv. This is the district which suffered the highest mortality in the city.
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health authorities and physicians aided these developrhents. The Lancet proudly declared at the

end of the epidemic that cholera “came not unanticipajted, and, although it has found too many
1

victims, it never found so much effective resistance awaiting it.”'’® In the same vein, one
|

American physician declared that British “sanitary scﬁence fought against it as it had never
fought before.””” It is no accident that this is the lanéuage of a besieged city finally (at least
somewhat) triumphant; while sanitary reformers had r%'lot yet won the war, they seemed finally to
have won a battle. There were obviously still problenils and excess mortality, but progress was
clear to physicians: when properly carried out, these rtTew methods worked. Unlike in 1832, when
panic reigned, and in 1849, when Chadwick’s efforts %‘ell short and created more problems in the
meantime, these solutions functioned in the short terrﬁ. Targeted sanifary reform allowed health
authorities to work with the resources they had and ef}fectively target cholera specifically. While
many still died from cholera in London in 1866, authorities now had tools that they could rely on

in future epidemics.

Better Relationships Between Physicians and Health Authorities

One notable aspect of the 1866 epidemic was that, in most cases, there was greater
cooperation between health authorities and physicians. They seemed to be fighting for the same
goal rather than against each other, as in 1849. Physicians gained more authority in public health
measures, which made thém supportive of the systemin place. Many particularly liked the
Sanitary Act of 1866, which they perceived as empowering. The Lancet pointed out to
|

physicians the “imperative duty which rests upon them to avail themselves at once of the

opportunity now afforded them of assuming their rightful place as conservators of the public

health.” It argued that the act conferred “powers which will enable the medical men of any town

176 The Lancet, 88.2261 (1866): 727-8.
177 peters, Notes, 182-3.
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or district in the kingdom, by concerted action, to remove at once the principal sources of
preventable disease.”'"® This statement indicates that/physicians saw themselves as the rightfil
leaders of public health and were gratified when Parliament agreed. The reports from health
authorities, as discussed above, indicate that this was not merely the perception of physicians;
they did actually participate much more in public health than they had in 1849. Sanitary success
also stroked the profession’s ego, as the public began to pay more attention to such measures
when they were proven effective. In 1867, the Lancet declared its joy that its interest in public

health had spread to the general public.179

Much of this cooperation relates to a generally positive relationship with John Simon, the

Medical Officer of Health. Physicians preferred Simon to Chadwick, as evidence of criticism of

him is difficult to locate. Support for Simon existed before the epidemic and did not waver. 180

One Lancet article declared that the sanitary adviseménts published by the Medical Officers of

Health in London proved that “the public health in Lo;ndon is in good medical hands.” In an
\
obvious indictment of Chadwick, the editorialist continues to say that, “This has not always been

the case,” as in previous epidemics, “the highest pubﬁc sanitary authorities and the highest
|
medical authorities were at unseemly issue on vital péints of procedure.”'® Criticism about

|
Simon and his policies is nowhere to be found in the Lancet, which had no qualms about
|
discussing Chadwick’s failures in 1849. Disapproval of local sanitary leaders was another

matter; as previously discussed, the journal seemed to consider it part of its duty to indict

(113

authorities not seen as effective. For instance, one artlicle scoffed at the “‘cheese-paring’ and

|

|
178 «Untitled,” The Lancet 88.2242 (1866): 187. i
17 «The Public Health,” The Lancet 89.2267 (1867): 188. ‘
180 None of the Lancet articles I read said anything critical about Simon, even after 1 looked at every article that
mentioned his name. It is possible that criticism occurred elsewhere but it does not at all seem to be the case that he
was widely disliked, like Chadwick. ‘

181 «Jnited Action in Case of Cholera,” The Lancet 2232.9 (1866) 637.
)
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apathetic element of metropolitan boards and vestries? that waited until cholera was impending
|
to take action.'®? Such statements are hardly surprising, considering the inherent corruptibility

and inefficiency of local governments.

What is notable, particularly considering the squabbling of 1849, is the lack of complaint

about the public health system in general, as the overqll health authorities seem to have been
|

|
very well-liked by the medical profession. This is probably because of the greater autonomy
\
|
bestowed upon physicians through legislation such as'the Sanitary Act, which allowed them to
participate in official efforts and claim public health a}s their own. Also, unlike Chadwick,

|
Simon did not attempt to control the profession and allowed medical personnel to take credit for
\

sanitary successes, which obviously strengthened his :relationshjp with them. Overall, the

tension between health boards and physicians in 1849f was not evident in 1866. While physicians

often pointed out where failures of public health had ct)ccurred, they criticized specific places
where the system had failed— not the structure of the ;ystem in general.

Conclusion '
Dramatic shifts in the theory and implementatiion of prophylactic methods made it

| .
possible for health authorities to become, arguably, much more successful at preventing cholera
‘r

in 1866 than in 1849. Contagionism replaced miasmatism as the dominant theory, which

|
ushered in an era of neoquarantinism, disinfection, and much more concern for water and

i
sewage. This concept was persuasive because it poss?ssed the explanatory power of

miasmatism, but produced better results than early sanitationism had. To implement these ideas,
health authorities relied on the sanitary infrastructure begun in 1849 but expanded it to fit newly
|

targeted goals. Physicians and health authorities coof)erated to a much greater degree than in

1849, essentially serving as a more united front again‘;st cholera rather than bickering. The

|
182 «Untitled,” The Lancet 90.2304 (1867): 524-5. {
|
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medical profession felt more empowered as health au‘?horities, probably thanks to Chadwick’s
absence, and John Simon’s administration faced much less criticism. Although cholera had not
yet been defeated, the British in 1866 believed that they had found the tools to do so in the
future.
America

The unpleasant sanitary condition of the United States at the beginning of 1866 was

obvious to everyone’s eyes- and noses. Reformers decried the filthy nature of cities and the lack
of action that had taken place since the last visitations of cholera. In New York, the health board
was ineffective, as few sanitary improvements had beien made, and none seemed likely to occur
in the near future. After political struggles stymied ef‘forts to strengthen the municipal health
system, state leaders passed the Act fo Create a Metroipoliz‘an Sanitary District and the Board of

Health Therein, which gave expansive powers to the hew bodies. The new Board proved to be
g
efficient, establishing a system where physicians’ repiorts of cholera led to a swarm of inspectors

who disinfected the premises. While public pressure and a hostile judiciary minimized the role

of quarantine, health authorities were surprisingly effiective. It was a relatively mild epidemic,
|

and the new officials dealt effectively with the threat of cholera— a momentous achievement,

i
considering past failures. Charles Rosenberg says, “Kor the first time, an American community

had successfully organized itself to conquer an epider}nic.”183

As in Britain, this sanitary success was partly ;the result of new ideas about cholera’s
propagation and partly because of improvements in sénitary infrastructure and relationships
between physicians and health authorities. The ideas'of Snow and Pettenkofer were influential,
and contagionism was the predominant theory by 1866, with a minority of dissenters remaining.

New tools, such as disinfection and neoquarantinism,i proved relatively successful at checking

183 Rosenberg, Cholera Years, 192-3.
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cholera’s spread. After watching New York’s succesL, physicians in other cities tried to mimic
the powerful sanitary infrastructure and the tools of di’sinfection that had proven so much more
effective than past efforts. During this period, while s}uccessful cities exhibited harmony
between physicians and authorities, physiciaps who f?lt left out by incompetent Boards of Health
were often harshly critical of them. In addition, as more authority was at stake, hostilities with
alternative practitioners continued to be problematic in certain areas.’®® A lack of unified

national policy meant that there was wide variation in the actions of various cities. In New York

and Philadelphia, where authorities and physicians cooperated and used sanitary infrastructure to

carry out disinfection, prophylactic efforts were apparently effective. Not all cities were so

|
|
|
i
|

fortunate, as some lacked the infrastructure or the cooperation to prevent cholera successfully.
Etiology

In 1866, many physicians agreed with Snow and Pettenkofer that cholera was contagious,

infectious, or somehow propagated by human interac’gion. In a Congressional hearing, one
1

physician declared the medical profession to be unani;mous in its support of contagion, which
i

: |

does not seem to be quite true, but it indicates that it \Tvas a widespread belief.'®> The idea of
{

contagion or infection encompassed a wide variety of views. Some physicians, following the

ideas of Pettenkofer, thought that cholera became contagious after the germ fermented
\

underground in “certain conditions favorable to its de‘velopment.”186 Others viewed it as

immediately infectious and contagious.'®” Many phys:icians viewed cholera as a physical particle,

|
much like a poison. One Springfield physician wrote that filth was not cholera “any more than

\

|

184 Rosenberg, Cholera Years, 186- 209, 224; Duffy, Sanitationists, 118-125.

185 John Evans, Memorial of Dr. John Evans, praying the establishment of a system of quarantine regulations for the
prevention of the spread of cholera. 39th Congress, Ist session, Senate Mis. Doc. No. 66, Feb., 1866 (Washington:
Government Printing Office, 1866), 1-2, in Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/.

85 Dr. Lee, in Evans, Memorial, 11-12.

187 John Charles Peters, Notes on the Origin, Nature, Prevention, and Treatment of Asiatic Cholera (New York: D.
Van Nostrand, 1867), 164, in Cholera Online: http://nlm.nih.gov/exhibition/cholera/.
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|
guano is a cabbage,” but dirty environments were “good fertilizers when the seed is scattered.”'®8
Other writers were more vague, alluding to a “morbific influence” that spread from person to
person. One physician wrote that cholera did not seek out or originate in filth, but “when the
|
morbific influence rests upon a country,” people in such conditions were more likely to die, as

they tended to be in worse health.'® The idea of human intercourse also played a significant role

in the debate. It was clear to some that along the Mississippi River, places where steamboats

stopped were the most likely to contract cholera. In a(?dition, in Chicago, cholera’s spread was
linked with “the amount and rapidity of human interC(l)urse.”lgo Contagionism in 1866 was a
popular idea, but one whose details could differ dramcyltically between physicians.

As in 1849, many physicians believed in comll)inations of theories that were not easily

characterized as “contagionist” or “anti-contagonist.”) Many physicians hedged their bets by

claiming that while cholera was not contagious, it was slightly portable, which allowed them to

occupy the theoretical space between contagionism and anti-contagionism. One argument was
\

!
that it was infectious, spread by fomites, but not conté}gious because not directly communicated.
!
Hearkening back to the animalcular theory of 1849, several physicians saw cholera as a live
|
parasite that could function as a poison inside the body."”' Some claimed that cholera was
|

contagious in some instances and not in others, such as the idea of contingent contagion. One
|

|
physician declared cholera infectious, and “communicable by human intercourse,” though not
|

188 Marshall Calkins, Essays on the preventable diseases of summer and autumn: No. 1. epidemic cholera, its
causes, phenomena, and mode of propagation; together with the means of prevention and proper treatment
(Springfield: Bickford & Bullock, 1866), 7, in Cholera Online: http://nlm.nih. gov/exhibition/cholera/ Benjamin
Eddy Cotting, Cholera, Its Management and Medical Ti reatment (Boston, 1866), 5, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/. |

189 Cotting, Management and Medical Treatment, 3-5 ;
190 Evans, Memorial, 4,6. ’

1 Henry Hartshorne, Cholera, Facts and Conclusions as to its Nature, Prevention, and Treatment (Philadelphia:
J.B. Lippincott & co, 1866), 4, 35, 41-43, 46, in Cholera Online: http://nlm.nih.gov/exhibition/cholera/; William
Schmoele, 4n Essay on the Cause, Diffusion, Localization, Prevention and Cure of the Asiatic Cholera and Other
Epidemics (Philadelphia: WM Zieber, King & Baird, 1866), 17 20, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/.
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communicable under all circumstances.'” These phy§icians would support disinfection, as they

)

. « . . | . . .
believed it could be spread in some circumstances, but were likely to view nuisance removal as

|
|

important because cholera was more dangerous in certain situations.
|

\
One of the primary ways that cholera “seeds” ;could reach people was through the waste
|

1 .. .
of its victims, an idea suggested by Snow. The idea that cholera “dejections,” “discharges,” or
|

“contagious effluvium,” could be dangerous helped to explain how many people contracted the

disease in the first place.193 Howeyver, it also raised tﬁe problem that clothing, bedding, and other
!

items contaminated by victims could themselves spre?d the disease. Indeed, many who washed

the clothing of victims and cleaned their rooms becanfle sick, suggesting that they had
| .

encountered poisonous “fomites.” Because of this, mgny physicians (and health boards)

recommended to disinfect things after victims touched them.'* In addition to clothing, many

physicians saw contaminated water as one of the main ways cholera waste could enter people’s
|

bodies.”” One physician, Dr. Peters, summed it up efoquently when he remarked, “It is idle to
|

|
talk of unripe fruits, bad lemonade, of Jack's imprudepce in exposing himself to the sun, and of

|
his drunken habits, for one draught of this poison water will be more fatal than all of them

t

combined.”'®® Because of these ideas, disinfecting or removing waste became important, as
s P 5

contact through clothing or water supplies could be deadly.

192 Hamlin, Essays on the Cholera, 6-7; Calkins, Preventable Diseases, 9.

198 Horace Marshfield Paine, Manual of Reference on Epidemic Cholera: Its Causes, Prevention, Symptoms, and
Treatment (Albany: Weed, Parsons, & Co., 1866), 12, in Cholera Online: http://nlm.nih.gov/exhibition/cholera/;
Hartshorne, Facis and Conclusions, 22; Schmoele, Essay on the Cause, 22.

194 Evans, Memorial, 10; Annual Report of the Metropolitan Board of Health of the State of New York v.1 (New
York, Appleton & Co., 1867), 55, in Google Books; Calkins, Preventable Diseases, 8-19.

195 Hartshorne, Facts and Conclusions, 51; Paine, Manual of Reference 8; “Miscellanea,” Western Journal of
Medicine, ed. Theophilus Parvin (1867): 50, in Google Books. ;

196 peters, Notes on the Origin, 169. ‘
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Lingering Ideas

|
|
|

. . . \
Ideas of predisposing causes, environmental or personal causes that caused cholera to be
i

more likely to spread, continued to be evident. Persorjxal causes included intemperance and a
lack of concern with one’s health. One physician (noFably, also a minister) wrote that
“intemperance [is] the primary cause of cholera.. .direlctly, by the intemperance it produces, and
indirectly, by the nuisances which so cluster in and about the habitations of its victims.”"’ This
view, like in 1849, was less popular in the medical ﬁeild, but some continued to suggest it as a
cause of cholera. More popular were environmental ?tredisposing causes: circumstances such as
decay, moisture, filth, and sewage served to explain the increased spread of cholera in some
areas. Many of these physicians were miasmatists, believing that decay created gases that sewers
could release into the air, which was worsened by a lack of proper ventilation. Decay, sewage,

and waste were said to strike “first those low, filthy, overcrowded places, where the predisposing

and favoring causes most abound.” '*® One physician|noted that all cases of cholera in Boston

occurred near a “pestiferous quagmire,” of drainage, which was very dangerous.'” In addition,
r

in Chicago, one physician pointed out that out of 150(;) cases of cholera, only 287 were U.S. born,
|
I

which he attributes to the filthy nature of the foreign ;?arts of the city.zo0 Thus, while cholera

might be contagious, it was decidedly more contagious in some areas than others. These ideas

I
|

|
served as a link between miasmatism of the 1840s ancil the new concepts of transmissibility, as

many physicians were not quite ready to believe that filth itself was not dangerous.
|

|
\
!

7 Hamlin, Essays on the Cholera, 9.
%8 Paine, Manual of Reference, 4-6; Hartshorne, Facts and Concluszons 47; Calkins, Preventable Diseases, 6; Lee,
in Evans, Memorial, 11-12.

199 Suffolk District Medical Society, Report of a Committee on Aszattc Cholera in Boston and Vicinity During the
Year 1866 (Boston: D. Clapp & Son, 1867), 6, in Cholera Onhne http://www.nlm.nih.gov/exhibition/cholera/.

2% Nathan Smith Davis, How Far Do the Facts Accompanying the Prevalence of Epidemic Cholera in Chicago,
During the Summer and Autumn of 1866, Throw Light on the Etgology of That Disease? (Chicago, 1867), 13-14, in
Cholera Online: http://www.nlm.nih.gov/exhibition/cholera/.
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Despite the popularity of Snow’s theories, many physicians refused to believe that

cholera was contagious or infectious at all. One phys@cian detailed a series of experiments in
which he attempted to give his dog cholera by varied kmd noticeably inhumane) methods. He
inserted the evacuations of cholera victims into the dqg’s food and water, injected it into its

\
body, performed a tracheotomy and inserted it in its n!eck, and numerous other methods, none of
which gave the dog cholera. This experiment led him to conclude that it was not possible to give
a dog cholera. He thus found cholera discharges to be “perfectly innocuous” under these
conditions and not poisonous. He cited other evidence in which physicians had various accidents

201

but did not contract it, surmising that cholera was not/contagious.”  Many non-contagionist

physicians were clearly miasmatists, as their theories sound very similar to the ones from 1849.
[

l
To one physician, cholera was a poison that entered through the lungs- essentially, the definition
|

of a miasma.?”? Some argued that cholera could not §pread outside of certain sanitary conditions,

thus it could not be contagious; it originated in filthy places rather than merely spreading there
i

easily. *® One Chicago physician wrote that there was no evidence for its communication into

the city, as it struck damp, filthy places without any evident pattern of infection, which also

|

. oL .
suggests miasmatism.>** Thus, while many physicians were swayed by the concept of contagion,

|
as put forth by Snow and Pettenkofer, some remainedi skeptical, touting evidence that proved

|

i
|
|

cholera non-infectious.

201 Roberts Bartholow, Observations, Pathological and Experimental, On Cholera; Being a Report to the Board of
Health [Cincinnati], with an addendum (Cincinnati: A. Moore, 1866), 9-13, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/. His conclusions are dubious at times, such as when he declares that a
dog vomited but did not actually have symptoms of cholera.

202 Cyrus Hamlin, Essays on the Cholera: Preparation for its Pr;evention and Cure by Dr. Cyrus Hamlin, of
Constantinople, and Other Eminent Men, Who Treated the Cholera with Unparalleled Success in Europe and
America in 1848, 1855, and 1865 (New York: American News Company, 1866), 18-19, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/. ‘

203 Smith Davis, How Far Do the Facts, 2, 19.
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Prophylactic Technology: Quarantines and Targetjed Sanitationism/Disinfection
}

Quarantines enjoyed a resurgence in popularity between 1849 and 1866, with more
|
physicians supportive of the concept. A minority of p‘lhysicians dissented, arguing that

quarantines could never be effective and that sanitatio;nism alone could save people from cholera.
One argument was that only “perfect non—in’tercoulrse’L would prevent cholera from spreading
from other U.S. cities, which would never be tolerated by the public. Thus, only sanitationism

' could realistically save people from cholera.”® To such physicians, quarantine was ineffective

and dangerous to people and the economy, as it led to more deaths than it ever saved. In addition,

it drained much-needed resources from sanitation and nuisance removal efforts. 2°° This position

made sense when one considers the general failure of quarantines in past epidemics.
Many physicians disagreed, arguing that quare;mtines were a vital part of cholera

|
prophylaxis, particularly if executed effectively. They asserted that previous health authorities

|
had inadequately enforced them, rendering them “useless,” but stringent quarantines could serve

a vital role.”” This gained much support from the ide%a that cholera spread by infected travelers,
so quarantine could keep them it out of the city by ex‘cluding them.?® Inherent in an effective

system of quarantine was the notion that all cities were diligent about preventing the entry of
|
cholera. Because Congress voted against a national ciuarantine, no uniform standard existed.

19

One physician declared it “unnecessary” to point out ’ how far the introduction of the scourge

would probably have been stayed,” if Congress had followed ideas “for a uniform, strict,
|
extended, but liberal and humane national quarantine: 209 Many complained that proper

|
f
i
|

251 ee, in Evans, Memorial, 13. ’

26 Hartshorne, Facts and Conclusions, 54, 60; Hamlin, Essays on the Cholera, 8.

2071 ee, in Evans, Memorial, 13. 1

208 Bvans, Memorial, 1. ;

209 «progress of the Cholera,” (Philadelphia) Medical and Surgzcal Reporter ed. Samuel Worcester Butler (1867):
124, in Google Books.

T
\
|
i



Clark 76

quarantines in cities such as New York City kept cholera at bay, but New Orleans’ lack of

|

quarantine caused it to spread over the entire country.zm

As in Britain, disinfection and modified sanitationism also became popular, particularly

in New York City. The Board of Health attributed its success to disinfectants, stating that, “to

the liberal use of disinfectants, the Metropolitan Distrjct is principally indebted for its
comparative exemption from the epidemic.”!! The success of these measures was widely

publicized: one Chicago physician declared that even though authorities in that city had not been
!
so effective, “we have learned that proper sanitary and hygienic measures are competent to

|
deprive the cholera of its terrors.”*'? Thus, authorities agreed that the techniques in use by 1866
\

proved much more effective than the haphazard effortjs in 1849. Realizing that most quarantines
|

would eventually fail, health authorities began to advocate combining quarantines and sanitary

efforts such as disinfection. The use of quarantines did not preclude sanitationism, as many

pointed out the need for strict quarantine and sanitary!regulation together. 213 Others argued that

[
because there were hesitant quarantines, sanitary measures become necessary. 214 In addition,
\

ideas of neoquarantinism are also evident in the deba‘ée, as some physicians argued that people

should be sanitized and then set free, not held in quarantine facilities."
Cooperation and Infrastructure, and a Greater Perception of Success
o | :
The amount of power and motivation of health boards tended to vary between American

cities, as no national health authorities existed to standardize methods of prophylaxis. Thus,

i
cities were left to their own devices. Physicians and health authorities saw New York and
|

I
210 Bvans, Memorial, 1. '
211 «Apnual Report of the Metropolitan BOH of the State of New York,” 56.

22 W R. Marsh, “Report on Cholera in Chicago in 1866,” Chicago Medical Journal 24 (1867): 293, in Google
Books. ‘

213 Hartshorne, Facts and Conclusions, 56-7; Evans, Memorial, ;1-2; Calkins, Preventable Diseases, 8-19.

214 peters, Notes on the Origin, 179-180; Lee, in Evans, Memorial, 13.

215 Hartshorne, Facts and Conclusions, 61.
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Philadelphia as relatively successful in defeating choljera, according to medical journals,

treatises, and Board of Health reports.2 16 Cincinnati, pMCago, and St. Louis were reputed to be
|
some of the Northern cities hardest hit, as they had not taken the necessary precautions to

|
d.2'7 What the successful cities had in common was cooperation between

the medical community and authorities and sanitary iﬂlﬁastructure that could carry out the new
|

prevent cholera’s sprea

|
technologies. New York and Philadelphia both possessed dedicated health boards that were

supported by the medical community and focused on new sanitary technologies: relatively
|

effective quarantines (which bought authorities more ;time before cholera struck), systems for
nuisance removal, and a willingness to use disinfectar:lts freely. The relationship between the
medical community and public health authorities and ithe infrastructure involved was crucial.
Particularly important was that cases be reported and }dealt with by authorities promptly.
Physicians’ hesitancy in reporting cases, lack of trust 1n health boards (sometimes for good
reason) usually led to problems. Health authorities .allso needed systems for collecting
information and acting on it. Without these, physicia? reports were relatively useless. Thus, the
cities that managed to survive cholera epidemics with? fewer deaths were those with cooperative

r
physicians and public health authorities and sanitary ilnfrastructure that could adequately carry
out quarantines and disinfection.
New York |
At the begimﬁng of 1866, the city of New Yoygk was disgusting. Filth, nuisances, bad

sewers, overcrowding, loose animals, and large cesspools dominated the city, and

216 1t is worth pointing out that not all cities were effective in dealing with cholera because not all had functioning
health authorities. Those who did publish sanitary reports proba‘t?ly had infrastructure than most; cities who fared
poorly because of a lack of health infrastructure were not likely to have done as much or collected as much
information. ‘

27 «Cholera,” (Philadelphia) Medical and Surgical Reporter, edl. Samuel Worcester Butler (1867): 284, in Google
Books.
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slaughterhouses and gas companies refused to cooperajlte with those who argued they were
making the city sicker. The structure and upkeep of té:nements was not conducive to health, as
“the arrangement of water-closets or privies could har'dly be worse if actually intended to
produce disease.” Unconcerned managers, who had little stake in the health of their residents,
oversaw buildings with unsafe privies and flooded balements. In addition, roads often had only
surface gutters, with no connections to sewers, leading to cesspools and refuse collecting in the
streets.”!® The wretched sanitary condition of the cityi, particularly poor districts, was attributed
to lazy and corrupt health authorities. One member o% the American Medical Association wrote
that the Metropolitan District “had long been wretchedly misgoverned, and disease and death had

held high carnival among the poorer classes of its inhabitants.”*"

Aware of the impending cholera epidemic, a citizens association asked for a sanitary
|

survey of the city, which led to state legislation .establiishing a Board of Health and Sanitary

Committee. This transformed the public health systerin in New York by instituting a body with
| _

more power in the face of the impending epidemic.noi This Board developed an elaborate system

to minimize nuisances and mitigate the impact of cholera if it struck. Physicians and undertakers

|

reported to the Board to keep an accurate tally of mor:tality statistics. Sanitary inspectors,
i

i
physicians chosen to aid the Board, visited nearly every house in the city to check for nuisances.
|

In addition, citizens could report nuisances themselve!s if sanitary inspectors did not catch them.
|

Such measures were relatively successful in cleaning 1the city in a short span of time, which was
\

|
|
|
|
‘r

218 « Annual Report of the Metropolitan BOH of the State of New York,” 38.
219 Joseph Meredith Toner, American Medical Association, “Report of the Committee on Medical Literature,”
Transactions of the American Medical Association (Philadelphia: Collins, 1867), 388, in Google Books.
220 « Annual Report of the Metropolitan BOH of the State of Nevy York,” 50.
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|

quite a daunting task.”?! Similar strategies were employed in Brooklyn, whose health authorities

|
If cholera did occur, well-coordinated teams sprung into action. Physicians reported

cases to sanitary inspectors, who would load up a wagon and arrive on the scene quickly, usually

were also fairly successful at dealing with filth >

within an hour, to aid the victim and disinfect the prerjnises. In cases of known cholera,
“disinfectants were promptly and freely used,” and m?ny homes were checked twice to ensure
that nothing dangerous remained. Sometimes ﬁnniga‘ttion became necessary in tenements,
particularly those where cholera struck especially harcjl.223 Disinfection was an important
concern for health authorities because they viewed it %15 cholera’s “true antidote,” which could
dramatically reduce cases. A Disinfection Depot and gLaboratory was established to test the
efficacy of various disinfectants, indicating the exten‘J to which sanitary authorities relied on
them to keep the epidemic in check.?**
However, not everyone approved of this new, powerful Board, and it faced significant
opposition from many groups. For instance, the poor|often resented intrusions into their lives,
and did not willingly cooperate with all measures. Inladdition, some wealthy people attempted

|

to limit its authority; one physician wrote that the Board of Health faced “selfishness and

grasping avarice of multitudes of men who were engaged in occupations which were prejudicial
|

to the public health, and who were unwilling to foregb their gains.”*®> Also frustrating was a

judiciary that seemed outright hostile to the Board. In a particularly striking example, the

Supreme Court refused to let authorities use Staten Island for quarantine, despite the desperate

need for a quarantine site. Without such facilities, everyone was forced to remain on infected

21 bid., 22.

22 pid., 57.

23 1hid., Appendix A, 16-22.

2 Thid., Appendix A, 23, 28.

25 Toner, “American Medical Association,” 388.




Clark 80

vessels, causing the sick people to infect the healthy people on ships, who then died t00.2% City
health authorities were in constant battle with these groups, attempting to adequately clean the
city, enforce quarantine, and sanitize areas where cholera had struck.

Ultimately, despite these factors, the Board was more successful in mitigating the spread

of cholera than New York’s authorities had ever been, according to a large number of physicians
|
and health authorities. In 1866, only 600 peopled diec} of cholera in New York, compared with

3,527 in St. Louis.**” This was not only because the épidemic was milder than usual, although
|
this probably played a small role, because it is clear that organized action did occur to stop the

spread of cholera. The Board of Health publication a'jc the end of the epidemic attributed much of
their success to disinfection, declaring that medical ot{"ﬁcers had “full belief in the necessity and
excellent results of means and methods of prevention;and control.”**® Such praise came from
many other ﬁledical sources, indicating that the Boarcil was not merely touting its own
achievements. In an editorial, the Philadelphia Medi;cal and Surgical Reporter praised the

Board, noting the “energetic measures” taken to track cases of infection.”?? One physician noted

that New York officials isolated victims in a particularly efficient manner.”° It is clear that
|

contemporary medical authorities Viewed,disinfectiorll as a drastic improvement over the

strategies implemented in 1848, one reason for New York’s success. These technological

|
improvements were facilitated by an increase in sanit"clry infrastructure that allowed authorities to

. . .
check for nuisances, keep track of cases, and force disinfection when necessary. The Board

226 « Annual Report of the Metropolitan BOH of the State of New York,” 54.

227 peters, Notes on the Origin, 181.

228 « Annual Report of the Metropolitan BOH of the State of New Y01k ” 204,

229 «progress of the Cholera,” (Philadelphia) Medical and Surg;cal Reporter ed. Samuel Worcester Butler
(Philadelphia: Alfred Martien, 1867), 202, in Google Books.
230 Peters, Notes on the Origin, 181.
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possessed enough power to accomplish its goals despite opposition, which it had not been able to

do in 1848. |

!
|
In addition to these techniques, one of the most notable aspects of New York’s ability to
temper the epidemic was the evident cooperation betWeen health authorities and the medical
i

community. As shown above, physicians were invohf/ed with nearly every stage of the process:
|

screening for nuisances, reporting cases, and disinfecting the premises. Whether or not it was a

deliberate strategic move, the Board’s show of respecj,t for physicians involved them in cholera

|
prophylaxis and made them part of the official response. After the beginning of the epidemic,
when the new Board was in place, no criticism of the|Board appeared in New York medical
journals or texts, indicating physicians’ sense of solic%arity with the official health authorities. In
addition, the Board credited its partnership with physicians for some of its success. The Annual

\
Report of 1866 stated that the sanitary plan, put together “with the concerted action of a large
|
body of physicians” indicated “not only of a judicious prevision on the part of the Board, but of

\
the intelligence and philanthropy of the physicians an‘d dispensary officers who so cordially

!

entered into the plan.”?*! Because they felt part of an‘L effective system, physicians praised the
!

Board rather than criticizing it, and the Board included them in its success. Collaboration

between physicians and health authorities allowed thé Board to establish the infrastructure

|
necessary to achieve its goals. |
|
\
i
|

Philadelphia
|

Philadelphia’s health authorities also had success in mitigating cholera through sanitary
|

measures, with only 900 deaths from cholera in 18661.232

In 1866, the annual summer

quarantines at the Lazaretto started a month earlier than usual in anticipation of cholera. Every

Bl«Annual Repoﬁ of the Metropolitan BOH of the State of Ne\}v York,” 201.
52 Henry Hartshorne, “The Prevention of Excessive Infantile Mortality,” Philadelphia Medical Times 2 (1871): 474,
in Google Books. \
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ship was checked, then disinfected and ventilated if cholera was suspected. Municipal authorities
concentrated on eliminating nuisances, disinfecting \A;here necessary, and ensuring a safe water
supply. The Board of Health oversaw the improvement of the water supply through
improvements to facilities after it was discovered that mortality in certain districts was much
higher than the rest of the city. Burials were also an important concern; authorities convinced
Army officials to bury Union soldiers outside the city, where they would be no threat to the
public’s health. At the end of 1866, when 910 cases of cholera were reported, health authorities
considered the city cleaner than it had ever been and felatively successful at containing the
epidemic. >
Philadelphia’s health authorities and physicians attributed this success to the prophylactic
strategies implemented by the Board of Health, with the assistance of physicians. The College of

Physicians declared that, “it is undoubtedly in great measure owing to these well-timed exertions

that we owe the comparative exemption of our city from what threatened to be fearful

scourge.”* Echoing this sentiment, the Board quotefl a local paper in arguing that there was
“no doubt that this decrease in the mortality was owin!g entirely” to the sanitary efforts made by
the Board and other citizens, presumably physicians.zi35 The College of Physicians of
Philadelphia declared that the Board of Health made ‘;‘great exertions” in sanitary reform, and
physicians cooperated with them to report cases.?* V’Vhile Philadelphia’s Report gives much less

detail than New York’s, one can see evidence for the %factors that caused New York to be

successful. Both physicians and lay authorities compliment each other in their writings, and no

3 philadelphia Board of Health, Report of the Board of Health of the City and Port of Philadelphia (Philadelphia:
King and Baird, 1867), 1-17, in Google Books. Interestingly, this is one of only two mentions of the Civil War in
my documents.
24 «Summary of Transactions of the College of Physicians of Philadelphia,” The American Journal of the Medical
Sciences 54 (1867): 134, in Google Books.
33 pPhiladelphia Report, 2.

28 «Summary of Transactions of the College of Physicians of Philadelphia,” The American Journal of the Medical
Sciences 54 (1867): 134, in Google Books. |
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suggestion of tension between the two exists. Physic%ans’ diligence in reporting cases
emphasizes that there was cooperation between the tvsgro groups. In addition, the Board’s ability
to complete ambitious projects relating to water quality, nuisance removal, and disinfection of
victims indicates the presence of strong infrastructure. This combination of disinfectants, the
infrastructure to employ them effectively, and a lack of fighting between physicians and medical
authorities proved effective in Philadelphia, as in New York.
Failures
St. Louis
Some American cities lacked these characteristics and were unable to mount an effective
stand against cholera. Without proper infrastructure or cooperative relationships between
physicians and health authorities, cities were unlikely to be very successful in their attempts at

prophylaxis. Unfortunately for its citizens, St. Louis represents a failure of nearly every rubric

listed. There were no accurate reports of cholera mortality because the Board did not have the

infrastructure to collect or publish this information. One physician said that, “the health

machinery of the city is not in sufficient working order for obtaining data in any way reliable.”*’
|

:

Because of this, he estimated that the Board failed to report at least half of the cases in the city,
|
|

which “shows how imperfect have been the arrangenllellts of the Board for keeping the public

i
accurately advised of the health of the city.”*® This points to both a lack of cooperation with
|
physicians, who could not report their cases, and a striking absence of infrastructure compared

with other cities. If the Board could not accurately track the number of cases, it obviously could
|

not apply disinfection at sites of outbreak, thus allowi:ng cholera to spread unchecked. Larger

|
projects such as nuisance removal and protecting water quality were out of the question, as they
\

-

Z7«Progress of the Cholera,” (Philadelphia) Medical and Surgical Reporter ed. Samuel Worcester Butler

(Philadelphia: Alfred Martien, 1867): 202, in Google Books. |
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required greater organization and cooperation with the medical profession. Physicians in other

i
i

cities used St. Louis as an example of a city with a Vefry poor public health system, and sources

estimated the mortality to be 3,527, a striking figure o’ompared to what Philadelphia and New

York reported. >’

Chicago i
Authorities in Chicago also performed dismall:y, leading to very high mortality rates from

cholera. As in St. Louis, the Board lacked the means !to track cases, and physicians did not

cooperate with reporting them to authorities. Becaus%, of this, they could not establish accurate

statistics, and the physician compiling the official statistics for the city’s report thought that he

should add 1,000 to the official total for it to be realis’tic. As in St. Louis, Chicago’s health

|

authorities exemplified a lack of cooperation and infr?stmcture, leading to many of the same

problems. A Board that could not even record statisti{cs was hardly capable of arresting an
|
epidemic, as it lacked the infrastructure to act decisively. According to the Chicago Medical

Journal, the Board had “not yet cut its canine tee‘th.”z‘}10 Even the official sources acknowledged

|
the grim reality of the Board’s poor performance, blaming the medical profession as well. The

author of the Official Report of the epidemic declared’ that, as “mortifying as it is to our self-love
|
and to our anticipations of what we, as a profession, spould find our ability to control the disease

to be ... our progress may be, very nearly, represente(’l by a zero” since the last epidemic. Citing
2,581 deaths from the epidemic, he declared cholera t10 be a “lamentable catastrophe” for the

|
medical profession in Chicago.>*' Such high mortality rates in Chicago serve as convincing

evidence that even if effective solutions existed, a lack of infrastructure and medical cooperation

|

essentially doomed prophylactic efforts. By April 1867, authorities had recognized the need for
\

29 peters, Notes on the Origin, 181. ;

20«1 oot,” Chicago Medical Journal 24 (1867): 231, in Google Books

1 W R. Marsh, “Report on Cholera in Chicago,” 292 i
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reform and established a system of sanitary police, cohsisting of many former Army sanitarians,
but this came too late to arrest cholera’s progress.>*

Professional Structure & Relationships

Physicians who felt that sanitary authorities were not accomplishing their purpose did not

|
i

hesitate to make their voices heard. For instance, onei physician in Cleveland argued that it was

pointless to wait for the health authorities to take action, and people needed to sanitize their own

83 1n addition, (?ne physician in Springfield, Illinois
\

claimed that lay-people had no place on Sanitary Corﬁmittees and Boards of Health, which

properties if they intended to be safe.

should consist entirely of physicians.244 In cities in which this was the case and sanitary

I
|

authorities were physicians, such as New York, physifcians were much less likely to raise much
criticism than to praise sanitary authorities for their dedication. Thus, while criticism existed, it
|
was much less prevalent than in 1849. [
|

Alternative Practitioners

In addition to the tension between physicians .'de health authorities, one of the strongest
rivalries in the medical profession was between homeopaths and allopaths. Regular physicians,

|
“indignant at the attempt to give homeopathy an impoil“tance it had never before attained,”
claimed that homeopaths released fake statistics aboujt their success with cholera and resented the
claims they made as health authorities.”*> One physic[ian pointed out that homeopaths did not

even use their own remedies in cholera, so they could! not be trusted.**® A particular hotspot for

this conflict was in New York, where homeopaths carfle close to exerting influence over the new

|

2 «Editorial,” Chicago Medical Journal 24 (1867): 217, in Goo‘gle Books. This is the other mention of the Civil
War. i

23 A Strickland, Cholera, Its Symptoms and Treatment (Cincinﬁati, 1866), 2, in Cholera Online:
http://www.nlm.nih.gov/exhibition/cholera/.
24 Calkins, Preventable Diseases, 8-19 ‘
5 Medical Society of the State of New York, “Article 2,” Transactions of the Medical Society of the State of New
York (1867): 68, in Google Books.

8 peters, Notes on the Origin, 194-9.
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Board of Health. Allopathic physicians resented that they attempted to secure places on the
|

Board of Health and in cholera hospitals, and even thje Chairman of New York’s Sanitary
}

Committee declared that he “would not on his own respons1b1hty trust them with a patien
\

I

One specific criticism was that homeopaths inflated their success rates with cholera, a tactic that

|
was “nothing less than charlatanism.”**® When one réceived hospital privileges in New York, he

lost more patients than the allopathic physicians because he had little experience with cholera

t 77247

victims: he had previous success by treating not cholera, but cases of regular diarrhea.”®
Although allopathic physicians eventually managed to retain control over the Board, they were
not willing to cede the authority given by newly powerful health authorities.

Conclusion

In the United States in 1866, many physicians and health boards had greater success
combating cholera, thanks to the new technology of disinfection, better sanitary infrastructure,
and a growing sense of common purpose between ph}\/sicians and health authorities.*® Cities

i
that did not meet these criteria were much less effective in preventing the spread of the disease.
i
The lack of a national system meant that the actions, and results, in cities varied dramatically.
|
Many new ideas and strategies owed much to the grox?;ving consensus that cholera spread, in some
| :

way, by human contact, thanks to the work of Snow and Pettenkofer. Ultimately, despite failures
|
in some cities, American sanitary authorities demonstrated that infrastructure, cooperation, and

new techniques could be effective.

247 «New York State Medical Society,” 42, 64, 66.
4% Ibid., 413. |
249 peters, Notes on the Origin, 194-9; Ibid., 43. j’

20 john Duffy argues that the primary reason for the development of sanitary infrastructure in the United States was
the Civil War. T do not dispute that the Civil War helped sanitary authorities gain more experience, but I encountered
only two explicit mentions of it in my sources, so I do not have ?nough information to comment about it.
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Chapter 2 Conclusion

Better relationships with the medical community and strategies in the arsenal of public
:
health helped both Britain and the United States fight cholera in a more effective manner in 1866
than 1848. Neoquarantinism and disinfection, relying on contagionist ideas, helped to better

target cholera, rather than merely attacking all forms of dirt. As British authorities realized the

long-term nature of sanitary reform, a fact that had become painfully obvious towards the end of

Chadwick’s tenure, targeted interventions became the primary method of focusing resources in
the most effective way. American public health auth?rities, at least those who made progress
against the epidemic, combined disinfection with a strionger reliance on neoquarantinism. Such
improvements relied on sanitary infrastructure and goiod relationships between physicians and
health authorities. A lack of division between the me’dical field and public health authorities

allowed them to cooperate towards the same goal, a njuch more productive model than the

I

bickering that had taken place in many instances in 1$49. Successful cities followed these

general principles and recognized early enough the néed for a powerful system of health

authority, but not all did, and those who did not had liﬁle success.
|

Paradoxically, since 1849, Americans found g;reater success when their municipal
|
governments recognized the need for more centralization, while the British did so with less
central authority. Inherent in these improvements was responsiveness to their mistakes in 1849,

addressing what had failed but retaining the sanitary iinfrastructure that proved promising.

Significant about this epidemic is that it established a way in which cholera prophylaxis could be

effective, a feat that authorities had never before accomplished. Although not all cities managed
f

:
this, and prevention was not perfect in any location, hiealth authorities now had models of

)
successful interventions that could be employed in later epidemics. In order to be effective in the

|
\
|
\
|
|
!
|
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future, both the United Kingdom and the United States would need their new tools of
disinfection and cooperation between public health officials and physicians. This process began,

but was not completed, by 1867.
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Conclusion

‘What Makes Public Health Interventions Successfpl?

The recurrences of cholera that struck Britain and the United States in the mid-nineteenth

century represent some of the most famous epidemicsi in the history of public health, but this was

not because authorities were incredibly successful in protecting people. The story of the

|
progress of public health certainly does not end in 1866, as the developments here tell of a
movement in its infancy. This era is significant because it serves as the first time that public

health authorities reacted deliberately and with knowledge of how their theories could work, with

reasonable evidence of effectiveness. Although their techniques would improve significantly in

later years, particularly with the discovery of the cholpra bacterium in the 1880s, public health
7
authorities of the mid-nineteenth century planted the sjeeds for effective interventions that would

revolutionize the way cities functioned. Because of the public health measures they championed,

mortality rates in cities drastically declined by the em}y nineteenth century.?’!
|

)
The popular image of cholera (and, to some extent, that of the scholarship) is one of

scientific advancement, neatly encapsulated in the stoiry of John Snow and the Broad Street

pump.25 ? Having traced the source of the 1854 epidefnic in one London neighborhood to an
|
infected water pump, Snow presented this information to authorities, who removed the handle

and curtailed the epidemic. This vignette is powerful in its simplicity, as science triumphed over

|
ignorance and illness to save Londoners from the fearful scourge of cholera. In such a scenario,
|
|
B! Charts illustrating the declining death rates for diphtheria, tuﬂe1 rculosis, and smallpox are available in Judith
Walzer Leavitt and Ronald L. Numbers, “Sickness and Health in America, An Overview,” Sickness and Health in
America: Readings in the History of American Medicine and Public Health (Wisconsin: University of Wisconsin
Press, 1985), 6-9. \
%2 Steven Johnson’s 2006 book The Ghost Map: The Story of London 's Most Terrifying Epidemic--and how it

Changed Science, Cities, and the Modern World (Riverhead Books 2006), while not exactly an example of
academic history, is emblematic of this focus. '
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science is privileged over other factors, as it offers the; possibility of a magic bullet against

disease. Along with Snow, science is the hero of this story because it serves as the distinction

between success and failure in prophylactic measures. If scientific knowledge is the distinction

between success and the lack thereof, effective public%health is an inevitable consequence of

scientific development. However, a successful response to cholera did not necessarily result

|
from this knowledge. After the dissemination of Snow’s ideas, even cities aware of these

developments failed to produce functioning systems of prophylaxis, particularly in the United

!
States. Thus, science alone cannot explain the effectiveness of public health interventions.

Arguing that it did not necessarily lead to success doqs not mean that it did not play a role, as the
ideas of Snow and Max Pettenkofer obviously did ha\i/e an impact. What this thesis aims to

illustrate is that other factors were important, too: chiefly, infrastructure and cooperation between
physicians and health authorities.

|

What does an effective public health intervention require?

The story of the development of effective interventions for cholera helps to illuminate

wider principles behind what makes public health WOILk. Examining what occurred when
!

\
authorities were unsuccessful, and what changed in the intervening years, several specific

principles come to light that explain what criteria must be met for a response to be effective.
Chief among these are a plausible explanatory framev;fork that leads to reasonably effective
solutions, infrastructure, and a strong relationship bet;Neen the medical community and
competent health authorities. Such principles are appiicable to more than just cholera and
represent a rubric by which interventions can be analyized.

In order to develop effective systems of prophylaxis, authorities must have an etiological

framework that explains what causes a disease and suggests what sort of interventions would
|
|
|
|

!
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prevent it. In 1848-9, miasmatism encouraged public health officials to remove nuisances that
contributed to offensive smells in cities, which requir«Ld massive efforts in filth removal, sewage,
and water quality. While it is likely that these strategies would ultimately have made a
difference in cholera mortality, they were not overly helpful in the short term, particularly when
authorities had trouble implementing them to any large degree. Miasmatism, therefore, was a
framework that was better suited to long-term improvements, not the immediate strategies that
would protect people in the midst of an epidemic. By contrast, contagionist ideas offered new

technologies of neo-quarantinism and disinfection, which allowed authorities to target cholera

specifically, rather than filth in general. By addressing the problem of cholera in a more focused
|

\
manner, the methods that contagionism inspired prov%ded much more efficient and effective
|

protection from cholera during epidemics. Thus, Whi;le both paradigms technically explained

cholera and offered strategies for preventing it, contafgionism functioned better than miasmatism
|

under epidemic conditions, especially in 1849, when health authorities had trouble implementing

their goals. ;
|
This study also highlights structural factors ne:cessary for a successful public health

intervention. While cities such as Chicago and St. Louis lacked sanitary infrastructure and

performed dismally at preventing cholera, cities suchlas New York and London, which did
|

|
develop infrastructure, were much more successful. I}mplementing sanitary infrastructure

establishes a precedent for public health interventionsj that can be useful for future epidemics.

\
For instance, Britain used tools from 1849 in 1866, allowing authorities to mobilize relatively

quickly because of the presence of pre-existing structures and laws. Such development requires

|
i
|

significant political capital, as many public health int:erventions can be both expensive and

I
|
|

intrusive. Both New York and London were able to rinobilize enough support to give them the
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financial and legal support to accomplish their goals in 1866. By contrast, in 1849, American
\

reformers could not muster such resources, and EdWilj‘l Chadwick never developed the political

\
capital necessary to achieve his goals. Even if the Vi(l:torians had known about the cholera

|

bacterium in 18438, it is unlikely that they could have ;controlled the epidemic because

L, .
implementation was so haphazard. Thus, public heal’ﬁh interventions that prove successful have

1
the political capital to set up legal and structural means for achieving their goals.

| .
Along with this infrastructure, a successful intiervention requires a relative lack of

conflict, both in the medical community and between%physicians and public health authorities.
While some debate is necessary and healthy, dissensi;)n polarizes people, dividing attention (and
funding) and thereby weakening the overall effort. T:ensions within the medical community or
between physicians and public health officials limitecjl the success of cholera prophylaxis in
1848-9, but a relatively cooperative medical community and public health system were
instrumental in mounting effective efforts in 1866. Iﬁherent in this relationship was a chain of

command that placed respected experts in charge and delegated responsibility to those who had

|
i

experience with the disease. Examples abound in whjich criticism erupted because physicians did
not have the authority they believed they deserved, asz they felt neglected by lay authorities or
competed with alternative practitioners for power. In other situations, most notably Edwin
Chadwick’s case, but also evident in several American cities, the leaders of public health lacked
experience or leadership skills and could not accomplish their goals. Thus, consensus in the
medical and public health communities behind a reasonably efficient leader is crucial for
success. i

The idea of consensus in the medical cornmurﬁty is particularly intriguing during this

period, as physicians possessed low status and were not completely unified by any means, even
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|
by 1866. It would be misleading to portray physicians in 1866 as united on all fronts, but they
clearly cooperated to a much greater degree, if only oh cholera prevention, than they had in
1849. My analysis does not disallow the idea that this greater consensus occurred because

physicians realized that it was in their self-interest. After all, it made sense to be affiliated with

the official response as public health systems grew more powerful. Whatever the motivation of

physicians, this greater consensus between medicine and public health resulted in more effective
|

cholera prophylaxis. i
|

For arguably the first time in modern history, J;chese specific factors came together in 1866
i
in Britain and America during the cholera epidemic. ;A comparative study serves to illuminate

\ .
that these criteria are not just anomalies in either location. These nations developed systems that

|
were different in significant ways, yet cities where th%se principles were applied managed to
achieve their goals of sanitary reform. By examining ‘jthese factors, this thesis has suggested

wider principles applicable to the discipline of public %health. This provides a framework for

|

analyzing the success (or apparent success, in situations such as this, where real statistics are

difficult to ascertain) of other public health interventions. If authorities were ineffective, where

did their mistakes lie, and how might they have been ;successful?

Explanatory Framework

5

As an explanatory framework, this could be expanded into many future studies.
Although this study is complete without discussing tﬂe 1854 epidemic, one could fill in the gaps
by studying London and the affected U.S. cities during that time. This would be helpful in
understahding the public health legislation and develc;pment of infrastructure that would set the

stage for 1860, particularly in Britain. Looking moreiclosely at the translation of Snow and

Pettenkofer’s theories into practical tools like neoquatantinism and disinfection would also better
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help to understand their adoption in the next epidemid Another possible extension of this study

could be shifting the focus to non-medical texts of thej period. Tracing popular respect for public
health and physicians, theories of etiology, and conceptions of prophylactic effectiveness might
illuminate factors that medical texts did not emphasizie. How did the public feel about public
health authorities and physicians and their efforts to combat cholera, and why?

The next logical step would be looking at other epidemics to see how different authorities

|
responded and how their experiences fit into this argument. Studying the experiences of France,

Germany, Eastern Europe, or South American countries affected by cholera could provide a

much broader base of information from which to drav&jf conclusions. Another direction for a

project might be extending the study into the twentieth century to examine if, where, and how

health authorities became more successful at combatiﬁg cholera after the discovery of the

I
|

|
{
diseases. Focusing on infectious diseases during the development of public health would

|

probably be the most illuminating, as other diseases simply did not garner as much attention
I

bacterium. Do my conclusions hold? One could also apply such principles to entirely separate

from physicians and health authorities and would be sﬁgniﬁcantly harder to examine critically.
These studies could investigate how these principles played out in other contexts and determine

if there are other significant factors not evident in this‘ argument.
|

Lessons of 1866 |

My argument also provides practical lessons f?r those interested in public health or
working to implement such programs. One might glehn from this study that knowledge about
}

the disease in question is important, but is not sufficient to produce effective results. It is worth
|

noting that Snow and Pettenkofer’s theories were close, but they were not fundamentally correct,

|
yet authorities still managed to make significant gains against cholera. Not completely

|
|
|
|
|
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understanding a disease, therefore, is no excuse for iﬂeffective prophylactic methods. Along the

same lines, consideration of the diversity of opinion is also important, as people will not always
|

know the “right” answer, just as they did not in the nijneteenth century. People must make the

1
best decisions possible with what tools and knowledge they have (which might not necessarily be

very much), and it is imperative to consider alternate viewpoints if evidence leans in those

i
directions. Authorities must be willing to change their strategies if it becomes clear that they
|
have not worked, or valuable time and resources will go to waste.
|
|
The necessity of the establishment of strong iﬁﬁast1ucture and good relationships

l

between involved parties also resonates in this study. ‘ Brilliant ideas in public health can fail
|

merely because of faulty implementation. The best Wéy to prevent this is to establish systems of
\

|

infrastructure, tailored to the specific needs of the population, that possess the authority, financial
|

support, and political capital to perform what is neces;sary. This analysis also reveals that a
|

successful dynamic is crucial. If there are power strulggles or too many opinions over what is the

|
best method to pursue, the full effort and resources W%ll not deploy in the correct direction,

weakening the overall response. For public health pré)grams to be effective, there should be a

|
|

respected authority who listens to ideas but ultimately has the final word over what will occur, as
!

an effective person in this position can help eliminate} struggles over authority. By learning from

|
the mistakes of the early public health reformers, modern health authorities can give their plans
\
the best chance of success. |
|
Some might argue that what worked for cholera in the nineteenth century would not work

for the problems currently facing public health. Howéver, what endures from this study is not a

particular model for intervention, but a way of approejlching unforeseen problems: with foresight,

cooperation, and flexibility. This is particularly impdrtant now, when health authorities find

|
|
!
|
|
|
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themselves faced with the new challenges of chronic 1diseases coupled with the resurgence of

more powerful infectious diseases. These situations are in many ways analogous to what
|

occurred in the nineteenth century, as there is a need t;o develop entirely novel models of

intervention to counter new threats. Asin 1866, modjern authorities cannot afford power
struggles, stubbornness, or wrong turns in public health, particularly when funding, even in
|

developed countries, is so low. One might even argue that part of our problem in the United

! :
States today is that the medical and public health cOrqmunities are separate and competing

factions in the healthcare system— hardly the ideal structure when dealing with the growing threat

of chronic and re-emerging infectious diseases. An understanding of the fundamental principles
|
behind successful public health interventions, such as those discussed in this analysis, helps to

give guidance to modern authorities. As a result, we can benefit from the mistakes made by our

predecessors and implement the most effective publié health programs possible.
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