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CULTURE AND DISEASE

IN NINETEENTH-CENTURY SAN FRANCISCO:

PERCEPTIONS AND EXPERIENCE OF INFECTIOUS DISEASE



A disease is no absolute physical entity
but a complex intellectual construct,

an amalgam of biological state and social
definition.

—-Charles Rosenberg 1962: 5



ABSTRACT: CULTURE AND DISEASE IN NINETEENTH-CENTURY SAN FRANCISCO:

PERCEPTIONS AND EXPERIENCE OF INFECTIOUS DISEASE

By the 1870s a range of infectious diseases dramatically demonstrated
changes produced by industrialization and urbanization in San Francisco.

San Francisco physicians struggled to control not only diseases themselves,
but also the exclusive right to interpret, define and treat them. But
disease victims turned to a number of popular medical alternatives. A pro-
liferation of health ideologies and therapeutic choices accompanied the
city's early development.

This historical and medical ethnography of 1870s San Francisco examines
the cultural construction of infectious disease. It applies the theoretical
perspective of medical anthropology to medical history. It examines com-
peting medical ideologies of this period, and presents people's own disease
experiences from letter and diary manuscript sources. It examines specifically
the socioeconomic setting of a newly urbanized city and the impact of enormous
population growth. Physicians argued that San Francisco would be the health-
iest of cities were it not for a poor sewage system and the influx of tuber-
cular patients attracted by the city's climate. Examination of disease
statistics reveals that foreign-born immigrants and their children were the
usual victims of infectious disease. Both '"regular" and alternative medical
ideologies were based on an equilibrium model of health which did not recognize
disease contagion. Manuscript sources illustrate the actual use of all medi-
cal alternatives to treat infectious diseases, and belief in their contagion.

Medical professionals a century ago acquired cultural authority and
hegemony over alternative practices. In spite of San Francisco physicians'

rejection of incipient germ theory, they identified their interpretations of



Klee

disease with '"science'". They capitalized upon a growing social endorsement
of scientific approaches. Today new cultural constructions of disease con-
tinue to challenge biomedicine's authority. An analogy exists between the
environmentally-caused infectious diseases of the 19th-century and chronic
diseases of today. In neither case was scientific medicine able to have
significant impact on disease incidence in spite of its control over social
definition and action. Such examination of the cultural context of historical
disease experience makes it possible for us to become more self-conscious

about current interpretations of health and disease.
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INTRODUCTION

The N

In the public mind California is fixed as a haven of medical plural-
ism. This circumstance is paradoxical because during the past century
scientific medicine or "biomedicine" has acquired nearly absolute
hegemony over American health care. But many alternatives today challenge
the dominant model, such as midwifery, homeopathy, megavitamin therapy,
herbals, wholistic health exercise and diet regimens, and spiritual and
psychological therapies such as yoga, bodywork, meditation, 'rolfing"
and many others. An increasing number of health seekers are dissatis-
fied with biomedicine's ability to explain and treat the socially defined
illnesses from which people currently suffer and seek relief.

In this dissertation I show that a wide pluralism in therapeutic
choices also existed a century ago. The precursor to present biomedicine
was only one option among many. I analyze the diverse historical context
from which biomedicine's eventual predominance evolved. Today the San
Francisco Bay Area is a major location of modern medical alternatives.

A century ago a proliferation of health ideologies not unlike those avail-
able today accompanied and capitalized upon the early development of the
city. A new and western city, San Francisco experienced late in the
19th-century the problems and conflicts characterizing industrialization
and urbanization. Chief among these was the occurrence of infectious
disease.

The severe endemic and epidemic diseases of this period were primar-
ily urban phenomena. They accompanied social change and a redefinition of

the nature of cities. The advent and prevalence of disease were associ-
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ated with foreign-born immigrants. Urbanization, industrialization and
migration brought polluted water, poor and contaminated food and milk,
overcrowded housing, poverty, and sanitary ignorance. These conditions
were disclosed by sanitary inspectors and public health reformers. Socio-
cultural factors were also largely responsible for the eventual eclipse

of infectious diseases. But thorough study of the sociocultural context
of the 19th-century "sanitary revolution" remains to be done.

The revolution in public health that was to prevent infectious dis-
eases in the future was well under way in European cities by the 1870s.
This movement was also to contribute to the near elimination of such
diseases from American cities. As cities grew, so did recognition that
a general improvement of the standard of living was necessary. Public
health efforts brought miraculous changes in the length and quality of
life for average people.

The growth of scientific medicine was very much a part of the urban
context in which rapidly spreading infectious diseases demanded most of
the attention of professional and alternative medical practice. The de-
cade of the 1870s just preceded the discoveries in bacteriology that were
to revolutionize etiological understanding of these diseases. But at the
time of which I write neither professional nor alternative medical inter-
pretations could resolve the baffling incidence and spread of diseases
such as diphtheria, measles, cholera, typhoid, scarlet fever and tuber-
culosis.

In the 1880s scientific bacteriology coincided with the revolution
in public health in America. Consequently, biomedicine received a cultural
endorsement that assured its gradual acquisition of power over medical

interpretation and treatment. Only recently has this cultural authority






again been seriously challenged by advocates of alternative approaches
in both preventive and therapeutic medicine.

Evidence of this state of transition from the "Golden Age' of
biomedicine to a period of greater competition from other health ideolo-
gies and therapeutics may be found in a series of reports prepared re-
cently for the California Board of Medical Quality Assurance (Public
Affairs Research Group 1981). This board is the regulatory agency that
oversees the definition and licensing of medical practice in the state.
In addition to physicians, the state regulates allied health care occu-
pations such as chiropractic, dentistry, nursing, optometry, osteopathy,
pharmacy and psychology. But alternative therapies such as those men-
tioned on the previous page have not been recognized as part of legiti-
mate medical practice in the state. Recent concern over the definition
and licensing of medical practice resulted in a series of colloquia to
discuss where these alternatives fit into public regulation of medicine.
Alternative medical approaches have begun to be perceived as real threats
to the medical establishment and/or to the population, and are generating
heated philosophic and political confrontations.

This ideological and political conflict is in no way new in the
state of California. Its origins and analog may be seen a century ago in
1870s San Francisco when the biomedical approach competed with a number
of health care alternatives striving for practical domination. The
struggle and ultimate success of this scientific ideology in the history
of American medicine has been well documented by medical historians and
medical sociologists. But the products of medical historians have been
branded "iatrocentric" by some because they focus on the history of great

men and institutions and stress a progressive development in medical ideas.



Medical anthropology can view this history from an entirely different
perspective.

What needs to be done is to explain why certain social definitions
of disease came to be predominant. By introducing a social science
"from the bottom up'" medical anthropology can refocus some of the stulti-
fied antecedent discussions and stress the experience of the sick rather
than imposed professional definitions of illness. Whenever a social
group, such as today's professional medical establishment, acquires
power over others by non-coercive means it has been granted a general
cultural approbation by members of the larger society. The modern
scientific approach to disease etiology and therapeutics received this
sanction because of its ability to resolve a critical ambiguity; i.e.,
the explanation and cure of acute infectious diseases. Again today
those who suffer from chronic and unsuccessfully diagnosed and treated
illnesses seek satisfactory explanations and solutions. Approaches
proposed thus far have not been dramatically successful. In consequence,
a movement has developed in opposition to the harsh and traumatic accom-
paniments to surgery, drug therapies, high technology diagnostics and
lengthy hospitalization. People are turning to gentler and more humane
therapies of wholistic, preventive health approaches, whether or not
they are effective in scientific terms. Clearly, some larger needs in
the social definition of illness, particularly a sense of powerlessness,
are being appealed to.

If the traditional historical narrative is recast in this way, a
dramatic analogy between 1870s and 1970s (or 80s) San Francisco emerges.
Many medical historians have cited the conquest of infectious diseases

as the turning point in the evolution of the victory of biomedicine



over its competitors. These diseases were socially defined and grouped
before their bacterial or viral etiologies were known. As "miasmatic'
and "zymotic" diseases they joined tuberculosis (a "constitutional"
disease) as the most frustrating challenge to 19th-century therapeutics
of all kinds. They also devastated masses of 19th-century population,
and defined the terrifying threat of mortality for individuals and their
families throughout their lifetimes. Today these diseases account for
only a small proportion of annual deaths in San Francisco (infectious
and parasitic diseases 17 of all deaths, TB .2% of all deaths). Leading
causes of death now are diseases of the heart, cancer, cerebrovascular
disease, and other chronic non-infectious diseases (Center for Health
Statistics 1979-80). Chronic diseases dwell still in a realm of ambiguity
and anxiety with regard to etiological explanation and effective therapy.

Similarly, in 1870s San Francisco the ill sought relief from the
ineffective and harsh therapeutics to which they were routinely subjected.
They found numerous alternatives available which were certainly no more
nor less useful in curing their ailments, but were more satisfactory in
treating the ambiguity of etiological beliefs. Much of the success of
any therapy lies in the healer's ability to treat social beliefs about
disease that go beyond its physical manifestations. Those who were
victorious in the power struggle to dictate the definition and treatment
of infectious disease in the 1870s were the ones whose medical ideology
won widespread cultural endorsement.

The aim of this dissertation is to examine the cultural context of
infectious disease in 1870s San Francisco and the competing medical
ideologies that proffered social definitions of disease and its treatment

to the i11. Comparison to the current context of chronic illness in the



same place is implicit throughout and discussed in more depth in the con-
clusions. Since I have chosen to conduct historical research, some ex-
planation of my orientations to medical anthropology and medical history

is necessary. The rest of this Introduction makes these views explicit.

Cultural Construction of Illness

In the past decade or so medical anthropologists have begun to talk
in terms of "ethnomedicine', referring to '"those beliefs and practices
relating to disease which are the products of indigenous cultural devel-
opment"; or "The study of medical institutions and of the way human groups
handle disease and illness in light of their cultural perspective'. This
point of view requires holistic consideration of the entire cultural con-
text in which illness takes place, including its social history, a point
of view often evoked, but rarely practiced. The goal of ethnomedicine is
to investigate the meaningfulness of health and illness from the perspec-
tive of ordinary people (the emic perspective; see Harris 1976). The
ethnomedical model attempts the phenomenological study of illness and
“hermeneutic accounts of divergent interpretations of it'". Beliefs,
values, and world view become the focus of study. Disease is examined as
a sociocultural construction, not a biological given. How it is identi-
fied and defined is regarded as culturally specific, not universal. Many
medical anthropologists have studied folk illnesses that are not recog-
nized as entities in Western medicine. They have had to develop a per-
spective that respects and interprets people's disease experience in
sociocultural context, without relying on the Western scientific frame-
work of disease (Hughes 1968; Fabrega 1974: 97-98, 1977; 201-210;

Geertz 1975).

In any group medical beliefs and practices become a formal body of






knowledge. This medical taxonomy in the West is biomedicine. It pro-
vides patterns of action for both healers and their patients. Leading
theorists of the ethnomedical perspective argue that the Western model

of biomedicine is itself a culturally-specific paradigm, albeit an
extraordinarily successful one. It expresses cultural values and a
dominant ideology. But there are also coexisting folk or popular medical
paradigms in any society, or at least divergent interpretations of the
dominant model (Fabrega 1975, 1977; Eisenberg 1977; Engel 1977; Kleinman
1978, 1980; Kleinman, Eisenberg and Good 1978).

Researchers of ethnomedicine have developed some key explanatory
concepts 1In their work. Fundamental is a distinction also made by the
medical sociologist Eliot Freidson (1970) when he discusses the social
construction of illness. He argues that illness is a social meaning
that varies both intra- and cross-culturally, not an absolute biological
state. Illness is identified and defined by lay people as a deviance
from socially determined norms of health. The healing institutions chosen
for its treatment are socially sanctioned by popular medical interpre-
tations and faith in specific healing rituals. Without congruence with
popular social conceptions of disease, therapeutic approaches do not sur-
vive. '"Disease'" is regarded as the object of biomedicine by ethnomedical
theory. It refers to "abnormalities in the structure and/or function of
organs and organ systems; pathological states whether or not they are
culturally recognized'. ''Illness'" is the '"perceptions and experiences
of certain socially disvalued states including, but not limited to,
disease". Some theorists also distinguish '"sickness' as a term to cover
both illness and disease. It is generally understood that traditional or

folk healers' orientations are toward healing of illness; while the bio-



medical approach attempts to cure disease. The reification of disease as
an entity is held responsible for much of the failure of biomedicine to
successfully heal. 1Its surrounding sociocultural context of meaning
("illness") is not taken into account (Freidson 1970; Cassell 1976
Eisenberg 1977; Fabrega 1977; Kleinman, Eisenberg and Good 1978; Kleinman
1980; Young 1982).

Another explanatory model developed by these theorists is the con-
ceptualization of the pluralism of health care into three sectors: the
professional, the popular and the folk. These structural domains have not
been specifically defined by ethnomedical advocates, and they seem omi-
nously akin to the outmoded division of belief systems into "scientific,
folk, and primitive" (Klein 1979: 205). Advocates suggest that each
domain has its own ideology, roles, settings, and institutions. The
professional sector consists of the organized medical profession often
described by medical sociologists in the West. In any society this group
has the greatest legitimacy or social power. The popular domain consists
of family, social network and community medical resources. It is more
diffused through the society and bridges the gap betweeen professional
and folk sectors. In this domain people decide that they are sick and
consult their social network as to appropriate actions. Here illness
and the maintenance of health, not disease, are central. The folk sector
consists of nonprofessional healers (Kleinman, Eisenberg and Good 1978;
Kleinman 1980). I have adapted this model and used it heuristically to
organize this thesis; but because it is so inadequately conceptualized,
there are a number of problems with it, particularly when applied histor-
ically.

The contribution of ethnomedical theorists, derived from their cross-



cultural studies, is the understanding that the experience of illness
is a culturally constructed form of social reality. Definitions and
experiences of the same ''disease'" may differ cross-culturally as well
as internally among the groups within a society. There are two impli-
cations of this theoretical orientation, of relevance to both anthro-
pologists and historianms.

First, it becomes clear that efforts to study experience phenomen-
ologically or emically require an interpretive or hermeneutic methodo-
logical approach. Recognition of this necessity corresponds to criticism
of empiricist sociological methods applied to historical research (to
be discussed in the next section). The central problem of ethnomedical
research is the interpretation of the meaning of illness experiences.
Underlying cultural beliefs and values or contextual meaning is the
focus (Mills 1959; Berger and Luckmann 1967; Agar 1980).

Ethnomedical studies view healing as a transactional process across
the explanatory models of folk, popular, and professional domains. It
is regarded as a dynamic process resulting in cultural constructions of
disease. The biomedical model is rejected as having '"emasculated"
medical anthropology, distorting its research by dictating emphases on
either healers or their patients, but not on the clinical praxis between
them (Kleinman 1978, 1980; Good and Good 1980).

These theorists are attempting to follow the direction of interpre-
tive, hermeneutic and social interaction theories. The aim of research is
to reveal the social construction of everyday reality, the meanings be-
hind observable behavior. The positivist or empirical approach of socio-
cultural research is rejected as a false index of cultural reality. Rather,

explanations of reality are viewed as tied to continually changing inter-
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pretations of values, attitudes, rules and customs. Anthropologists,
trained to study cultural differences, are aware of the need for
existential doubt about one's own assumptions about reality. Clifford
Geertz, following Max Weber, defines culture as the "webs of significance
[ﬁaé]himself has spun,'" and its study as a search for meaning. In the
study of the culture of health, disease, and medicine, the province of
medical anthropology, there is clearly a need to recognize the ideologies,
norms, beliefs and motivations for action that underlie health practices.
If possible attention should be given to the processual and reflexive
nature of health related interactions (Garfinkel 1967; Douglas 1970;
Geertz 1973: 5; Schutz 1973; Young 1976).

The second implication of ethnomedicine as well as these social
theories is that the individual tends to be the focal point. The study
of medical practice remains oriented towards the interaction of healer
and client. Social construction of reality theorists have been criticized
for the same limitation. The significance of political and economic
power, social inequalities and social classes is given insufficient weight.
The medical system of a society is not simply the product of negotiations
between individuals and their diverse interpretations of reality. Viewed
historically, these actions clearly take on significance and imperatives
of their own. Traditions and institutions are formed and become the
basis for unquestioned actions. Inequalities in the distribution of power
preclude participation by many individuals in decision-making. Social
forces also determine which people suffer from which illnesses. Medical
practices become ideological, justifying historically produced social re-
lations through which illnesses are defined and their consequences de-

termined (McNall and Johnson 1975; Hopper 1979; Starr 1982; Young 1982).
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In other terms, anthropologists have been criticized for engaging
in micro-analysis rather than macro-analysis. Medical anthropologists
have produced studies of specific medical systems based on fieldwork.
But they have tended to ignore the role of history, change, political
and other social structural forces. The 'professional" ethnomedical
domain receives its legitimacy because authority is given it by the
society in which it exists. This process results in historical structural
changes, such as occurred in the history of biomedicine in the Western
world. As physicians gained cultural authority through identification
with science late in the 19th-century they were able to professionalize,
institutionalize and gain economic power (Janzen 19783 Starr 1981, 1982).
The success of this medical ideology rested in large part on a
transition that took place after the 1880s when bacteriology made it
possible to truly define diseases as entities. During the 1870s specific
names were used for those diseases we call "infectious" today;l but
they did not have the specific etiologies that have now given them separ-
ate existences. They were grouped not by common causation so much as
by symptomatology (usually fever); and their symptoms, not their causes
were treated. In past historical time even in our own society, and even
when today's terminology was used, diseases were culturally defined. With
our etic perspective we tend to reify diseases as entities when in reality
they are situationally defined. The analyst may choose to use the bio-
medical model to structure his or her research as I have done in using
the concept of "infectious'" diseases. But he or she must not forget that
this viewpoint is ethnocentric (Freidson 1970; Fabrega 1974, 1977; Rosen-
berg 1977: 488).

This reification of diseases as things has caused a nearly irreparable



split of '"diseases" from "illnesses" in ethnomedical terms. Cross-
cultural ethnomedical studies reveal that the experience of illness in
any society includes associated beliefs, values, attitudes and behaviors.
This understanding must be applied to the history of medical ideologies
in our own society as well. An illness is '"a social relation, and ther-
apy has to address that synthesis of moral, social, and physical presen-
tation" (Taussig 1980: 4).

Michael Taussig (1980) has argued that this extraction of disease
from the context of illness is equivalent to separation of fact from
value, an action that cannot occur in the examination of unfamiliar folk
medical systems without great effort on the part of the researcher. But
we are subjects of a dominant cultural and medical ideology in our own
society and easily fall under its spell. 1In reality the role of healing
in biomedicine is a process of redefinition of metaphysical questions
raised when one becomes ill. The patient is ritually reintroduced to a
cultural ideology of illness under the guise of the factual model of
science. Reification of diseases ignores the different meanings given
illnesses and their potential treatments individually, cross-culturally
and historically. For example, as Taussig notes, the idea of object
intrusion as causation of disease is culturally universal. But only in
biomedicine have its associated social connotations been disengaged from
this explanation, 1In the 1870s moral and social etiological theories were
still clearly expressed. As time went on they were moved to the province
of public health approaches to infectious disease. The medical »ro-
fession retained only the single etiological explanation of bacteriology
or object intrusion, stripped of its larger cultural reverberations.

Biomedicine need not consider issues of morality, social class,

12
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power, inequalities in distribution of health care, or any of the other
structural features of modern medicine. In considering a time in our
society before this model became dominant, we need to examine not only
popular and folk emic and phenomenological understandings, but the socio-
political context of industrialization, migration, and urbanization.

This context made possible the ideological consolidation of the biomedical
viewpoint. Although I do not intend a sociological history of Western
scientific medicine in this work, it is important to recognize that socio-
cultural changes of the 19th-century produced an increased dependence

on the skills of others in areas of life where people had previously been
self-reliant. The realities of urban life and industrial labor forced
people to turn to experts in matters of health, education, food production,
and other fundamental social needs. The 'scientific' approach in all
these areas gained credence and cultural authority, and professionalized
and institutionalized medicine gained social legitimacy over the alterna-
tives discussed in this work (Hopper 1979; Taussig 1980; Starr 1981, 1982;

Young 1982).

A Question of Disciplines

An anthropologist who chooses to carry out historical research oper-
ates under the assumption that cultural differences may be examined in
time as well as space. Anthropologists cling to the concept of culture
in spite of differences in its definition. Clifford Geertz defines it
as "an historically transmitted pattern of meanings embodied in symbols,
a system of inherited conceptions expressed in symbolic forms by means
of which men communicate, perpetuate, and develop their knowledge about
and attitudes toward life'". It is important to add, as he does, that

sophisticated analysis using this concept must recognize its dynamic



14

nature: '"the dialectic between the crystallization of such directive
'patterns of meaning' and the concrete course of social life" (Geertz
1973: 89, 250).

In conducting historical research the dynamic character of culture
is the direct focus, but its historically transmitted nature becomes an
attendant area of interest because of the implicit comparison to modern
ideologies or world views in the same society. Our own "ancestors'" did
indeed conceptualize the world very differently; and these distinct
world views both produced and stemmed from historical economic and politi-
cal developments that dictated lasting cultural adaptationms.

An anthropologist considering history must attempt a synthesis of
theoretical issues in both fields, including issues of the importance of
the culture concept, holistic approach, idiographic vs nomothetic foci,
and diachronic vs synchronic analyses. Anthropologists have been criti-
cized for harboring ahistorical tendencies. In the early 20th-century
they defined their purpose as the description and documentation of current
sociocultural life cross-culturally. They rejected as too speculative
previous attempts to explain the historical evolution and diffusion of
cultural forms (Kroeber 1935; Boas 1936; Vidich 1966; Lévi-Strauss 1967;
Harris 1968; De Waal Malefijt 1974; Langness 1974).

Social anthropologists studying structures and functions of societies
in Africa, Asia and elsewhere were later accused of being antihistorical.
It has been argued that they succumbed to the '"fallacy of the ethnographic
present" in ignoring the significance of historical and social change
under the especially controversial conditions of European colonialism. 1In
their defense was the reality that most of the small societies they

studied had no written traditions. Nevertheless, a synchronic focus be-
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came dominant not only in the field of anthropology but in sociological
studies of Western society as well (Radcliffe-Brown 1952; Evans-Pritchard
1961; Schapera 1962; Thomas 1963; Lewis 1968, quoting M. G. Smith; Asad
1973; Frank 1979).

History appears formally in anthropology as the field of ethnohistory.
It was necessary to document the acculturation of American Indians using
historical materials to supplement fieldwork observations. In conven-
tional anthropological fashion, ethnohistorians give equal weight to oral
traditions as to documentary evidence. They have expanded their work to
other societies as well (Sturtevant 1966; Euler 1972; Wylie 1973;

Schwerin 1976). Independent anthropologists have also produced excellent
historical studies (Balandier 1969; Wallace 1978; Wolf 1982).

In many cases both social and cultural anthropologists conducted at
least partial historical studies of the societies with which they were
concerned. But none achieved the sophistication of French social his-
torians of the same time period. Members of this Annales school of social
history were chiefly concerned with mentalité or culture. They attempted
especially to document the ordinary life and popular attitudes and
values of social experience (Forster and Ranum 1975). Thus they conducted
historical research with an essentially anthropological focus.

A corollary of the imputed ahistoricism in anthropology has been a
strong reliance on a natural science model, an empiricist and quantitative
methodology. Anthropology has not benefitted from exposure to the
humanistic, idiographic, and idealist position of many historians. Instead,
they have emulated sociology for its nomothetic, generalization-seeking
paradigm. Many historians have also felt that it was necessary to make

history more scientific and have introduced rigorous methods of quantifica-
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tion and statistical analysis. These approaches tend to be based on an
assumption of value-freedom in social research that cannot be supported.
Interpretation is needed for explanation in both history and anthropology,
and it will always entail value judgments. It is doubtful that the
hypothetico ~ deductive model will ever produce historical or anthropo-
logical "laws' of human behavior (Mills 1959; Carr 1961; Anderle 1964;
Fox-Genovese and Genovese 1976; Vann 1976; Cohn 1980).

Traditionally histories of medicine have been narrow studies of
medical men, practices, and institutions. Some medical historians such
as Henry Sigerist, George Rosen, and Charles Rosenberg have brought a
sociological perspective to their study and call for examination of what
actually happened to people in the history of health and disease. But
the primary framework for interpretation in medical history has been one
assuming a progressive development in scientific knowledge and 'conquest"
of disease. Thus it has been an iatrocentric history of our own folk
model of biomedicine. Medical anthropologists and medical historians
have equally come under the spell of our own cultural model, providing
little in the way of alternative interpretive work. But more medical
historians are now calling for a sociocultural approach (Rosen 1967;
Rosenberg 1971; Temkin 1971, 1977; Eisenberg 1977: 73; Engel 1977; Grob
1977; Brieger 1980).

This dissertation reflects a synthestis of literature from both
anthropology and history, but it depends upon primary materials selected

from popular and professional documentation of 1870s San Francisco.

Mode of Presentation

My aim in this dissertation is to apply the theoretical perspective

of medical anthropology historically. I chose to study the decade of
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the 1870s in San Francisco because it was a time period just before
substantial changes took place in the history of medicine in this coun-
try. Not only was this decade just prior to the discoveries of bacter-
iology, but it was also a time before the regular medical profession

had consolidated its power and authority. Those who were the fore-
runners of today's physicians did not yet have greater status than many
alternative practitioners. Much of the public regarded them as simply
one of several medical sects. Thus San Francisco in the 1870s presented
a situation in many ways similar to that in Third World countries to-
day where both Western scientific medicine and industrialization are
newly introduced to compete with indigenous medical systems. As we have
seen, there is an analogy as well to present-day San Francisco where
ambiguity in disease definitions has resulted in an efflorescence of
alternative therapies. Medical anthropological concepts and theoretical
perspectives have been developed and tested in situations of medical
pluralism. If we wish to discover universal generalizations about the
cultural construction of health and disease, such concepts should "work"
historically as well.

I concentrate on what we call infectious diseases today
because they were responsible for much of the mortality of this period
and were the subject of etiological and therapeutic débate.’ These
diseases created an ambiguity in the social construction of disease
and its treatment analogous to that of chronic disease today. Both
situations resulted in growth and spread of a variety of medical ideologies
and therapeutics, many of which exist today little changed from a century
ago. San Francisco experienced later in the 19th-century the social and

economic disruption accompanying industrialization, urbanization and immi-
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gration. The conjunction of these forces in the 1870s with the insecure
state of competing medical systems which could neither successfully ex-
plain nor treat infectious diseases created a social situation ideal for
anthropological analysis. It clearly presented a situation of needed
fieldwork.

My aim throughout this work is to present the viewpoints of ordinary
people who suffered from infectious diseases as well as the perspectives
of those who treated them. I regard the regular profession in the same
terms as its competitors; and do not attempt to write a history of that
group. But it is easy to fall into the trap of ethnocentrism or iatro-
centrism in medical historians' terms, and present the perspective of
the medical profession as central to the examination of medical ideas.
Part of the reason for this is that they have left more historical evi-
dence in their professional journals, publications of medical societies,
and official documents. In anthropological terms, these physicians have
presented themselves as key informants. It is a common anthropological
experience to be led astray by members of the community who eagerly
put themselves forward as interpreters of their culture. A balanced
analysis requires seeking information from those most reluctant or unable
to provide it. In historical research one is defeated in this quest
because the illiterate poor and ethnic immigrants have remained largely
inarticulate, leaving us only indirect evidence of their experiences.

I follow the model of ethnographie research by describing the social
and economic setting of 1870s San Francisco in the first few chapters.
For this description I rely largely on secondary sources, although I use
primary materials to get a sense of how San Franciscans themselves felt

about life in their city in the 1870s. These chapters set forth the
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larger social forces that were interacting to create infectious diseases
in San Francisco. Conditions of public health in all American cities
produced "fever nests" of disease.

In the remainder of Part One I try to unearth the hidden experience
of those who left no written accounts by examining its reflection in
the commentary of contemporary observers. Members of the regular medical
profession took on the responsibility of documenting the public health
of San Francisco statistically. I report both their interpretation and
my own of what their statistics reveal about the underclass of the city.
Health officers emphasized certain social forces as responsible for
infectious disease. They regarded these causes as aberrations in an
otherwise healthy city. In reality disease statistics reveal that the
foreign-born and especially their children were the victims of in-
fecious diseases. Health officers realized this by the end of the
decade and began to regard this population as aberrant as well.

Part Two tackles the regular medical profession, its ideology and
therapeutics. Excellent historical and sociological studies of the
19th-century profession are available, to which I refer. My effort here
has been to present this group as one of several ideological forces com-
peting for medical practice in 1870s San Francisco. Part Three discusses
popular and sectarian alternatives including the well--established pro-
fessional medical groups of homeopaths and eclectics. The ethnomedical
division of medical practice into professional, popular, and folk sectors
breaks down at this point because it does not provide for competing but
equally professional sects. In this section I also discuss the very popu-
lar and common alternative of patent medicines available to 1870s San

Franciscans. Again, while such therapeutics might be considered part



of a popular sector, they are also a folk tradition. I discuss the re-
action of the regular physicians to these competitors in Chapter Twelve.
It was necessary for physicians to discredit their rivals to gain the
legitimacy they retain today. By the end of the decade they had succeeded
in gaining sufficient cultural authority to see a state medical law passed
defining and limiting medical practice. But their professional rivals
were still prominently included on separate boards of examiners. The
controversies surrounding enactment of this first law resonate today as
Californians again debate the regulation of medical practice and regular
physicians object to the competition and dangers of 'quackery'.

Part Four addresses the folk medicine alternative that continued to
exist as well as the therapeutic approach of climatotherapy, which
crossed the boundaries of professional, popular and folk sectors. That
this three-part classification is an etic category is evident; for
ordinary people might equally resort to any one of these alternatives, or
to all of them. I present evidence from letters and diaries that illus-
trates people's use of regular medicine and all its alternatives. This
evidence indicates clearly that what people suffered was illness, not
disease. Often they did not even use contemporary disease names, but
simply reported themselves ill. The common conception of the human body
was one in which symptoms were illness; and they might be treated in a
number of different ways. Specific etiologies and specific disease en-
tities were often identified neither by physicians nor their patients.
Illness makes social sense only if we embed it in a particular contextual

reality such as this.



Endnotes for Introduction

l"A disease caused by a specific, pathogenic organism and capable of being
transmitted to another individual by direct or indirect contact"
(Livingstone's Pocket Medical Dictionary). The term '"communicable' is

sometimes preferred.
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PART ONE: SETTING AND CIRCUMSTANCE

CHAPTER ONE: "GAUNT MISERY STALKED THE STREETS":

THE SOCIAL SETTING OF 1870s SAN FRANCISCO

Economics

By the 1870s many, if not most San Franciscans reassessed their ex-
pectations in migrating to this place. Almost all had come for economic
improvement in their lives, if not to "strike it rich". They came with
the Gold Rush and for the silver mines. Or they came to profit from
serving the needs of other immigrants. Huge numbers of them left when
their quests failed. Few felt any civic responsibility to build a
community in San Francisco's first decades.

It was nonetheless unavoidable that great economic and population
changes would create an urban society there. Very few who stayed acquired
great wealth. Many found themselves worse off than before. Initially
in the 1850s and 1860s skilled laborers were needed to serve the new
entrepdt. San Francisco became the trade center and freight handler of
the West Coast. Several organizations were founded by local businesses
to encourage immigration of ''the right sort" (Shumsky 1972: 33; Cherney
and Issel 1981: 11-13, 26-27).

Even as these efforts took place the economic realities of the city
were changing. Industrialization here as elsewhere altered the nature of
work. Skilled artisans and craftsmen were less needed than were unskilled
machinery operators. The labor supply increased, as did competition for
jobs and unemployment. Completion of the transcontinental railroad in
1869 aggravated the situation. Great numbers of people migrated to San

Francisco on trains from the East, and many others released from rail-
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road construction came to the city for work. Production in the Nevada
silver mines failed because of fires and floods; so miners also retreated
to the city. After 1870 chronic unemployment became a social problem
(Scott 1959; Shumsky 1972, 1976; Lawrence 1979).

Great millionaires grew enormously rich building the Central
Pacific Railroad. Expected economic benefits to the community from the
railroad did not materialize, however. Its completion exposed a pre-
viously isolated community which had set its own prices and wages.

The city now faced competition from the rest of the country. Eastern
goods became available and San Francisco no longer controlled a strictly
Western trade network. The full weight of a national business cycle
was now felt on the West Coast.

The millionaires profited; the city did not. As the decade of the
1870s began San Francisco suffered financial depression and unemployment.
A drought had disastrously affected agricultural profits. The stock ex-
change fell because it had been '"chronically overstimulated by silver
stock speculation" (Cole 1981: 76-77).

In 1873 a month~long financial panic took place in the United States,
followed by a depression that lasted until 1877. The Bank of California
failed in San Francisco in 1875. About one-fourth of the approximate
150,000 new arrivals in California between 1873 and 1875 were unskilled
laborers. Resulting unemployment in the context of economic slump created
"widespread destitution" (Young 1912; Scott 1959; Shumsky 1972; Decker
1978; Cole 1981).

Figures on unemployment were unreliable, even as they are today.

Some estimated that twenty per cent in the state were out of work.

Charities in San Francisco reported that they were feeding many people



(Shumsky 1972: 53, 118-119). Frequently people were only semi-employed,
unable to support families, and lacking in all but the essentials for
existence.

Unskilled laborers were not the only ones who suffered during this
period. Merchants and businessmen suffered three times as many bank-
ruptcies in the 1870s as they had in the previous decade. Earlier
merchant businesses were taken over by ''slaughtering, meat packing;
sugar refining; boots and shoes; foundries; machinery; men's clothing;
tobacco and cigars" (Decker 1978: 237-239, 167, 177). Occupational
mobility declined. Opportunities for blue collar workers to enter the
white collar class had been greater in the 1850s. The ''rags to riches"
mythology of the early city no longer had even a pretence of substance.

Economic chaos in 1870s San Francisco meant few opportunities for
new arrivals. According to U.S. Census figures, 67 per cent (45,872)
of the employed in San Francisco in 1870 were foreign-born. 1In 1880
64 per cent (67,181) of the total with occupations were foreign-born.
These figures mean that 46 per cent of the city's population was employ-
ed according to the 1870 census, and 45 per cent in 1880, with about
two-thirds of them foreign-born each year. Irish-born workers made up
the largest number (22 per cent of total employed in 1870, 16 per cent
in 1880). They concentrated in key occupations of domestic servants and
laborers (United States Census 1872: 799; 1883: 855, 902; see also
Larsen 1978: 36-39).

Other ethnic differences in occupation existed. Germans, often
Jewish, tended to be merchants. Italians were shopkeepers or fruit,
vegetable and fish peddlers and dealers. Many Irish were also shop-

keepers. Blacks were present at several social levels, both working and
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middle class. Some Blacks had Chinese servants. Blacks predominated

as barbers in San Francisco until Europeans took these jobs in the 1890s.
Blacks maintained residences throughout the city. The Chinese were em-
Ployed in the clothing and textile industries and as cigar-makers. Other
European immigrants worked in "saw and planing mills, sash factories,

box factories, foundries, machine shops, gold and silver quartz mills,
printing and publishing houses (Parker and Abajian 1974; Muscatine 1975:
115; Shumsky 1976: 46-48; Decker 1978: 159-172).

San Francisco soon developed a distinct class structure, and even the
middle class found occupational mobility difficult. Decker (1978) argues
that the situation was orchestrated by an elite who controlled entry into
the upper classes. An observer in 1881 commented on the newly acquired
gentility in the city: "'San Franciscans are beginning to have aristocra-
tic notions....They hint at pedigree, 'old stock,' and talk exclusive-
ness'" (quoted in Pomeroy 1968: 127).

The unreliable economy and chronic unemployment disillusioned those
who had migratéd to better themselves. Wages became lower and people
worked ten to twelve hour days (Pomeroy 1968: 178). Frank Roney, later
a labor leader, wrote of his continual problems in holding down a job.

He worked an average ten hour day, and held at least four different
foundry jobs from which he was laid off in 1875-76. He later commented
on this period that

the number of idle men had daily increased and the number

of Chinese had increased also. Gaunt misery stalked the

streets. Destitution prevailed everywhere. Bankruptcy,

Suicide, and plunder and robberies were the order of the

day (Roney n.d.)

The experiences of James Galloway in small towns near San Francisco

were also typical. He continually changed jobs during this time of
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economic uncertainty. He farmed, bought and sold land, went prospecting,
and moved his family a number of times. 1In 1872 he bought into a grocery
store in San Francisco and also dabbled in mining stocks. By the end
of the year he felt that both activities were errors. He moved to the
Napa Valley in near poverty. Finally he began to work for the Consoli-
dated Virginia Mine in Virginia City and again moved his family. He
continued to work in the mines until after his wife's death. He
commented in 1879 when he had changed to lumber yard work:

To day I am 45 years of Age after 26 years of struggle

on the Pacific Coast to build up a home I am a Poor Man

but with a conscience clear that I am an honest man

(Galloway 1853-1882: 10/7/1879).

Pessimism was widespread in San Francisco and was augmented by increased
illness, suicide, crime, and other urban problems. Immigrants were
blamed for these changes and efforts were made to control their entry:(Lawrence
1979: 28-39). Many workers found that they could not marry and have
children because the cost of living was so high. Roney commented in his
diary about his indebtedness:

My wifes anticipated sickness [parturition) is not yet

arrived which will leave me better prepared for the

event when it does take place (Roney 1875-76: May 1875).

These two years past have been a period of great trial

to my wife and none of us have not felt its effects. So

hope in God (Roney 1875-76: January 1876).
Even those who found jobs worked long hours under poor conditioms.
The worst jobs were held by the Chinese, and most of the other lower-
paid jobs went to European immigrant workers (Lawrence 1979:; 67-72).

The unemployed and under-employed responded to their circumstances
by forming the Workingmen's Party of California in 1877, after finding

that traditional Democratic Party and church supports had failed them.

The latter two institutions were controlled by a fashionable elite.



Members of the WPC were laborers and factory workers. Most were Irish
or of other European backgrounds. They shared the capitalists' belief
that an excess of new immigration was responsible for employment prob-
lems. The Chinese especially were blamed. 1In the summer of 1877 the
WPC engaged in a major street protest, quelled by a vigilante committee
(Pomeroy 1965: 179; Miller 1969; Shumsky 1972, 1976; Decker 1978;
Lawrence 1979; Cole 1981).

The 1880s brought a more tranquil period to San Francisco. The
city stabilized new sources of capital in factories, agriculture, and
railroad and shipping industries. They ''were years of sober, patient
advance, free from the speculative madness, the shattering crashes, and
the abject misery of the previous bizarre decade' (Scott 1959: 71).

New arrivals in San Francisco in the 1870s had insight into the
economic conditions they observed. For example, William Laird MacGregor,
travelling for the Wanderer's Club of Pall Mall in 1876 remarked on San
Francisco's high suicide rate and the crowded stock exchange in ''this

vast gamble for wealth". He felt however, that working men would not

suffer if they were '"steady" and didn't drink (MacGregor 1876: 29-34, 54).

Anthony Trollope similarly commented in 1875 that 'the trade of the
place, and the way in which money is won and lost, are alike marvellous."
Everyone gambled with silver stocks: ''The housemaids and others go to
the wall, while the knowing men build palaces, and seem to be troubled
by no seared consciences'(Trollope 1951: 541-544, orig. pub. 1875).

Rabbi Isaac Wise carried this theme a step further, noting that land,
business, and capital were all in the hands of a few, and that there

were many poor men in the city (Wise 1967: 12, orig. pub. 1877). Miss

Lucy Jones expressed the usual pity of one of her class for poor people

27
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seen at a Union Hall sermon in 1875:

I like these meetings very much. It did seem nice to
see so many poor people there taking such an interest
in religious matters. There were two men in their
overalls. nice looking men but looked as though they
were very poor and had to work very hard. They sat
beside us and sang away with a will from their sing-
ing book. They all feel that they can go to Mr.
Hammonds meeting and think nothing of their clothes and
feel at their ease. I wish that all the protestant
churches gave to everyone that feeling (Jones 1874-75:
4/4/1875).

Several observers commented on the WPC street demonstrations in
1877. Amelia Ransome Neville felt that "a just resentment of white
labor against low wage-standards of coolies became the inspiration of
senseless violence; and the Sand-Lot Riots resulted." She commended
the use of pick-axe handles by the Citizens' Committee to disperse the
crowds (Neville 1932: 197-198). Rabbi Wise happened to be visiting San
Francisco during the fateful period. He identified the unemployed
protestors with San Francisco's "hoodlums"%, who often attacked Chinese

(Wise 1967: 16-19, orig. pub. 1877).

Population and Ethnic Composition

The San Francisco Bay Area was a natural magnet to the many immigrants
who responded to California's appeal. One young woman later recalled
conversations about California she overheard as a small child in Pennsyl-
vania. Her mother, '"who was very delicate, though not really ill, said
very little but she looked very queer when anyone spoke that name."
Various friends and relatives, including her father, began to study maps.
Her parents did not discuss her father's plans with the children,

But something was in the air. I felt it without seeing
it or hearing and I connected it with a trunk that had

been brought out and packed at night. My mother looked
pale, and my grandmother stepped about much more quickly
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than usual and her chin was lifted high. She
wouldn't look at anyone (D'Apery 1852-1872: 116-119).

In spite of this resistance, her father left for California. The rest
of the family joined him in Oakland several years later, just after the
great San Francisco fire of 1852.

Many such travel accounts might be cited to illustrate the great
East to West population movement. California‘’s population increased by
over half a million between the Gold Rush and 1870, Most immigrants were
men born elsewhere in the United States (Wright 1941: 73-74). The
primary inducement was the promise of economic betterment. Those whose
dreams had failed elsewhere migrated West for new possibilities.

The nine counties of the San Francisco Bay Area especially felt this
population increase. Population there gained 133 per cent between 1860
and 1870. During this same decade the state gained 47 per cent in popu-
lation. Half the people in the state lived in the Bay Area in 1870, and
a quarter of them in San Francisco. The city's population almost tripled
between 1860 and 1870 (Scott 1959: 50).

San Francisco was the fifteenth largest city in the country at the
beginning of the Civil War (population according to the U.S. Census of
1860 was 56,802). The city population grew 160 per cent in the Civil War
decade, and 56 per cent in the 1870s (population in 1870 was 149,473).

By 1880 it had become the ninth largest city in the United States, with
a population of 233,959. Not only was there a phenomenal growth in
population during these two decades, but it was a dynamic movement,
with much turnover among unskilled manual laborers (Decker 1978: 171;
Andriot 1980: 67, 76; Cherney and Issel 1981: 10).1 Most of the new
arrivals continued to come by sea, ''a terrible trip...around Cape Horn

in a sailing ship,’” or over the Panama route. About 20,000 people
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arrived in San Francisco in these ways in 1870, 70,000 in 1873, and
85,000 in 1874. 1In 1875 an equal number came by train, about 75,000
people (D'Apery 1852-1872: 125; Scott 1959: 62).

Because of this dramatic change in population, actual figures were
very contradictory. The uncertainty about total population figures
becomes important in the calculation of death rates for this period.

Most commentators refer to official U.S. Census figures for the city;
but these were always considerably lower than figures produced by city
directories (Table One).

Federal officials admitted to census defects (U.S. Census 1872:
x1lvii, xix-xxv). The 19th-century as a whole was a frustrating time for
those who could foresee the census as a mechanism for information gather-
ing. European census figures were used to determine public policies.

But the United States did not recognize this function of a federal census.
Instead the census was used to determine political representation only.
Early censuses did attempt an inadequate enumeration of the deaf, blind,
illiterate, feeble-minded and insane. But counts of vital events

(births and deaths) begun after 1850 were almost worthless (Cassedy 1965:
222; Grob 1976: 4-5).°

The editor of the city directory commented that problems of the 1870

census in San Francisco included
the refusal of a number of persons to give their names
for publication....in addition to this class, there are
a number who escape the canvass altogether, and a large
foreign element that does not speak the English language.
These, together with a considerable number of persons
residing in disreputable neighborhoods, aggregating over
3,000, should be included as a part of the permanent
population....These figures do not include a class of

persons residing in the city, usually called "floating"
(Langley 1871: 13).



TABLE ONE: POPULATION FIGURES, SAN FRANCISCO 1869-1880

YEAR SOURCE
City Directory Health Officer U.S. Census
1869 170,000
1870 150,361 149,473
1871 172,750
1872 186,000
1873 185,000
1874 200,770
1875 230,000
1876 280,000
1877 300,000
1878 300,000
1879 330,000

1880 305,000 233,959
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This explanation accounts for the consistently higher city directory
than federal census figures. It also suggests how unreliable health
statistics for the city were during the 1870s. Of particular interest
to the study of infectious diseases during this decade is just this
immigrant and foreign-born group. All new San Franciscans experienced
the hardships and privations of migration and fell victim to consequent
diseases. But the foreign-born were isolated by cultural and language
handicaps, poverty, and discrimination, so that they always appeared
heavily in the lists of ill and dead.

As San Francisco first settled between 1850 and 1860 about half its
population had foreign birthplaces, compared to one in ten residents of
the United States generally. The city occupied third place in the country
as an immigrant center in 1860 (Cherney and Issel 1981: 10). Table Two
shows the actual nativity of San Francisco's foreign-born population in
1870 and 1880, according to census schedules. The foreign-born composed
49 per cent (73,719) of the city's population in 1870, and 45 per cent
(104,244) in 1880. The largest number of immigrants were from Ireland,
China, and the German states (U.S. Census 1872: 386-391, 598; 1883: 538-
541). The percentage of foreign-born in the overall Pacific region of
the country was only 3.1 per cent in 1870; while it was 34.1 per cent
in the Middle Atlantic region (Ward 1971: 51, 67). Thus San Francisco's
population composition was unusual.

Figures on the foreign-born in the city reflect only the first gener-
ation of immigrants. In addition during the decade of the 1870s second
and third generation people of foreign heritage were taking their places
in San Francisco social life. Even as late as 1910 68 per cent of the

city's population was foreign-born or had a foreign-born parent (Wollenberg
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TABLE TWO: NATIVITIES OF FOREIGN-BORN,

SAN FRANCISCO, 1870 and 1880

BIRTHPLACES
Not Atlantic  Austral-
Stated Africa Asia Islands Asia Austria Belgium
3 25 20 164 914 476 139
35 3 54 1,097 765 175
British Central
Bohemia America America China  Cuba "Europe'" France
43 2,337 74 11,729 28 3 3,547
149 3,860 96 21,213 27 39 4,160
German States Gibraltar England Ireland Scotland Wales
13,602 1 5,172 25,864 1,687 247
19,928 3 7,462 30,721 2,243 333
"Great Britain'' Greece Holland Hungary India Italy Japan
28 27 190 61 17 1,622 8
13 64 292 128 42 1,995 5
Pacific Sandwich
Malta Mexico Islands Poland Portugal Russia Islands
2 1,220 57 517 199 281 51
23 292 South8 72 75 76 West 9
Scandinavia America Spain Switzerland Turkey Indies Greenland
1,763 418 119 775 7 207
1,203 24 797 452 8 423 1
Luxemburg At Sea Total Foreign-born Total Population
75 73,719 149,473
5 28 104,244 233,959

PERCENTAGE IRISH, GERMAN, CHINESE OF TOTAL POPULATION

Irish German Chinese
17.3 9.1 7.8
13.1 8.5 9.1

United States Census 1872: 386-391; 1883: 538<541 .,
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1971: 222).
The largest number of foreign-born immigrants to San Francisco was

from Ireland. In spite of their relatively high turnover rate in the

early years of the city, the Irish proportion of the city population

remained the same through the 1860s and 1870s. Many had originally

settled on the East Coast (Wright 1941, Part II: 65; Burchell 1976: 304;

In 1880 the Irish were the largest ethnic group
He

Decker 1978: 171).

in San Francisco according to their chronicler, Robert Burchell.
argues that Irish composed a third of the city's population in 1880

if second, third, and fourth generations are included in the count

(Burchell 1980: 3-4). Immigrants from the German states were nearly

As large a proportion of San Francisco's population, but they were a

less homogenous community, divided by religious and cultural differ-

€ncesg (Cherney and Issel 1981: 29). The Chinese presence in San Francisco

has received much attention. In 1852 Chinese comprised less than one

Per cent of the population, eight per cent in 1870, and nine per cent

In 1880 (Decker 1978: 171; Trauner 1978: 72).

Another important characteristic of the San Francisco population to

keep in mind when considering health statistics is that the city was

l::"‘t’edomzl.nantly both male and young. In 1870 the large majority of the

I:":’IDl.llation was under fifty. At the city's beginning males over 21

0'*":l‘xumbered such females 6.5 to 1. By 1860 this figure had changed to

2. S5 to 1, with far more native-born than foreign-born females. Women

Q()I"llprisecl about 40 per cent of the city in the mid 1860s. By 1870
QVel:‘ 57 per cent of the city was male and in 1880 they were 56.7 per
Qel'lt of the population. The sex ratio in 1880 was about equal for

1:’Qgple under 29. For the older population it remained about three to



two (Muscatine 1975: 140; Decker 1978: 211; Lawrence 1979: 64; Cherney
and Issel 1981: 11). These differences reflect the birth of female
children in the city. A population of recent immigrants such as this
also tends to be healthy, for unhealthy people rarely migrate.

The significance of these population characteristics for death
rates of women and children must be kept in mind. Additionally, the
relative absence of families had an impact on the nature of social
life during this period. A visitor to San Franciso in 1869 wrote that

There are probably more bachelors, great lusty fellows,
who ought to be ashamed of themselves, living in hotels
or in 'lodgings' in this town, than in any other place
of its size in the world. There is a want of femininity,
spirituality in the current tone of the town; lack of
reverence for women; fewer women to reverence, than our
Eastern towns are accustomed to....'a town of men and
taverns and boarding houses and billiard-saloons' (Bowles
1869 quoted in Cook, Gittell and Mack 1973: 30).

By 1870 San Francisco was increasing in average family size. The
AVerage number of children per couple went from 2.5 in 1852 to 3.2 in
1880; average family size from 4.9 in 1870 to 5.4 in 1880 (U.S. Census
1873, 598; 1883: 671; Decker 1978: 212, 315). These changes reflected
Increase in numbers of children people had as they grew older.

Households and family units of the foreign-born were somewhat

larger than those of the native-born. The Irish-born population was
l'll'll-lsual in having always migrated with their families. Perusal of the
1 880 manuscript census schedules confirms this picture. Irish laboring
Eattlzi.lzi.es often had older children born in New York, Michigan, Nevada,
|ng other states along the migration route, and younger children born
Ixm California. Census data poorly reflect the dynamic nature of living

rrangements, especially among poor people. But the 1870 census suggests

that Irish had relatively small families, in spite of their Catholicism,
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It shows an average 2.3 children in Irish families. As we shall see,

Irish wards reported the highest death rates from infectious diseases,
so child mortality may explain the small Irish families of 1880. There

was also a deliberate effort to 1imit family sizé by this time.

(Decker 1978: 325; Burchell 1980: 73, 87).

Summary Chapter One

As San Francisco became an industrial city in the 1870s, the labor

supply of unskilled workers increased to the point of chronic unemploy-

ment. Completion of the transcontinental railroad increased immigration

to the city, both from the East and among unemployed railroad workers.

Economic speculation in gold and silver mining was widespread and the

Yailroad did not bring expected economic boons. The decade began with

financial depression and growing destitution of the city population.

Ra ther than understanding the economic forces at work, San Franciscans

Tesorted to blaming each other. Those who had been in the city longer

b1l anped the competition of incoming immigrants. Previous foreign-born

1mmigrants accused the Chinese of disrupting the employment picture by

working for low wages. The San Francisco establishment blamed the

largely immigrant Workingmen's Party for disruptions. The WPC blamed the

S| pitalists. The city began to participate in class warfare.

The economic situation was aggravated by the city's exponential

grchh in population, making it the ninth largest city in the country by

2 §
880, and vastly larger than any other Western city. The population was

=
Lso largely transient and male. There was so much movement that census

<
Sunts are quite unreliable. Almost half the city population was foreign-

b
Sxrn during the decade of the 1870s. These men (and women) composed the
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majority of the city's work force. During the decade of the 1870s

more families settled in San Francisco and more children were born to

the relatively young population. Immigrants to San Francisco were not

rural innocents. Almost all had lived previously in cities and towns
elsewhere in the country. But none had before experienced the impact

on living conditions of late 19th-century urbanization and industriali-

zation.

Endnotes Chapter One

lMy efforts to trace working class Irish families from 1870 to 1880 using
the manuscript federal census were largely unsuccessful, presumably be-
CAause these families had moved to other states, or had somehow not been
STumerated in 1880. The 'Soundex" system makes it possible to trace an

L ndividual by name in 1880 if his or her household included children under

Che age of ten.

Dx . Edward Jarvis was influenced by European use of vital statistics in
the 1840s. He spent a lifetime attempting to improve the United States
Census so that it might provide social and medical statistics. But his
Erl-lstrating work was at an end by 1870. John Shaw Billings introduced
the concept of registration area in 1885, to improve the collection of
VA a1 statistics. But neither death nor birth registration was really

set“:i.ously attempted until well into the 20th-century. It was only then

tlso that the medical profession showed an interest in them (Cassedy 1965,

!9 & 9; crob 1976, 1978).



CHAPTER TWO: "THIS STRANGE, PUZZLING FOREIGN COMMUNITY"

Immigrant Settlement

San Francisco was known as a "hotel" city among the upper classes.

But almost everyone lived in lodgings, regardless of class level. Among

the wealthy it was fashionable to live permanently in palatial hotels.

Middle class clerical and professional workers also lived in good hotels

Orxr lodgings and took their meals at restaurants. People with less money

might stay at the "What Cheer House" for fifty cents a night, a hotel
known for its cleanliness and high standards. It catered especially to

mMmiIners and mechanics who were surprisingly literate, and made good use

O Ff the hotel library. They also had their clothes washed and mended

There (Van Orman 1969: 7-8; Cook, Gittell and Mack 1973: 30-31).
In 1875 twenty principal hotels were listed in a guide to the city.

Iny 1876 there were five upper class hotels (The Palace, Lick House,

CcDSmopolit:em, Grand, Occidental), sixty-three smaller hotels, and 254

bc>élrding houses, according to a British visitor. Some families occupied

elegant suites in the fine hotels of ward five, "fitted up as luxuriously
anad comfortably as their own house would be; all their 'Lares and Penates'

A X ound them". Such a suite with board cost between $150 and $1,000 or
RO xrea per month. It was nonetheless considered less expensive than main-
t:e‘:itling one's own home because of the problem of finding servants, accord-
ing to this observer (MacGregor 1877; The Stranger's Guide 1875).

Anthony Trollope found hotel life in San Francisco uncomfortable in
s 75; but over fifty per cent of those staying in hotels lived in them
pQI“DJanent:ly. The average good hotel charged four dollars a day for a

r
O and bath and three meals on the "American Plan". This meant that
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meals were taken at set hours at a central table, and not cooked to

order (MacGregor 1877: 27, 41; Trollope 1951: 542, orig. pub. 1875;

Van Orman 1969: 14). The kind of hotel in which one lived became a

measure of social status in this rapidly stratifying town. Samuel Williams

wrote in 1875 that

Living at a first-class hotel is a strong presumption
of social availability, but living in a boarding-house,
excepting two or three which society has endorsed as
fashionable, is to incur grave suspicions that you are
a mere nobody. But even in a boarding-house the lines
may be drawn between those who have a single room and
those who have a suite (quoted in Lewis 1962: 193),

This way of living provided companionship and social life for lonely

Sdingle men. In some cases women were alone. In 1868 Sallie Snow wrote

her sister about her life with her small son waiting for her sailor

husband's return to the city. She lodged in the same house for six months.

Eating in her favorite restaurant twice a day provided her only outings.
She clearly enjoyed her breakfasts of "Broiled quail, beef-steak, butter
T oast, and Buck wheat Cakes" for 37% cents (Snow 1868: 5/27; 11/21).

The immigrants and foreign-born who settled in San Francisco tended

T o 1ive in certain neighborhoods by necessity as well as by choice. San
I?]:‘ancisco did not develop the ghettoes of eastern cities, but as in those
district.

<31 ties the working poor tended to live near the central business

Their employment was insecure and changing and they needed to be near

T he source of new jobs. Most could afford only to walk to work, Many

WS rked as peddlers and needed to be in the market area (Ward 1971; Shumsky
197, 138).

These neighborhoods had initially been one of the most elegant areas
S>F the city (recently proposed in 1983 for re-gentrification). They in-

&g
luded South Park, Happy Valley and Rincon Hill, With the development



of cable cars in the 1870s the well-to-do moved to the Western Addition
of ward t:welve.2 Harriet Lane Levy recalled how her father and other
Jewish businessmen left the area and built homes in newer parts of the
city (Levy 1975: 2-3; orig. pub. 1937).

The wealthy who moved to Stockton, Bush, Pine, Powell, and Mason

streets continued a life in which they "housed a bevy of house servants,

cooks, Chinese launderers, coachmen, and footmen'". Middle class homes

were visited by bakers, fish-mongers, grocers, butchers, laundrymen and

Vegetable vendors of many ethnic backgrounds. Middle class people could

afford to live farther from the business district because of these
S ervices, and because they had the money and leisure to commute to their

Workplaces. The native-born population of the city (who tended to be the

middle class) commuted a thirty per cent greater distance to work than
did the foreign-born. Many began to settle across the San Francisco Bay
in Berkeley, Oakland and Alameda, travelling by ferryboats, the traffic
©On which doubled in the 1870s. The better-off working class also began
T o move away from the business district, along Mission, Howard, Folsom
A 1nad Harrison streets from east to west (Scott 1959: 63; Levy 1975: 196,

S xrig. pub. 1937; Decker 1978: 215, 227).

In the middle of the decade the most densely populated wards in San

Francisco were those of Chinatown (wards four and six). The next most

densely populated were wards ten, three and five located near the water-
fl‘Ont and north and south of the Market Street business district. Wards
SQ\ren and eight, in the same general areas, also had high densities.
Tl_1e:5.e seven heavily populated wards accounted for 58 per cent of the

Q:Lt:y's population in 1876 (Table Three).3 The South of Market area (in-

Q:'—leing ward ten and parts of wards seven, nine and eleven) became both



TABLE THREE: SIZE AND POPULATION
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the industrial area of the city and the major residential neighborhood

for the immigrant working class and the unemployed.

Living conditions varied in the South of Market area. Immigrants

did not live in the type of tenement houses found in large eastern
American cities. Many San Francisco newcomers lived in single rooms
of houses abandoned by wealthier residents as neighborhoods changed in

character. Such buildings became lodging and boarding houses (the latter

Provided board as well as room). Or they lived in the upper floors of

commercial buildings, much as do artists and other marginal income people

in this same neighborhood today. As time went on immigrant housing deter-

1 orated under pressure from rapid population increase. Most housing was

inadequately built of wood and hazardous. Overcrowding became a serious

P roblem, as it was in all 19th-century cities. Poor water and sewer fa-
<1lities produced disease that was often blamed on the immigrants them-

Selves. In 1879-80 ward ten and part of ward eleven contained one-half

The city's 655 lodging houses, one-third its boarding houses, one-fourth

S f the hotels, and one-third of 250 listed restaurants. There were many

SPecifically ethnic hotels (Van Orman 1969: 7-8; Averbach 1973: 201;
L.awrence 1979: 33-36, 72-73; Burchell 1980: 39, 44).
Sallie Snow found her hotel life south of Market Street in 1868
S S pecially lonely because she felt a social distance from her neighbors:
there being none that I care to cultivate in the
immediate vicinity...all Irish or German though of a

good class. but Catholic or Jews. Very respectable
quiet neighborhood but of course I cannot be intimate

with any of them (Snow 1868: 11/21).
She appreciated her neighborhood however, because it had a pleasant bay

\’iew and was regarded as safer from fires, earthquakes and smallpox.

Ra T e Douglas Wiggin opened her kindergarten in this area in the 1870s,
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and commented later that

To the ordinary beholder it might have looked ugly,
crowded, sordid, undesirable....The activities in
plain sight were somewhat limited in variety, but

the signs sported the names of nearly every nation
upon the earth. The Shubeners, Levis, Ezekiels, and
Appels were generally in tailoring or second-hand
furniture and clothing, while the Raffertys, O'Flanagans,
and McDougalls dispensed liquor. All the most desirable
sites were occupied by saloons, for it was practically
impossible to quench the thirst of the neighborhood.
There were also in evidence barbers, joiners, plumbers,
grocers, fruit-sellers, bakers, and vendors of

small wares, and there was the largest and most
splendidly recruited army of do-nothings that the

sun ever shone upon. These forever-out-of-workers,
leaning against every lamp-post, fence-picket, corner
house, and barber-pole in the vicinity, were all male,
but they were mostly mated to women fully worthy of
them, their wives doing nothing with equal assiduity
in the back streets hard by.--Stay, they did one thing,
they added copiously to the world's population (Wiggin
1923: 108-109).

Wiggin's ethnic and class prejudices, expressed in an effort to be
humorous, were usual attitudes in the 1920s when she wrote, and in the
1870s when she experienced them.4 Still, her first-hand view of the
social nature of San Francisco in this period is valuable. Her job was
to teach the children of this ''strange, puzzling, foreign community,
this big mass of poverty-stricken, intemperate, overworked, lazy, extra-
vagant, ill-assorted humanity leavened here and there by a God-fearing,
thrifty, respectable family'" (Wiggin 1923: 111). In this self-contra-
dictory description, she revealed her own poor understanding of these
people. In spite of her anti-Semitism however, Wiggin was able to sympa-
thize with little Jacob who was

one of ten children, the offspring of a couple who

kept a second-hand clothing establishment in the

vicinity. Mr. and Mrs. Lavrowsky collected, mended,

patched, sold, and exchanged cast-off wearing apparel,

and the little Lavrowskys played about in the rags,

slept under the counters, and ate Heaven knows where
(Wiggin 1923: 122-123).



The reality of such urban scenes may explain the huge popularity of
Charles Dickens in America during this period. He both romanticized and
humanized the life of the poor.

Similar to Wiggins' point of view was that of Amelia Ransome Neville,
who lived a fashionable life in San Francisco. For example, she said
of this period that,

Chinatown was a really exciting place. It was thrilling

even in smallpox epidemics when the police guarded all

entrances and yellow plague flags were flying over the

quarter. But for all the lack of sanitation and bland

disregard for Western ideas of law and order, San Fran--

cisco never resented its presence. It wasstoo fascinating

in its 1life and color (Neville 1932: 197).
This romantic view of the '"color" of ethnic life was commonly expressed
by those who regarded immigrants simply as features of the city's cosmo-
politan tone. For example, Samuel Williams wrote in 1875 that, '‘Nowhere
else are witnessed the fusing of so many races, the juxtaposition of so
many nationalities, the Babel of so many tongues. Every country on the
globe, every state and principality, almost every island of the sea,
finds here its representative" (Williams 1921: 15). At the same time,
Williams had the illusion that the working class in San Francisco was

"exceptionally prosperous,"

and that many owned their own homes. He agreed

with Wiggin about the "forever-out-of-workers'. Anyone who did not work

was popularly known as a "bummer', "a worthless fellow, too lazy to work,

too cowardly to steal....The climate befriends him, for he can sleep out

of doors four-fifths of the year, and the free lunch opens to him bound-

less vistas of carnal delights" (Williams 1921: 17, 19).6
Rabbi Isaac Mayer Wise commented after his visit to San

Francisco in 1877: "An Irish woman told me to~day the same
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old story of husband dead, four children, no bread in the house, had
not a bite to eat today, etc., and all that for one dime" (Wise 1967:
12, orig. pub. 1877).

During the decade of the 1870s San Francisco began the process of
settlement in which families appeared and neighborhoods took on
particular characters. Construction of housing did not keep up with
the level of immigration and increase in families. Overcrowding re-
sulted and led to disease. By 1880 the number of persons to a dwelling
according té the U. S, Census had increased to an average 6.86, and
persons to a family to an average 5.38 in San Francisco. These were
among the highest figures in the country. In 1870 the figures for San
Francisco had been 5.77 and 4.89, respectively (U.S. Census 1872; 598;
1883: 671; Decker 1978: 212). The foreign-born, in spite of efforts to
limit their family sizes, still had larger families than the native-
born.7 Peter Decker (1978) has calculated that native-born merchants in
1880 San Francisco had an average household size of 6.4 people and family
size of 2.8; while foreign-born merchants had an average household of 6.0
people and family of 3.4 (Decker 1978: 317). The larger household of
the native-born may have been because of the presence of servants or
boarders, The significance of boarding to family arrangements in 19th-
century America is a subject only recently investigated by historians
and social scientists (Modell and Hareven 1973; Katz 1975).

The Itish were probably most representative of the problems of
immigrant adjustment to San Francisco in the 1870s. They composed the
largest percentage of the foreign-born population; they appeared most
frequently in morbidity and mortality statistics; they made up large

numbers of the unemployed and members of the Workingmen's Party; they
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lived in South of Market neighborhoods; and they were settled with
families including small children. They were also most likely, after
the Chinese, to be targets of discrimination.8

By 1870 the Irish lived in the first, seventh, ninth, tenth, and
eleventh wards of the city, especially in the seventh, which was along
the waterfront south of Market Street. During the decade of the 1870s
they moved into the ninth and eleventh wards to the south and west, but
their population remained most dense in the seventh. Forty to fifty per
cent of the South of Market area was of Irish parentage in 1880, compared
to twenty per cent north of Market Street. Perusal of the manuscript
U. S. Census for both 1870 and 1880 reveals many Irish-born in ward seven,
although the American-born predominate. Occupations in the ward are those
of laborers and various working class employments, including a number of
female Irish servants. Ward eleven reveals Irish grocers, butchers, and
a real-estate dealer, indicating the better—-off Irish working class who
moved to western parts of the city (U.S. Census 1872; 1883; Burchell 1980:
47,49; Cherney and Issel 1981: 29).

Most of the employed Irish were laborers or domestics, as we have
seen, The Irish accounted for 34 per cent of the servant class in the
city in 1880, and only 13 per cent of the total population. Many of
them could afford to live only in congested neighborhoods in unsanitary
and unhealthful conditions. Family life was either nonexistent or dis-
rupted by the burdens of labor and poverty. Children joined gangs of
hoodlums. But Irishmen were able to organize themselve politically, in
the Democratic Party as well as the Workingmen's Party. They became
involved in city government and took jobs as firemen, policemen, and

streetcar conductors (Asbury 1933: 150-154; Shumsky 1972: 139-144;



Decker 1978: 317; Burchell 1980: 116-154).
Poverty meant that many Irish-born appeared on the rolls of public
institutions and charities. There were numerous mutual aid associations

set up by the Irish, but they relied heavily on public institutions as

well. Irish appeared in prisons and hospitals and the almshouse. Statis-

tics show a consistently much higher proportion of Irish than other
nationalities in the San Francisco Almshouse between 1869 and 1894.
Burchell suggests that this excess is in part accounted for by favoratism
on the part of the Almshouse's Irish directors (Burchell 1980).

In her 1895 study of women in the almshouse, Mary Roberts Smith
found that among these "erratic creatures" 59.2 per cent were Irish, as
were 41.3 per cent of the total almshouse population. Her study indi-
cates what became of Irish women who migrated to San Francisco in the
1870s. She concluded that the Irish women were "less efficient in
domestic employments, more liable to drink, and more illiterate than

' and were unstable as a result of both their '"Celtic tempera-

others,'
ment" and female emotionality (Smith 1895: 15). Smith realized that

what had happened to many of these women was simply that their husbands
had died and they were unprepared for any form of self-support. Of the
Irish women in the almshouse in 1895 71.2 per cent were widows. The

women averaged 63 years in age; so they were in their thirties and forties
in the 1870s. Most had been either married or in domestic service.
Eighty-three per cent had been immigrants. Most were admitted as paupers
because of intemperance (Smith 1895: 15-25). One Irish domestic suggested

to Smith an explanation for the inability of Irish to succeed in the

United States which has some cultural resonance:

47
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They're just ready to be paupers when they come

over. There isn't any use trying to get ahead in

Ireland, for whatever you put on the land only makes

the rent more; so there isn't any use saving. And

they can't be strong, because they live mostly on

potatoes, corn-meal, and sour milk (Smith 1895: 13-14).

Several of the individual stories of these women may be kept in

mind as we move on to examine public health in San Francisco and
statistics on infectious disease in the next chapter. For example, a
69 year old widow migrated to San Francisco in 1870 and was admitted
to the almshouse nineteen years later with rheumatism and neuralgia.
Her husband had been English, » a 'good, temperate man'; five children
died in infancy of 'water on brain,' two are living 'somewhere'; one
son, twenty-six years old, a laborer, could not support her, was recently
drowned". Another 71 year old German immigrant was a domestic servant
when she came to San Francisco in 1870. She was a '"worn~out scrub woman,"
admitted to the almshouse in 1894 for old age and sore legs. A younger,
51 year old widow who had been a domestic was admitted as an intemperate
prostitute. Her data revealed: "Husband recently killed: four children

died of diphtheria and measles; untruthful, vulgar" (Smith 1895; Table

XVII).

City Life

Surprisingly, many visitors found San Francisco an unattractive city
in the 1870s. William Laird MacGregor, travelling from England, said,
"San Francisco cannot be called a pretty or a picturesque town....it
presents simply the appearance of a huge agglomeration of bricks and
mortar, stone and wood" (MacGregor 1876: 16). Anthony Trollope remarked
in 1875 that, "I do not know that in all my travels I ever visited a city

less interesting....There is almost nothing to see in San Francisco that
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is worth seeing" (Trollope 1951: 541, orig. pub. 1875). Another
British visitor commented on the "dense cloud of smoke" that resulted
from coal-burning furnaces, producing the "darkeness and dinginess of
the city" (W. F. Rae, quoted in Lewis 1962; 169).
Guillermo Prieto, a Mexican political exile, wrote poetically of

San Francisco in the 1870s. While undoubtedly subject to inaccuracies,
his descriptions are among the most suggestive of what the city was
like. His class prejudice was typical of the time, if more dramatically
expressed than usual. He said that among the impressive buildings of
the main streets:

There are humble structures, always with pointed roofs

and always coming singly. These are poor-appearing

carriage shops, stables, laundries, or warehouses heaped

with tallow and stinking hides. From them issue ragged

and ill-kempt monsters whose dripping shirts are an

offense to eye and nose. And behind the palaces run

filthy alleys, or rather nasty dungheaps without side-

walks or illumination, whose loiterers smell of the

gallows....I saw very few beggars. Such as there were

carried barrel-organs, fiddles, bunches of flowers, or

boxes of matches, Through the richest sections of the

city they would pass-- liquory, tattered men and large,

down-at-the-heel women in aprons and shawls-- like evil

smells in a perfumed garden....Ladies ride in landaus and

carriages, leaning back negligently on their furs, white

veils floating over their flowered hats. Blue-clad

Chinese slink down the sidewalks (Prieto 1938: 8-9, 28).
Prieto was especially struck by the intermixture of different
merchants on one street, which he attributed to '"the American
sentiment of equality".

The ethnic mix of San Francisco was as apparent on the streets of

the 1870s as it is today. A contemporary cartoon represents various
city "characters" including Chinese of Kearny Street, Irish of Brannan

Street, Spanish of Vallejo Street, Blacks of Jackson Street; as well as

a gambler, a peddler, some ''greenhorns', prostitutes, hoodlums, and a
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Chinese leper. William Laird MacGregor commented in 1876 that '"In the
variety of races which inhabit the city - Americans, English, Germans,
Italians, French, Swiss, Spaniards, Chinese - no other American town can
compare with it" (MacGregor 1876: 26). He was also impressed by the
healthy look of the people. He attributed the "erect carriage and good
figures" of the young to '"the healthfulness of the sea-breezes which
sweep over San Francisco daily, and give tone and vigour to their con-
stitutions, making the generous blood mantle over face and neck'" (MacGregor
1876: 27-28). MacGregor speculated on what future generations would be
like in such an ethnically mixed city. He concluded that "Living in

a healthy climate, with a bracing air, it is reasonable to suppose that
California's children may at some future period be the flower of the
American people' (MacGregor 1876: 28). The "Flower Children" of 1960s
San Francisco were probably not what MacGregor had in mind.

Harriet Lane Levy also recalled the colorful aspect of San Fran-
cisco's ethnic mixture. She wrote that the Saturday night promenade on
Market Street was a ''carnival" of people (Levy 1975: 258, orig. pub. 1937).
In spite of his feeling that the foreigners of the city were "full of
enterprise, industrious, and intelligent," B. E. Lloyd feared their
influence: "The effect on society has perhaps been detrimental. Morality
has been at a discount. Social vices have apparently been nourished.

The commingling of the different nationalities seems to have bred disso-
lute habits" (Lloyd 1876: 60).

San Francisco retains to this day the reputation for vice it acquired
in the early Gold Rush days. Venereal disease was the most common reason
for hospital admission in the 1870s, as we shall see in Chapter Five.

But the diseases from which most ethnic immigrants sickened and died were
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the dread infectious diseases of childhood, spread in the context of
unsanitary living conditions.

The part of the community most famous for vice was that known by
the 1860s as the Barbary Coast. It was primarily an area for night
life. Prostitution was a major product. The condition of these women
was quite pathetic, especially those who were Chinese slaves (Asbury

1933: 108-109, 114-115, 177-182). Guillermo Prieto depicted this dis-
trict:

Here the vile cauldron brews its concoction from the

most disparate elements, harsh gutturals of German,
shrill pipings of Chinese, savage grunts of Americans;
wailing music, searing drink, women whose glances lash
the skin like nettles and whose breasts are livid with
alcohol....Blasphemy, murder, abortion and blood were
inevitable products of a chaotic and disorganized society
....People of wealth and culture, fine ladies and eminent

men of learning, have sometimes fallen into the pit
(Prieto 1933: 66).

In a pore prosaic way, Frank Roney expressed his disturbance at this
eSpect of the city in 1875: "vice in every form stalks rampant and
Seens as irrepressible as a great conflargation fsicj is to a well

()lfganized fire department when the supply of water is exhausted"

(R(mey 1875~76: 2). He compared participation in vice to the abandon
‘Nrj[rth which people historically faced the great plague. In another apt
<jl:i~sease metaphor, B. E. Lloyd described the Barbary Coast:

Like the malaria arising from a stagnant swamp and
poisoning the air for miles around, does this stag-
nant pool of human immorality and crime spread its
contaminating vapors over the surrounding blocks....
even the remotest parts of the city do not entirely
escape its polluting influence....Licentiousness, de-
bauchery, pollution, loathsome disease, insanity
from dissipation, misery, poverty, wealth, profanity,
blasphemy and death, are there. And Hell, yawning to
receive the putrid mass, is there also (Lloyd 1876:
78-80).

In spite of such tantalizing descriptions, most upper class people,
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especially women, were unaware of or chose to ignore the Barbary Coast.
It was unusual that Harriet Lane Levy's father permitted her to view part

of this area of town (Levy 1975: 269, orig. pub. 1937).

Census statistics from 1880 confirmed that San Francisco had more

houses of prostitution and saloons than most cities. Lawrence Larsen

reports that ''San Francisco had more saloons (8,694) than any other city
in the United States except New York (9,067), which was five times larger.
A city of comparable size,..New Orleans, had 429" (Larsen 1978: 86).

But the British traveller, MacGregor, seemed unaware of the unsavory side

of San Francisco life. He saw little drunkenness or disturbance, and

found churches well-attended. He remarked that vice was confined to proper

locations (MacGregor 1876: 41). Few recognized that the vice industry
in San Francisco was the only employment many immigrants found available

to them.

Slnnmary Chapter Two

Because San Francisco was newly forming, assimilation of newcomers
S
Vas relatively fluid. Nativism or ethnic prejudice tended to be focused
o
T the largest non-Caucasian, and most culturally different group, the

C
.Iilinese. The Irish-born were the largest nationality group in San

) v
X mncisco and made up 22 per cent of the employed there in 1870. They

o
== xe usually laborers and domestic servants. They appeared disproportion-

1t:<aly in mortality and morbidity statistics and among the unemployed and

== stitute. The Irish are a good test case of the imputed relationship
w
= ¢ween immigration, ethnic background, living conditions, and disease.
r . .
jtjltamployment and stymied occupational mobility created pessimism and a

1\l:ii-zgh suicide rate among all San Franciscans in the 1870s.
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Contemporary writings express blatant class and ethnic prejudice,
but also some appreciation of the "cosmopolitan'' character of the 1870s
city., Immigrants were blamed for the havens of vice in the Barbary Coast.
Few higher class commentators could identify with the poverty and
desperation that propelled people into prostitution, crime and drunken-
ness. The social utilitarianism of the 19th-century brought a moral
judgment upon all human behavior, including the experience of disease.

People at all class levels lived in hotels and lodging and boarding
houses. In the immigrant neighborhoods south of Market Street housing

and living conditions deteriorated as more people crowded in and neigh-

borhoods became industrial. Social problems developed.

Endnotes Chapter Two

1
There were no apartment houses built in the city until 1884 (Burchell

1980: 39).
2
Cable cars ran on Clay Street by 1873 and California Street by 1878

(Muyscatine 1975: 363; Decker 1978: 213-214).

3
The relationship, or lack of it, between population density and disease

“'lel be discussed in the next chapter.
<

QO nly the ethnic groups have changed in expressions of such prejudices

© o day.
=

~F¥ohn Lawrence has commented that '"Most whites believed the Chinese
EtiSl.sily tolerated, or even revelled in, the poverty and repulsive con-
X § tions into which they were crammed in Chinatown'" (Lawrence 1979: 41).

<
A\s I write this in the winter of 1982-83, the San Francisco Chronicle

3l*Eiily reports the city's renewed concern for those who live on the streets
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and stand in line for charity meals.

7There has been much recent research in the historical demography of

the American family, including changes in family size and deliberate

limitation of births in the 19th-century. See for example, Rose 1942;

Coale and Zelnick 1963; Bloomberg et al. 19713 Nag 1973; Polgar 1973;

Seward 1973; Wells 1975; Kobrin 1976; Osterud and Fulton 1976.

8
Anti-Catholic sentiment towards the Spanish was already expressed

before California became an American holding. Anti~Catholic feeling was

strong against Irish immigrants from Australia and the eastern U. S.
among members of the Vigilance Committees of 1851 and 1856 in San Fran-
¢isco, and within the Know-Nothing Party. Such feelings may have re-

vived in 1877 within the Committee of Safety against the largely Irish

Workingmen's Party (Starr 1973: 16, 93-95).



CHAPTER THREE: IMMIGRATION, DISEASE, AND PUBLIC HEALTH

Anthropologists studying migration recognize that sociocultural

change often leads to increased disease incidence. This relationship

has been observed cross—culturally and historically. Infectious diseases

in particular have accompanied migration and industrialization histor-

ically, and accompany them today. Virulence of infectious disease is

dependent on density of susceptible people and the number of sources of
infection. If a disease is introduced by immigrants to a population

rarely or never exposed to that infectious organism, an epidemic will

occur, especially in densely populated cities. Conversely, newcomers may

suffer far more symptomatic cases of diseases that are common inapparent
infections in the native population (Hughes 1966: 143-145; Burnet and
White 1975: 128-136; Crosby 1972; McNeill 1977).1
The urban tenements in which 19th-century European immigrants settled
In Aperica were breeding places for tuberculosis, diphtheria, smallpox,
tthus, cholera, and other diseases, from all of which immigrants suffer-
sq more than did native residents. To some extent the physical debili-
ta~t:I.on of most immigrants on arrival may have produced special vulnera-
bj;lit:y to infections. Immigrants' life-spans were actually no shorter
ih the United States than if they had stayed in Europe; but they were
&hmrter than those of long-term American residents.

Infectious diseases were prevalent in European countries of origin,
B‘\It they became virulent on crowded immigrant ships, as they did on the
Q]:1:11:»3 and wagon-trains making the journey to California. Cursory efforts
‘VQ xe made to maintain sanitary conditions on shipboard and to disinfect
§1\‘-Zips at disembarkation, but they were usually ineffective. There was a

"™ «at deal of anti-quarantine agitation in the 19th-century because
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quarantines interfered with commerce. Holding immigrants in quarantine

could have gruesome effects, as thousands died waiting in ships for
accomodation in the beds and tents of quarantine hospitals (Read 1944:

265-266; Ackerknecht 1948; Hansen 1961: 44-51, 256; Duffy 1971b; 800-

802).

Physicians first became really aware of the diseased state of immi-
grants when they visited tenements of New York City in the 1850s, People

lived in appalling conditions in these '"fever nests,' with open sewage

and garbage piled around them. They had little heat, poor ventilation,

no furniture or running water. These areas not surprisingly were the

mjor places hit by the cholera epidemics of the 1830s, 40s and 60s.

They were also places where typhus was transmitted by lice. The same areas

later became centers for tuberculosis. They additionally suffered from

the continual endemic diseases we shall discover in San Francisco in
chapter Four: scarlet fever, diphtheria, whooping cough, influenza, and
Others (Brteger 1966; Rosen 1972; Smith 1973, orig. pub. 1911).

Tenement life, especially for the '"troglodytes" or cellar-dwellers,

< ©uld not have been more conducive to disease (Ermst 1949: 49). Stephen

EglIlith observed their conditions for the New York Council of Hygiene in

L 8¢5

As you look into these abodes of wretchedness, filth
and disease, the inmates manifest the same lethargic
habits as animals, burrowing in the ground. They are,
indeed, half narcotized by the constant inhalation of
the emanations of their own bodies, and by a prolonged
absence of light and fresh air. Here we never find
sound health, while the constant sickness rate ranges
from 75 to 90 per cent (Smith 1973: 88, orig. pub. 1911)

Sanitary inspectors cited such insalubrious conditions throughout the
Most immigrants were forced to bathe in rivers where sewage was

= «ntury.

QE!-EEposited. The absence of water was responsible for the filthy state of
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uncovered wooden privies that served far too many people. Stephen Smith

(1973) has left us a vivid account of the misery and disease of "tenant-

house rot". His description of its psychological effects is not unlike

Colin Turnbull's (1972) portrayal of the starving Ik in Africa.

Initially city administrations felt responsible for care of indigent
and 111 immigrants. But as immigration increased, along with accompany-
ing i1ls, the newcomers appeared to be contaminating the rest of the pop-
ulation., Statistics demonstrating the greater susceptibility of Irish
and others were used to make this case. Periods of epidemics in cities

were times of real social chaos. There were no public health systems

unti] later in the century to coordinate a city's reaction, and the number
of deaths could be appalling (Abbott 1924: 583, 593-598, 200-206, 665,
669; Ernst 1949: 54-54; Powell 1949; Rosenberg 1962; Duffy 1966; Baker
1968),

Repeated epidemics of cholera and yellow fever occurred, the first
Cransmitted by sewage-contaminated water and food, and the second by
nCl‘:’s.quit:oes. Immigrants always suffered the greatest mortality from these

(i:tsmases (Smillie 1952; Rosenberg 1962; Duffy 1971a). The cholera epi-
(i‘indc of the 1850s was a vivid memory to San Franciscans in the 1870s,
Mg during that decade the devastation of yellow fever in the South struck
:EQar in the city.

Originally immigrants were popularly believed to be responsible for
QEQL1Tld susceptible to disease in ways others were not. They were seen as an
:i‘tllmoral population, and disease was regarded as punishment by God for the
':3L‘E=generate life of the poor. The Chinese in particular were associated

~ X San Francisco with dirt, disease, and "wanton lewdness" (Miller 1969).

== itation for public health reform did not begin in earnest until other
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classes were seriously affected by epidemics. Until then most aid for

immigrants came through their own aid networks and organizations, and

through charities and private benevolent groups.

The Nineteenth-Century Public Health Movement

The most significant health advance of the 19th-century was the sani-

tary reform or public health movement. The reformers were scientists,

Physicians, epidemiologists and public officials. The movement began in

Europe and England as awareness grew that ill health, especially infectious

disease, was seriously disabling the working population. The public

heal th movement had only gradual effect in the United States. Both local
and national governments intervened in public health only very late in
the century, and there was much political resistance to their doing so.
Some physicians, such as those who attended the National Quarantine and
Sanitary Conventions in the 1860s (1977) were active in the movement
(Kraper 1947; Rosen 1958; Shryock 1960: 163-165).

San Francisco, as a relatively new city, was not much affected by the
ELll:opean public health movement. Even in the cities of the eastern United
S T ates there was little awareness of the great public health documents

D‘~1"blished in England and Europe, the works of Edwin Chadwick, Friedrich
Et\gels, John Snow, William Budd, and Peter Panum in the 1840s and 1850s.
QQ casionally the 1870s San Francisco medical press mentioned the contem-
= > rary work of Rudolf Virchow in Berlin and Max von Pettenkofer in Munich.
tr\":Llce their predecessors, these advocates of social medicine recognized
‘:}le financial and social costs of the living conditions of the urban work-

"Xa g class. They turned attention to preventive measures such as sewage

*“=moval, alleviation of overcrowding, better ventilation of buildings,



land drainage and improved water supply. Whether the focus was on

financial or humanitarian concerns, and whether the blame was placed on

mismanagement or Capitalism, the outcome of action on these matters im-

proved public health. John Snow and William Budd were able to demonstrate

the specific transmission of cholera and typhoid fever in the water
supply.

Several public health reports, more modest in scope, were published
in the eastern United States during the first half of the 19th-century.
The reports of John H. Griscom on New York in 1845, Lemuel Shattuck on
Massachusetts in 1850, and The New York Citizen's Association Council

of Hygiene and Public Health in 1865 had no apparent effect on medical

thinking in San Francisco. We shall see in the next chapter that San

Francisco physicians, while not sharing the public health consciousness
of these unusual men, struggled to demonstrate low mortality figures for
their community, compared to other cities.
Prior to the American Civil War, four National Quarantine and Sanitary
CZC)Ilventions were held in major cities of the eastern United States with
pllBrsicians and members of boards of health and trade attending. As
Ssl"-Ibscr:ibers to the belief that most diseases were not contagious, the
I::.'-Ell:‘ticipant:s saw no value in quarantines. The conventions moved beyond
tI‘lii’_s concern and dealt with issues of civic cleanliness, use of disin-
jSQEi'::tants, registration of vital statistics and the etiology of epidemic

=1
T2 ] endemic diseases (National Quarantine and Sanitary Conventions 1977).

fl:wtﬁlGE ideas expressed on these occasions were identical to those expressed
=
]Dtltbng San Francisco physicians a few years later (see Part Two).
Before proceeding to a discussion of public health in San Francisco,
:i“t:

is important to recognize several things. The sanitary movement, use



61

of vital statistics, and development of epidemiological methods together
played a far more significant role in the "conquest" of infectious dis-
eases than did specific medical approaches. But we know this reality
only with hindsight. There were few such efforts in the United States
during the period in which they occurred in England and Europe. As we
shall see, in San Francisco as late as the 1880s there was very little
understanding of such ideas. The medical profession remained conserva-
tive in their reliance on therapeutic approaches. Among a few of the
alternative health practices however, the importance of sanitation and
personal hygiene received emphasis. San Francisco experienced the 111
effects of industrialization much later in the century than did the cities
of Europe and the eastern United States. Ideas from these places floated
into San Francisco haphazardly, much as did the infectious diseases
brought by immigrants from such urban centers. A period of great bewil-
derment occurred in San Francisco in the 1870s, as the impact of changing
social and disease realities confronted an inadequately prepared medical
community.

Several writers have argued that improvement in public health did not
occur in the United States until the 1880s. Using life expectancy at
birth as a major indicator, Edward Meeker (1972) concludes that it did
not improve until late in the 19th—century.when fewer children were
killed by infectious diseases. He argues too that death rates decreased
and disease-specific death rates changed significantly only after 1880.
The infectious diseases were those primarily affected. Meeker, like
McKeown and others, believes medical practice had little to do with this
change. Other important features may have been genetic changes in the

disease organisms themselves, improvements in public health efforts, and



improvements in level of living such as better diet and housing and
installation of sewers and clean water supplies. From what we know to-
day about susceptibility to and transmission of the major .
diseases of the 19th-century, the public health argument makes sense.
Certainly there was little change in this regard in San Francisco until
well after the decade of the 1870s.

Alan Marcus (1979) identifies a further explanation for the slowness
of change in health statistics in the 19th-century. Because of the
belief that disease was not contagious (see Part Two) local and state
boards of health regarded disease as a community problem. It was not
until there was more- acceptance of germ theory that the significance
of the wider society was implicated. After the 1880s attention was given
to milk supplies, contaminated by unsanitary processing and transportation.
Disease prevention began to be seen as a national problem by the 20th-
century. San Francisco in the 1870s however, reflected the limited and

localized concerns of that period.

"Masses of Putrid Matter": San Francisco Public Health

The infectious diseases from which San Francisco suffered most
dramatically, as we shall see in the next chapter, were smallpox, diphther-
ia, typhoid, scarlet fever, measles, and influenza. Tuberculosis and
malaria figured continually in high mortality and morbidity statistics.
Henry Harris (1932) has summarized public health conditions in the city.
Epidemics brought a flurry of activity; but in spite of the efforts of
some reformers the sanitary movement in CGalifornia did not really get
underway until after the acceptance of the bacterial causes of disease
in the late 1880s.

Public health and sanitation never gained sufficient attention
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during the 1870s for effective action. But lone voices were heard on
the subject throughout the period;3 As early as 1868 the following
editorial appeared in the medical press:

In many places throughout.the southern portion of

the city there are houses under which water lies

the year round. This becomes decomposed during the

summer weather, and malarial diseases of great in-

tensity, insidious pneumonia and rheumatic fever

spring up in consequence. These nuisances can be

readily abated by physicians notifying the Health

Officer of their existence, and we trust our advice

on this subject will not be disregarded by the

profession (California Medical Gazette 1868: 1: 16-17).
That year another editorial in this journal advised the use of carbolic
acid as a preventive against the prevailing smallpox epidemic (California
Medical Gazette Nov. 1868: 111). If actually carried out, this effort
might have had some effect on the smallpox virus, which spreads on
bedding and other objects in contact with the patient. Carbolic acid is
a powerful, but caustic antiseptic.

Only the next year, Dr. Arthur B. Stout was writing on the subject
that would dominate San Francisco public health writings through the
decade: sewage. His article detailed the construction of the city's
sewers and their deplorable state. He called the attention of appropriate
public officials to this "atrocious long-continued neglect'. He argued
that water was the only '"radical disinfectant" to be used to flush away
dangerous substances. But he discussed other disinfectants and called
generally for a preventive and hygienic approach (Stout 1869).

In 1870 the Board of Supervisors began to present discussion of
the subject of sewers in their fiscal year municipal reports. The Health

Officer was aware that the wards with highest disease statistics in the

city "are miserably provided with sewerage':
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The Second Ward has no sewerage, and is densely popu-
lated with a large proportion of the poorer classes,

many of whom suffer for the ordinary comforts of life,
and that is a fruitful source of Typhoid Fever. The
First, Ninth and Tenth Wards are very poorly drained,
Their territory is so level and the grade of the streets
so slight as to make it Impossible for the sewers to
clear themselves, and they become mere reservoirs to
receive and retain all the filth of the city. This

filth is taken out, at various holes made for the purpose
along the streets, by means of scoops and buckets, depos-
ited on the ground in a pile in the open air, where it is
suffered to remain until its effluvia has poisoned the
air and effected all the injury to health of which it is
capable, and then is carted off and dumped into the Bay
(S.F. Municipal Reports....1870-71: 296).

The Health Officer, Dr. C. M. Bates, attributed cholera and typhoid and
typhus to this source, probably accurately in the case of the first two.
He complained that the municipal ordinance requiring privies, cesspools,
sinks and drains to be connected to street sewers allowed all the drain-
age from elevated parts of the city to reach and accumulate in the flat-
land. This action accounted for the high levels of sickness in such
wards: "And thus one portion of our people is allowed to visit pestilence
upon another portion" (San Francisco Municipal Reports....1870-71: 310).
As we shall see in Part Two, fear of contaminating sewage arose from the
miasmatic theory of disease etiology, not from an understanding of
bacteriology.

A number of San Francisco doctors supported this point of view in
their writings. Citing Stout's article specifically, Dr. J. Campbell
Shorb called upon improvement of the city's sewage system to combat
malarial "Town Fever' (Shorb 1872: 331). An editorial in the Pacific

Medical and Surgical Journal argued in 1874 that sewers themselves were

the problem. The city of Philadelphia remained healthy, it said, be-
cause open cesspools and not unventilated sewers, were used there (PMSJ

1874 XVI(3): 137-138). A Montgomery Street physician commented in 1867
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on the danger of poor drainage in San Francisco:
What a disgusting condition are we not reduced to in this
city! Privies overflowing, the contents percolating into
the surrounding porous, or flowing under the dwelling
houses; masses of putrid matter, in all stages of decompo-
sition, allowed to accumulate; a flood comes and carries
it into cellars, crevices, etc.; the sun bursts forth and
dries it up, and then we know not the hour when this

magazine of fever will open upon us and cut us down like
the sword of a devastating and relentless enemy (Hall 1867:

78-79).

The next several Health Officers of San Francisco continued the
campaign for improved sanitation in the city. Henry Gibbons, Jr. wrote
of it in 1875 and J. L. Meares in 1876 (San Francisco Municipal Reports
«...1874-75; 1875-76). The latter commented that most of the city sewers
were defective in size, material, grade, outlet and ventilation, or all
of these features at once: ''they and the equally defective house drains
form an irrigating system which has already made a disease-breeding
swamp of a considerable portion of the city" (San Francisco Municipal
Reports....1876~77: 391). Meares began a battle specifically against the
Chinese quarter of the city which I shall discuss in more detail later.
He wanted the city to pass sanitary laws by which houses could be de-
clared unfit for habitation, especially because of poor drainage. In his
opinion it resulted in diphtheria, typhoid fever, smallpox and other dis-
eases.,

The Health Officer was supported in part by the San Francisco news-
paper press. From 1870 on articles appear in the newspapers calling for

cleaning of the "filthy streets" (e.g., see Daily Alta California Feb.

1870; San Francisco Chronicle Jan. 12, 1877: p. 1, c. 1). The "filth"

in streets was not the litter we know today. Streets of 19th-century

cities became rivulets when it rained carrying discharges from slaughter-
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houses, stables, overflowing garbage and leaking sewage. Simply the
presence of thousands of horses produced a problem totally unfamiliar

to us today. Horse manure attracted enormous numbers of houseflies.
Health officials in Rochester, New York once estimated that horses of
the city 1n one year produced enough manure to cover an acre 175 feet
high, breeding sixteen million flies. The role of flies as disease
vectors was not understood in the 1870s, but most people believed in the
miasmatic theory. According to this viewpoint, rotting organic and
vegetable matter in the streets was responsible for disease. During the
summer dry season in San Francisco the city's winds must have blown dry
horse manure and other refuse over people's faces, clothes and merchandise,
and in open windows (Tarr 1971; Leavitt 1982: 70-71). ©Unlike other
western cities, San Francisco did have mechanical sweeping machines by
1880, probably as a result of this newspaper agitation. They cleaned
busy streets once a week, being only partly effective (Larsen 1978: 62).

While J. P. Meares was Health Officer the San Francisco Chronicle

joined his sanitation campaign, but criticised his methods. For example,
in January 1877 an editorial complained that he and his inspectors told
people who had "bad smelling yards' from defective sewers that smallpox
did not arise from this cause. Consequently people did not clean up and

smallpox continued (San Francisco Chronicle Jan. 4, 1877). Undoubtedly,

the disease would have continued in any event since it is not spread in
contaminated water. The newspaper further commented that month: 'The

city was never in a dirtier or worse sanitary condition than now. There
are pestilential pools and spots all over it, and by no means the worst
of them in the Chinese quarter. At North Beach there is a literal lake

of filth whose exhalations are rank with the most malignant diseases"



(San Francisco Chronicle Jan. 29, 1877: 2). The paper attributed the

city's high death rate, and the prevalence of diphtheria and smallpox,
to these conditions.

The public was naturally influenced by newspaper revelations about
the San Francisco sewer system. A British visitor who described life in
the good hotels of the city commented that each room was equipped with
a marble washstand with hot and cold water. This arrangement saved
servants having to carry water, but it meant "direct communication with
the sewers and drains. It is however common to all Hotels in the United
States, and the fruitful cause of much Typhoid fever and Diptheria"
(MacGregor 1877: 40).4

Some disputed this point of view. For example, in the medical press
that same year it was claimed that diphtheria did not arise from drains,
sewers and water closets: "In the city of San Francisco many of its most
fatal visitations were in the cleanliest dwellings, where hygienic laws
were strictly enforced....it was often most active and fatal in towns
and rural districts which enjoyed every apparent hygienic advantage"
(PMSJ 1877 Aug. No. 3: 117-118). Again, the city was facing a disease
communicated by personal contact. But the Health Officer continued his
crusade to improve the condition of sewers in his municipal reports for
the rest of the decade.

Most of the city's public health reformers were physicians. By the
end of the 1870s the medical profession adopted sanitary matters as
part of its sphere of responsibility. For example, the major medical
journal of the city commented in 1878 that the public health movement

would not personally benefit physicians in that it would "cut off their

own gupplies by sapping the fountains of disease. Nonetheless physicians
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worked "untiringly trying to teach laws of health to the multitude and
establish protective legislation" (PMSJ 1878 XXI(l): 26-27). As we shall
see in later chapters, this was a somewhat vainglorious assertion. But
the journal continued to encourage members of the profession to support
hygienic measures. They were reminded that "Sooner or later death must
come, and this will always give business to the doctor". Besides, re-
duction in childhood mortality would increase their numbers of patients,
and these people would be '"feebly constituted, or inheriting some phys-
ical vice, and...be subjects of medical supervision all their lives".
Physicians '"would prosper on the health of the community" even if sani-
tary measures saved lives (PMSJ 1878 XXI(1l): 35-36). It is hard to tell
if this was a cynical argument or an expression of honest anxiety about
the future role of medicine in competition with public health efforts.

Wise physicians began to associate and embrace within their profes-
sional purview three aspects of community health. They argued that the
physician must also be a hygienist and sanitation educator; otherwise his
clients would turn to alternative practitioners, or ''quacks" (Chipman 1878).
It was the physician's duty to educate the public against such alterna-
tives. By the end of the 1870s preventive sanitary measures were urged
in opposition to quarantines, which created too much commercial hardship
(PMSJ 1879 XXII(6): 287; 1880 XXII(9): 428). As germ theory became

accepted, the relevance of antisepsis was proven (Wythe 1879: 1-10).

Summary Chapter Three

Migration is associated with ill health cross-culturally. Infectious
diseases especially are spread by people on the move. The urban settle-
ments of 19th-century European immigrants in the United States were breed-

ing grounds for these diseases. As early as the 1850s physicians began
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to report the appalling state of health among immigrants in New York

and other eastern cities. Until later in the century no public mechan-
isms existed to coordinate public health actions. Chaos occurred during
epidemics. Immigrants were often blamed for creating and spreading dis-
ease, It was argued that they were being punished by God for immoral
behavior. Because of the lack of public aid, immigrants had to rely
heavily on their own mutual aid associations and charities.

In Great Britain and Europe the public level of concern over sanitary
reform was highly developed by the 1870s. But interest in health as a
public matter was much slower in coming to the United States. Physicians
in San Francisco were familiar with the European social medicine movement,
but their suggestions for sanitary reform were stymied by official indif-
ference and inaction. Overall, there was little understanding in the 1870s,
even among physicians, of the use of vital statistics and epidemiological
methods. Inaccurate beliefs about the etiology of infectious disease
ironically propelled the sanitary reforms which actually did prevent
these diseases. But reforms were slower in San Francisco than in cities
of the eastern U. S. Certainly disease prevention was regarded as only
a local community concern, even when epidemics swept the whole nation.

In San Francisco those concerned with public health, chiefly the
Health Officer, focused on the state of the sewer system in the 1870s.
Sewage drained through street sewers from individual cesspools, privies,
and drains. The city's hilly..terrain caused sewage from the.

heightg to flow to the flatlands, creating a contamination of poorer by
richer neighborhoods. The condition of San Francisco's sewers undoubtedly

did increase incidence of typhoid.and cholera. But smallpox, diphtheria,

scarlet fever, measles, whooping cough, and other diseases spread because



of other living conditionms.

Endnotes Chapter Three

1Old World diseases had a genocidal effect on native American Indian
populations when the Spanish, English, French and others first arrived
in the New World. These first immigrant-borne diseases had devastating
impact on the non-immune Indians. Populations in some places, like the
West Indies and California, were almost completely eliminated (Taylor
and Hoaglin 1962; Cook 1972; Crosby 1972, 1976; Boyd 1975; Dobyns 1976;

McNeill 1977).

2For analysis of these works see Budd 1849, 1931, Panum 1940; Winslow
1943; Engels 1958; Rosen 1958; Brown 1961; Chadwick 1965; Flinn 1965;
Snow 1965; Lilienfeld and Lilienfeld 1977; Lilienfeld 1978; Pelling 1978;

Ringen 1979.

3There had been a Health Officer appointed since the Gold Rush period.
The first, John Williamson Palmer, found it impossible as City Physician
tp treat the innumerable needy sick. He gave up the practice of medicine

(Muscatine 1975: 241).

4Susan Strasser (1982: 85-103) provides a discussion of the advent of

indoor plumbing in the United States.
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CHAPTER FOUR: "ALL THAT MAN HOLDS DEAR":

THE VITAL STATISTICS OF INFECTIOUS DISEASE

"Died from Natural Causes'": The Collection of Vital Statistics

The California State Board of Health was established in 1870 and

Dr. Thomas M. Logan1 became its Permanent Secretary. He also assumed
the office of Registrar of Births, Marriages and Deaths. He recommended
to the legislature that they pass a new act requiring registration of
vital statistics by local boards of health. Logan began the difficult
process of sending circulars, blank forms and schedules to County Clerks,
Recorders, officers of charitable organizations, hospitals, prisons,
and private physicians to collect mortality statistics (State Board of
Health, First Biennial Report...1870 and 1871: 3, 19, 22, 49, 54). Faced
with the overwhelming difficulties of collecting reliable statistics,
Logan attempted to explain some of the pitfalls. But he also argued
forcefully for the value of vital statistics:

Faithfully collected and skilfully managed, these

statistics furnish accurate knowledge of the most im-

portant facts of each citizen, and also the data upon

which governments and communities, as well as indivi-

duals, may base their action....the prevalency and

fatality of every disease, and likewise the ratio of

deaths by a special disease to the total number of

cases of the same disease; that is, the chance of re-

covery, when attacked by this disease, are revealed.

Life, health, property--all that man holds dear, are

thus, we see, involved in these statistics (State

Board of Health, First Biennial Report...1870 and 1871:

51‘) .
Logan looked forward to the establishment of a system of state medicine
or public health in California based on the collection of accurate sta-

tistics. He must have felt continually frustrated in this aim.

In 1873 Logan recommended fines and penalties to force compliance
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with the law requiring collection of vital statistics. He again

cautioned about the unreliability of his statistics:
Unfortunately, owing to the difficulties which attend
a correct diagnosis, such as the less definite employ-
ment of nosological nomenclature, which allows many
deaths to be credited to the wrong disease, and the
shameful fact that the most ignorant non-professional
persons are permitted to give a certificate of death,
but little reliance can be placed on such statistics
as to special diseases (State Board of Health, Second
Biennial Report...1871, 1872, and 1873: 39).

Taking a new tactic, under the influence of British sanitarians
William Farr and John Simon, Logan argued that the health gf workers has
a decided effect on business. He suggested that three-fifths of San
Francisco's population was ill in 1872, Using Farr's arguments, Logan
said that it cost California fifty dollars a year to support and educate
a child from birth to maturity. The death of a child under age fifteen
was a lost investment of the recompense of adult work (State Board of
Health, Second Biennial Report...1871, 1872, and 1873: 4, 8-9, 20; see
also Rosen 1658; Eyler 1979; Ringen 1979).2

Logan complained that the legislature was indifferent to the problem
of lack of compliance. He said that returns of vital statistics '"have
been becoming more and more irregular and imperfect, and are, therefore,
utterly worthless for the purposes of statistical compilation and dis-
cussion" (State Board of Health, Third Biennial Report...1874 and 1875:
8--9, 20).

The Health Officer of San Francisco, Dr. C. M. Bates,3 was faced with
a similar problem. He said in 1870:

In consequence of the heterogeneous nomenclature of
diseases adopted by our cosmopolitan professional
brethren, a proper nosological arrangement is almost
impossible. This is more particularly the case, when

physicians fill out a certificate of the death of a
patient and give the cause as being for want of breath,




or died from natural causes (S. F. Municipal Reports...
1869-70: 214).

Deaths attributed to marasmus or atrophia meant the same thing, he argued,

"

"wasting away from a defect of nourishment," a condition most people reach

before death.

"The Very Extreme of Necessary Mortality': Overall Mortality Statistics

In the following discussion of overall mortality figures for the city
in the 1870s it will become clear how the unreliability of both vital
statistics and population figures make any conclusions suggestive at best.

The Health Officer calculated San Francisco's mortality rate each
year. It was also reported in the annual reports of the State Board of
Health. While Henry Gibbons, Jr. was Health Officer (until 1878) the fig-

ures appeared in the Pacific Medical and Surgical Journal.4 The mortality

rate was calculated by dividing the raw mortality, collected as described,
by the population at risk. The latter figure was based on either the
federal census of population or on figures reported in the annual city
directory edited by Henry Langley. Often the Health Officer calculated
his own estimate of population somewhere between the two. As we saw in
Chapter One, population figures were quite unreliable. Thus, mortality
rates were based on unreliable death reports and unreliable population
estimates. However, they were relied upon to prove that San Francisco
was an unusually healthy city. |

Table Four shows the mortality rates between 1866 and 1881 for the
city, and the percentages of deaths reported from zymotic and miasmatic
(infectious) diseases. Given the problems in accuracy of mortality
statistics, it is difficult to reach any real conclusions about them.

The mortality rate ranged from a low of 15 between 1878 and 1880 to a high
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TABLE FOUR: ANNUAL MORTALITY RATE AND PERCENTAGES OF DEATHS
FROM ZYMOTIC AND MIASMATIC DISEASES, SAN FRANCISCO 1866-1880

RAW MORTALITY ZYMOTIC MIASMATIC
YEAR __ MORTALITY _ RATE (per 1,000) DISEASES DISEASES _
1866 2519 21.0 20.2% (510)
1867 2492 19.2 16.1% (402)  14.3% (357)
1868 3577 25.6 32.4% (1158)
1869 3491 23.3 (L) 26.5% (926)  25.1% (876)
1870 3351 22.3 (C) 18.6% (622)  16.3% (546)
1871 2957 19.6 (C)

17.1 (L) 13.5% (399)  11.5% (341)
1872 3154 16.9 (L est)  13.5% (425)  12.0% (378)

18.5 (C est)
1872-73 3641 19.3 (L) 17.9% (652)  16.6% (606)
1873 4002 gi'g (est) 22.7% (908)
1873-74 4013 20.0 (L) 23.0% (922)
1874 4044 20.0 (L) 20.9% (845)
1875 4436 19.0 (L) 17.0% (754)
1876 5669 20.3 (est) 29.2% (1654)
1877 5505 18.4 (est) 29.47% (1621)
1877-78 4450 16.6 (est) 22.9% (1020) 21.7% (966)
1878 4740 15.8 (est) 17.8% (842)
1878-79 4493 14.8 (L) 18.6% (740)%  17.4% (692)%
1879 4611 15.1 (est) 13.4% (617)
1879-80 4340 18 Eg; 14.1% (545)%  12.3% (477)%
1880-81 4287 18.3 (C) 16.5% (627)%  14.6% (556)%

Population used: L= Langley directory; C= U.S. Census; est=

estimate

* Excluding Chinese

official

Sources: San Francisco Municipal Reports: Health Officer's Report, 1869/
70-1873/74; Pacific Medical and Surgical Journal: Mortality Statistics of
San Francisco 1870-1877; Second Biennial Report of the State Board of

Health of California For the Years 1871, 1872, and 1873.
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of 26 in 1868 when there was a smallpox epidemic. Zymotic and miasmatic
diseases accounted for about one-quarter to one~third or more of deaths
each year. We shall discuss these diseases more specifically later in
the chapter.
At the opening of the decade, Thomas Logan introduced the theme of

San Francisco's ''salubrity'. This concept was to be promoted in health
statistics for the rest of the 1870s. Given the tentative nature of
these figures both in San Francisco and other cities, it is surprising
that their reporters insisted on making comparisons. Table Five shows
how San Francisco compared to other cities early in the decade. Logan
reported in 1871 that San Francisco was second only to St. Louis in good
health, with a death rate of 21.4 per thousand. He said enthusiastically,
"with good drainage, sewerage and proper attention to ventilation, and
the admittance of sunlight into the dwellings of the rich as well as the
poor, not only San Francisco, but all the towns of California, will pre-
sent a lower death rate than any city in the world" (State Board of Health,
First Biennial Report...l1870 and 1871: 57-58). Logan elucidated what
was meant by a low death rate:

it is well established by sanitarians that eleven deaths

annually in every one thousand living population are un-

avoidable, but that any excess over this in healthy

countries is preventable....cities are more unhealthy,

but even for these, seventeen per one thousand is deemed

the very extreme of necessary mortality....as a general

average for all cities, twenty-five per one thousand...

is practically regarded at the present day as a fair

standard of health; whilst under twenty is deemed very

healthy, and over thirty decidedly unhealthy (State Board

of Health, First Biennial Report...1870 and 1871: 59).5

The calculation of mortality figures for San Francisco was clearly

directed towards the ideal number. For example, Henry Gibbons, Jr.

variously stated the figure for 1871 as 19.6 using census population,
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TABLE FIVE: SAN FRANCISCO MORTALITY
COMPARED TO OTHER CITIES, 1870 and 1872

1870
CITIES U.S. CENSUS 1870 RAW MORTALITY MORTALITY RATE (per 1,000)
St. Louis 312,963 6,670 21.3
San Francisco 150,351 3,214 21.4
Sacramento 16,298 391 24.0
Boston 253,984 6,096 24.0
Chicago 299,370 7,342 24,5
Philadelphia 657,179 16,750 25.5
Baltimore 267,599 7,262 27.1
New York 927,436 27,175 29.3
New Orleans 184,688 6,942 37.6

SOURCE: Adapted from State Board of Health of California, First Biennial
Report For the Years 1870 and 1871: 58).

1872

CITIES DEATH RATE CITIES _DEATH RATE
San Francisco 17 Liverpool 27
St. Louis 20 Leeds 27
Cincinnati 20 Glasgow 28
Baltimore 25 Manchester 28
Philadelphia 26 Dublin 29
Chicago 27 Leghorn 30
Brooklyn 28 Venice 30
Boston 30 Milan 30
New Orleans 30 Vienna 31
Newark 31 Genoa 31
Halifax 31 Stockholm 31
New York 32 Nice 31
Savannah 36 Havre 31
Montreal 37 Rotterdam 31
Menphis . 46 Berlin 32
Valparaiso 66 Bolonna (sic) 32

Naples 35
é:;it: ig Florence 35
BaSle 20 Rome 36
London 21 Prague 41
Parig 21 Munich 41

Cadiz 44

SOURCE: Adapted from State Board of Health of California, Second Bi-
ennia]l Report For the Years 1871, 1872 and 1873: 42 ,



17.1 using Langley's figure, and 16.9 using a mean figure from 1871 and
1872. Still later he reported a rate of 17.4. Gibbons obviously aimed
in these calculations for "the very extreme of necessary mortality," or

a rate of 17 (Gibbons 1872: 386; 1873: 418; 1874: 485). Such variations
in the death rate continued through the decade, with Gibbons more and
more favoring calculations from the city directory rather than the feder-
al census (which, of course, had been taken in 1870). Logan's rates
differed from Gibbons' depending on his choice of population source. The
fact that he used fiscal years and Gibbons calendar years only made
matters worse.

Comparisons to other cities demonstrated San Francisco's excellent
reputation for health. In 1873 Thomas Logan reported a death rate for
the city of 17 based on a Langley population estimate, that compared
favorably to rates of 42 American and European cities (Table Five).

Only Zurich had a lower rate (13), and most of the cities demonstrated
death rates in the 20's and 30's. San Francisco was the healthiest city,
That these figures were undoubtedly extremely unreliable for most cities
and that comparability was probably very poor did not besmirch the
city's reputation. Nonetheless, Logan remained vigilant in the cause

of public health, and would not let San Francisco rest on her laurels:
"Let us not trust too much to our healthful Summer breezes, but with
clean streets and well drained houses, let us continue to maintain our
position as the healthiest city" (State Board of Health, Second Biennial

Report...1871, 1872, and 1873: 43).

"Were It Not For The Chinese"

By 1875 the high rate of disease among the Chinese residents of

San Francisco worried Henry Gibbons, Jr. The statistics for this
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"alien" population were damaging the reputation of the city as a whole.
He began to estimate separate rates for the Chinese and white popula-~
tions, as did Thomas Logan (Gibbons 1875: 437; State Board of Health,
Third Biennial Report...1874 and 1875: 37). Gibbons commented on the
1875 death rate of 19: "As is always the case...were it not for the
Chinese, our death rate would be still further reduced, amounting to
eighteen and a half per thousand in 1875, the Chinese rate being over
twenty-seven per thousand' (Gibbons 1876: 393). San Francisco health
officials used the Chinese as scapegoats for most epidemics and 1ill
health during the 1870s. As we shall see in Chapter Five, anti-Chinese
sentiment was strongly expressed by Dr. J. L. Meares, the Health Officer
who succeeded Gibbons in 1876 (Trauner 1978: 73).6

Dr. Meares' reports to the Board of Supervisors after 1878-79 pro-
vided separate tables of Chinese statistics, In 1880-81 Meares accepted
the new federal census figure for calculation of an overall mortality
rate of 18.27 from the previous low of 14.8. But he argued that with-
out the Chinese the figure would be 17.20 (again, the acceptable 17),
He commented: "So long as these aliens are permitted to live in this
overcrowded condition (in the very heart of the city), with their filthy
habits and customs....coming in daily contact with our citizens, as
servants, laundrymen, and as ordinary laborers....they are a constant
source of danger" (S. F. Municipal Reports....1880-81: 253-254). The
death rate, inflated by inescapable new census calculations, was imputed
nevertheless to the Chinese presence (see Chapter Five),

Thus the new, lower 1880 federal census figures on San Francisco's
population threw all mortality calculations of the previous decade into

severe question. Dr, Meares said regretfully, "If the census taken by
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the U.S. Government is correct then our population has undoubtedly been
over estimated for several years. This over estimating the population

of cities, whether intentionally or unintentionally, causes much em-
barrassment and lessens very much the valug of vital and mortuary sta-
tistics" (S. F. Municipal Reports 1879-80: 413). Meares as much as admit-
ted that population figures were deliberately exaggerated to present a
favorable death rate.

The new Permanent Secretary of the State Board of Health, Dr. F. W,
Hatch,stated definitively that the federal census showed previous esti-
mates of total population to be in error.7 Hatch said that he adopted
the census enumeration, but he was sure that it was inaccurate. When
the enumeration was taken many people were at '"watering places' or
mountain '"'sanitary resorts' and were not counted (State Board of Health,
Sixth Annual Report....1880: 6). Thus the federal census missed not
only the '"disreputable" people mentioned by Henry Langley in 1871 (see
Chapter One) but the well-to-do who escaped the city during the summer
months.

These physicians must not be blamed for the unreliability of
their mortality figures. In their efforts to document the health of
the city and state they recognized the unsteady nature of the population
and the uncertainty of death certificate data. But they desired to put
the best light on the matter for as long as possible. There were good
arguments for their assumption of a higher city population than that re-
ported by the federal census. The latter was notoriously incomplete,
and local estimators were more aware of the city's population fluctua-
tions, The fact that a healthy mortality rate had been semi-officially

set at 17 per thousand was a powerful influence. It was important for
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these representatives of San Francisco's medical community to prove that
it was the healthiest of cities. There is no way to judge today whether
it was or not. Certainly this relatively new community was not as un-
healthy as some of the old, densely-populated cities of Europe and

the eastern United States. In none of these places however, could people
effectively deal with the chief cause of high death rates, the infectious

diseases.

zgmotic and Miasmatic Disease Prevalence

Examination of the specific causes of deaths in San Francisco
demonstrates that certain infectious diseases were blamed for failures
in the city's reputation as much as were the Chinese and faulty sewage
disposal. The State Board of Health and the City Health Officer both
kept records on specific diseases,according to systems of nosology they
felt to be useful. They calculated limited statistical comparisons from
them. Their efforts were hampered again by the very poor reliability of
the reports on which their figures were based. For example, infant
mortality rates could not be caluculated at all because there were no
statistics on numbers of births (S. F. Municipal Reports....1880-81: 251).
Collection of birth statistics had to wait for the 20th-century (Cassedy
1965: 223). Cause-specific and age-specific death rates were not calcu-
lated by these men. They did collect the raw data; but given the chang-
ing population figures used, I think it is wiser to follow their own
model and rely on simple percentages of total deaths.

Henry Gibbons, Jr. devised a nosology of disease in which the
class of Zymotic Diseases included most of those we call infectious or

communicable today. It contained three orders:
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1. Miasmatic Diseases: typhoid fever, typhus fever, scarlet
fever, diarrhea, dysentery, erysipelas, smallpox, diphtheria, croup,
whooping cough, measles, pyemia (toxemia), and "others'.

2. Enthetic Diseases: primarily syphilis

3. Dietic Diseases: primarily alcoholism
Gibbons also created four other classes of disease:

A. Constitutional Diseases: including cancer and consumption (tuber-
culosis)

B. Local Diseases: apoplexy, epilepsy, and brain and organ diseases

C. Developmental Diseases: including premature birth, puerperal fever,
old age, and nutritional diseases

D. Violent Deaths. (see tables in PMSJ reports)

Given the inaccuracies in diagnoses of diseases, the confusion
in nosology, and overlapping of symptoms, we must view this effort to
quantify disease experience with more than a grain of salt (see Richmond
1954b; Rosen 1958; Pelling 1978). But it was probably the best that could
be done. The way in which diseases were perceived at the time is of
greater importance than the accuracy with which they were diagnosed
because we are examining the cultural construction of disease (see Chapter
Six and Sontag 1978).

Graph One illustrates the epidemic nature of infectious diseases
in San Francisco during the 1870s. It shows high levels of mortality
from zymotic diseases during the smallpox epidemic of 1868, the scarlet
fever epidemic of 1873-74, and the combination of diphtheria and small-
pox epidemics of 1876-77. The class of Local Diseases (chiefly heart
and organ failures) accounted for greater mortality each year. But

zymotic diseases killed between 13 and 32 per cent of the San Franciscans
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who died each year from 1866 to 1881 (see Table Four). The exclusion of
tuberculosis (consumption, phthisis) from the zymotic disease class is
significant because it was a major cause of death in the city. It was
regarded as a constitutional disease which did not have the character-
istics of those in the zymotic category. Tuberculosis alone killed
between 11 and 17 per cent of those who died each year.

Again, efforts were made to show that these rates compared
favorably to other cities (Table Six). For example, 22.6 per cent of
San Francisco's deaths in 1873 were attributed to zymotic diseases, com-
pared to 37.8 per cent in Chicago, 32.3 per cent in New Orleans, 31.0
per cent in Boston, 26.6 per cent in Birmingham, England, and only 18.8
per cent in Philadelphia. San Francisco's constitutional disease rates,
including tuberculosis, tended to be higher than those in other cities.
Henry Gibbons, Jr. commented on such comparisons in 1874 that "at the
very outset a serious difficulty to accurate classification presents
itself, in the want of correctness and clearness of diagnosis'" (S. F.
Municipal Reports...1873-74: 359).

Graph Two illustrates the key infectious disease killers for each
year between 1869 and 1877. Consumption showed highest percentages of
total deaths, except during the diphtheria epidemic of 1877. Henry
Gibbons, Jr. introduced a commentary about consumption in 1870 that be-
came a theme for this and the next decade:

Consumption is a disease whose mortality usually
bears a very uniform relation to the population.

Yet it appears that the deaths from this cause have
markedly increased during the past year....It is
unnecessary to repeat what we have often said on this
subject, that our hospitals and our city are the
rendezvous for the sick, more especially consumptives,

of the entire State. In saying this we by no means
claim that the immediate climate of San Franciso is
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TABLE SIX: MORTALITY BY DISEASE CATEGORIES
SAN FRANCISCO COMPARED TO OTHER CITIES, 1872 OR 1873

ZYMOTIC CONSTITUTIONAL LOCAL DEVELOPMENTAL

CITIES DISEASE DISEASE DISEASE DISEASE VIOLENCE UNKNOWN
S. F.
1872-73 17.9 18.4 38.8 11.3 4.2 9.4
S. F. 22.6 17.4 36.2 10.7 4.2 8.9
1873 . . . . . .
New York
1872 36.2 20.2 33.4 6.2 4.0 -
Philadel-
phia, 1873 18.8 18.5 41.6 17.2 3.7 .2
Brooklyn
1873 31.8 17.6 34.9 12.9 2.7 .1
Chicago e
1873 37.8 12.8 36.9 8.6 3.9
Boston 31.0 20.9 32.1 12.0 3.9 1
1873 . . . . . .
Cincinnati
1873 34.9 14.4 37.3 9.3 3.4 .7
New Orleans

1
1873 32.3 14.4 38.8 10.6 3. .8
Buffalo
1873 29.1 14.3 35.5 10.3 3.6 5.2
Liverpool
1872 24.9 16.7 38.9 12.9 4.3 2.3
Birmingham
1873 26.6 13.5 38.3 16.6 4.9 .1
New Castle
1873 25.8 14.3 40.3 14.3 4.1 1.0

SOURCE: Adapted from San Francisco Municipal Reports...1872-73: 333;

1873-74: 361. Means of calculation of the rates was not explained.



PERCENTAGES OF DEATHS BY KEY DISEASES

.
.

GRAPH TWO

SAN FRANCISCO 1869-1877

% of total deaths
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not insalubrious for persons with lung diseases, but

we desire simply to indicate our firm belief that

our climate is not chargeable for all that figures

alone may show in this particular (Gibbons 1871: 400-401),
The presence of "consumptives', like that of Chinese, was apparently
seen as an abnormal part of the city; i.e., statistics of the ill
health of these two populations were regarded as aberrations. Without
them, the city would certainly be the healthiest in the world. The later
promotion of a state hospital for consumptives located elsewhere was as
much an effort to rid the city of tuberculosis sufferers as was the
"Chinese Must Go' slogan of the Workingmen's Party to rid it of Chinese.

The other key infectious causes of death illustrated in Graph Two
included epidemics of scarlet fever (scarlatina), smallpox, typhoid fever,
measles and whooping cough, cholera infantum and diphtheria. Inflamma-
tion of the lungs was also a big killer, probably related to tuberculosis.
These diseases accounted for between three and fourteen per cent of
deaths each year. The theme of San Francisco's salubrity appeared in dis-
cussion of deaths by specific diseases as well. As the Health Officer
observed the ups and downs in specific disease rates, he attempted to
provide explanations, whether it was because of the poor sewer system,
changes in the weather, the presence of the Chinese, or of the tubercular.
Henry Gibbons, Jr. was clearly concerned with presenting San

Francisco as a healthy city. To this end, he pointedly stressed the
epidemic nature of such diseases as measles, scarlet fever, smallpox,
whooping cough, etc. Otherwise, he viewed each year as extraordinarily
healthy. For example, about 1874 he comments, "But for the prevalence
of scarlatina in epidemic form, which is now happily rapidly disappear-
ing, the smallness of the mortality must have been remarkable" (Gibbons

1875: 437). He reiterated this argument for 1875, saying that he
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doubted if any large city in the world had as good a mortality record
as San Francisco. Only scarlatina had been epidemic there over the past
five years, while many cities had had other epidemics (Gibbons 1876: 393).

In his own mind, Gibbons apparently kept deaths from infectious
diseases separate from the total. Perhaps he regarded them as aberrant
because most of these deaths were suffered by the foreign-born and
by children. He noted that nearly a quarter of the smallpox deaths in
1876 were among children under age five, who had probably not been vacci-
nated (Gibbons 1877: 401).

When J. L. Meares replaced Gibbons as Health Officer there was a
return to a much greater orientation to public health and sanitary
solutions. He reported "a sad record of deaths from diseases which for
the most part are preventable'. Meares typically argued about the diph-
theria epidemic of 1876-77: "it is a matter of no importance whether this
disease is generated by filth or whether the germs arising from some un-
known cause are propagated and fed by it. All authorities agree as to
the depressing influence of bad drainage, foul sewers and other accumula-
tions of decaying animal and vegetable matter" (S. F. Municipal Reports...
1876-77: 393-394). Meares advocated the principal explanation of diseases
of his time, the miasmatic theory (see Chapter Six). He also blamed the
Chinese population fof disease prevalence, as we have seen. But his own
statistics show that the Chinese did not contribute heavily to the city's
death rate from infectious diseases. Statistics on this population were
so poor that the vast majority of their deaths each year were assigned
"unascertained causes'". As much as eighty per cent of their deaths in
some years were without known cause. It could not be demonstrated that

the Chinese contributed great numbers to deaths from zymotic diseases.



That they tended to be settled as single men without families may mean
that they actually suffered fewer of these deaths. Infectious diseases
usually killed children. Somehow the fact that Chinese died as adults
appeared significant to J, L. Meares. He stressed that nearly a third
of the deaths among other nationalities were under age five, while only
35 "Mongolians" of this age died in 1880-81. Adults were held respon-
sible for causing their own deaths and were blamed for immorality or
carelessness. But childhood mortality was regarded as unavoidable (see

Chapter Five)(S. F. Municipal Reports...1879-80: 414; 1880-81: 251),

Summary Chapter Four

During the decade of the 1870s efforts were initiated to document
the health of San Francisco's population. Health officials immediately
recognized the severe limitations of their statistics. Poor reporting
of deaths, confusion in diagnosis and in disease nosology, and the weak-
ness of overall population figures produced very unreliable mortality
statistics.

Nonetheless these health officials reported death and disease rates
each year and consistently presented San Francisco as one of the health-
iest cities in the world, based on such statistics. They referred to a
17/1,000 death rate as a healthful extreme. They attempted to keep San
Francisco's at or near this level, even if it meant manipulating overall
population at risk figures. Other cities rarely reported a mortality rate
as low as San Francisco's. Comparability of such city figures must have
been extremely poor, but comparisons did much to assure the public that
San Francisco was the healthiest of cities.

Health officials tried to identify the aberrant elements or causes



in the population that sent rates above the healthy level. The Chinese
were regarded as one such source of increased disease prevalence and
were condemned for it, in spite of little real evidence, Another blamed
source of high mortality rates was the city's faulty sewage system.
Although only a few infectious diseases (e.g., cholera and typhoid fever)
can actually have derived from contaminated water, this concern followed
quite logically from accepted etiological beliefs,

A third source of increased mortality rates was the presence of
many sufferers of tuberculosis in San Francisco. This disease was not
considered to share the features of the zymotic (infectious) disease
class. Rather, it was seen as a constitutional, inherited condition. It
accounted for the highest percentages of total deaths each year among
the diseases we call infectious today. Health officials strongly urged
that consumptive patients be removed from city facilities to a state hos-
pital elsewhere. If the city could be rid of consumptives, Chinese, and

of its poor sewer system, it would be the healthiest in the world.
Endnotes Chapter Four

1Logan was born in 1808, graduated from the Medical College of South Car-
olina and was further educated in Paris. He came to San Francisco in 1850
and lived in Sacramento. He became interested in hygiene and sanitation
and believed that medicine should supplement nature. He originated the
State Board of Health and was its Permanent Secretary. He was also Presi-
dent of the AMA and of the State Medical Society. He held the chair of
Hygiene in the Medical Department of the University of California from
1874 until he died in 1876 of pneumonia (PMSJ 1876 XVIII(10): 491-493;

Medical Society of the State of California, Transactions, 1875-76, 6:
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136-143).

2Logan nonetheless stated that California had a lower infant mortality
rate than any other state or country in 1870 (State Board of Health,
Second Biennial Report....1871, 1872, and 1873: 34) .

3The Health Officer was required to keep records of births, deaths and

interments filed by sextons, undertakers, cemetery superintendents or
anyone else who interred a body. They were also to supply vital infor-
mation about the deceased,including cause of death. Physicians were also
to provide death certificates with this information (Sections 23-25 of
An Act to Establish a Quarantine for the Bay and Harbor of San Francisco,
and Sanitary Laws for the City and County of San Francisco, approved

April 4, 1870. S. F. Municipal Reports...1869-70: 597-598).

4Henry Gibbons, Jr. was born in 1840 and migrated as a child to San
Francisco with his family. He graduated in medicine from the University
of the Pacific in 1863. He served as dean of its medical school and was
later professor of obstetrics and diseases of women. He was Health Offi-

cer of San Francisco and co-edited the Pacific Medical and Surgical

Journal with his father. He died in 1911 (Harris 1932: 240).

5The overall mortality rate for the City and County of San Francisco in
1980 was 11.6 per 1,000 (State of California Department of Health Services
1979-80: 21). The idea that 17 per 1,000 was a healthy mortality rate
originated with William Farr, the Compiler of Abstracts of the British

General Registrar's Office from 1839 to 1880 (Eyler 1979).

6John Loudon Meares was born in 1822 and received a medical degree from
Jefferson College in Philadelphia. He was a farmer, Civil War soldier

and member of the Mississippi legislature as well as a private physician.
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He settled in Fresno in 1870 and became San Francisco's Quarantine
Officer in 1871. 1In 1876 he replaced Henry Gibbons, Jr. as Health
Officer. He was an authority on smallpox and diphtheria. He died of
dropsy in 1888 at age 65 (Medical Society of the State of California,

Transactions, 1888, 18: 300-301).

7Frederick Winslow Hatch was born, like Meares, in North Carolina in
1822. He graduated in medicine from New York University., He was
Secretary of the California State Board of Health after Thomas Logan's
death in 1876. He taught in the Medical Department of the University

of California. He died in 1884 (Medical Society of the State of Califor-

nia, Transactions, 1885-86, 16: 200-201).



CHAPTER FIVE: THE CHILDREN, THE FOREIGN-BORN, THE ILL

"One Half the Deaths in a Given Place': Infant Mortality in San Francisco

Table Seven shows percentages of deaths among children under ages
one, five, and ten (where available) for each of the relevant years.
Deaths of children under five accounted for between 31.8 per cent and
40.1 per cent of all deaths during the years 1867 to 1881 in San Fran-
cisco. Those under age one accounted for between 18.3 per cent and 24.4
per cent of all deaths. These percentages represent a very high child
mortality rate by today's standards.1 But they are difficult to assess
without information on total numbers of children in the city population.
For example, in 1867 and 1869 children under age five accounted for 38.7
per cent and 40.1 per cent of all deaths, respectively. In 1869 small-
pox raged; but in neither year could there have been a very large popu-
lation of children in the city, since women still composed much less than
half the population. Large numbers of the children who were in the city
must have died during this epidemic.

The Pacific Medical and Surgical Journal produced a short but sig-

nificant editorial in 1877, rationalizing high infant mortality figures:

That one-half the deaths in a given place should be among
children under ten years of age, is startling to the pop-
ular sense and often elicits from the newspaper press a
doleful commentary on the unhealthful condition of the
locality or the insalubrity of the climate, or the inef-
ficiency of medical art. But it is a universal fact and
belongs to the laws of life and death. No doubt the
mortality among infants might be very much diminished
everywhere, by surrounding them with better circumstances.
But those better circumstances belong rather to a Utopian
condition of society than to humanity with its current
errors and vices; and we may expect a different state of
things when the millennium shall commence, and not sooner.
Fifty per cent. under ten years is really a small mortal-
ity, and indicates comparative healthfulness. It is only
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TABLE SEVEN: CHILD MORTALITY IN SAN FRANCISCO, 1867-1881

PERCENTAGES OF TOTAL MORTALITY

Under Under Under
__Year Age One Age Five Age Ten
1867 24.4 38.7 42,2
1869 20.9 40.1 46.1
1870 22.3 37.2 41,0
1871 22.6 32.3 35.4
1872 21.9 31.8 34,5
1872-73 22.4 35.8 33.8
1873 36.5 38.9
1873-74 18.3 33.2 38.7
1874 33.6
1875 33.8
1876 34.9 43.2
1877 36.7 48.4
1877-78 23.5 35.7 44,1
1878 34.3
1878-79 23.4 36.3 40.2
1879 32.7
1879-80 21.9 32.8 35.8
1880-81 23.1 32.3 35.2

SOURCES: Pacific Medical and Surgical Journal, Mortality Statistics;
San Francisco Municipal Reports, Health Officer's Report.
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the most healthy cities and localities that the

mortality is so small in early life (PMSJ 1877

XIX(11): 509-510).
By setting fifty per cent of the total as a small mortality percentage
for children, San Francisco was again placed squarely among '"the most
healthy cities'., Clearly these children died from infectious diseases.
A high death rate among them, as among foreign immigrants, was accepted
as a necessary evil, given human frailty. The victim (or at least the
victim's family) was blamed for living conditions and habits that pro-
duced disease.

The percentages of deaths under age ten ranged between 33.8 per
cent and 48.4 per cent during the decade (see Table Seven). Thus the
above quotation implied that the city was in fact very healthful for that
age group. Child mortality did not usually even approach fifty per cent
of total deaths, except during the smallpox and diphtheria epidemics.

The Health Officer reported that infant mortality in 1872 was "indicative
of the salubrity of our city....and a more favorable showing it is believed
than can be made by any city in the United States" (Gibbons 1873: 422),

He went on to state the very important qualification however, that, "Of
course we can make no positive comparisons with these places unless we
know the proportion of children under five years of age to the entire
population" (Gibbons 1873: 422). San Francisco's '"salubrity" may have
been explained by the simple absence of children in this youthful, male
city.

Gibbons suggested again in 1874 that if it weren't for epidemics
child mortality would remain at an inevitable, healthful level. Another
interesting belief is revealed in Gibbons' analysis of the greater female

than male deaths from certain zymotic diseases. He said, "This may be
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partially explained when it is recollected that the vast majority of

deaths from zymotic diseases occurs among young children" (Gibbons 1875:
438). He may have meant either that there were more female than male
children, or that female children were more susceptible to disease (Gibbons
1875: 438; State Board of Health, Third Biennial Report...1874 and 1875:
42-43),

The annual San Francisco Municipal Reports show that children
under age five accounted for about half the zymotic disease deaths each
year. But the significance of deaths of small children received little
attention in discussions of these statistics. They were taken as a mat-
ter of course, at least by health authorities. However, an effort to
see who these children were began by the end of the decade. It was sus-
pected that they were the children of immigrants, and it was known that
they were not Chinese. J. L. Meares' staff prepared statistics showing
that of the total 1644 deaths of '"minors" in 1879-80 759 (46.27%) were
children of foreign parents and another 11.6 per cent had mixed parentage
(S. F. Municipal Reports...1879-80: 461).

Henry Gibbons, Jr. was also concerned that the children of
foreign-born parents were not identified as such because they were born
in the United States. He attempted to use the San Francisco school cen-
sus to indicate their proportion of the population. He found that 40,056
children under age 17 had foreign parents, 12,230 had native parents,
and 5,956 had mixed parentage. He concluded that children of the foreign-
born "are greatly in excess in all our cities and towns, especially San
Francisco". Considering similar figures, Thomas Logan agreed that "This
is simply another proof of the great preponderance of the foreign element"

(State Board of Health, Third Biennial Report...1874 and 1875: 36, 43).



Much as both men claimed that the city's child mortality rate was
normal, they clearly wished to blame it on the immigrant, not the native

population.

"The Laboring Classes'': Foreign-Born Mortality in San Francisco

The greater mortality among foreign than native born in San
Francisco received frequent notice in health statistics. In 1873 Henry
Gibbons, Jr. commented, "Probably in no city in the Union does the mor-
tality of the foreign-born bear so large a proportion to the total deaths
«+..45 of every hundred decedents in San Francisco during the past year
were natives of foreign countries" (S. F. Municipal Reports...1872~73:
343). Most of these deaths occurred in private and public institutions,
and among them the Irish and Chinese were prominent. Gibbons commented
that "In very few cities do so many avail themselves of such institutions".
Most of the patients or inmates were male and foreign-born: "over three
out of every four decedents in the various institutions were born outside
of the United States" (Gibbons 1874:.488).2 For example, in 1874 47 per
cent of total deaths were of the foreign-born, a third of them Irish and
a fifth Chinese. Seventy-five per cent of those dying in hospitals were
foreigners: "showing what class patronize these institutions. Let it be
understood, however, that about one third of the deaths occurred in the
private hospitals...and hence are not charity patients" (State Board of
Health, Third Biennial Report...1874 and 1875: 43),

Remembering that during this period almost half of San Francisco's
residents were foreign-born, and that four out of five had parents who
were, the statistics on foreign-born deaths are not surprising (Cherney
and Issel 1981: 29). But it is worthwhile to examine more closely both

institutional and Irish deaths reported in mortality statistics.

96
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Of total registered deaths, those occurring in institutions
always accounted for a greater percentage than those from specific wards
of the city. This percentage ranged from 17.7 per cent in 1870 to 19.6
per cent in 1877. The institutions from which statistics were collected
were the City and County Hospital, U. S. Marine Hospital, French Hospital,
German Hospital, Italian Hospital, St. Mary's Hospital, St. Luke's Hospi-
tal, Small-Pox Hospital, Almshouse, and other charities.3 Statistics
were also collected by wards of the city. Later in the chapter I shall
look more closely at statistics from certain wards, and from the City and
County Hospital.

Deaths were categorized as Caucasian (or white), Mongolian (or
copper or yellow), and African (or black) and Indian races through the
decade. But statistics on race of decedents were not very meaningful
since it is known that reports on Chinese deaths were extremely inaccurate,
and Blacks and Indians were only a very small percentage of the popula-
tion. Between 1867 and 1881 Caucasians accounted for between 86.3 per
cent and 92.6 per cent of total deaths; Chinese for between 5.8 per cent
and 12.8 per cent; and Blacks and Indians for between O per cent and 1.7
per cent (see S. F. Municipal Reports).

Between 1873 and 1877 the white foreign-born population accounted
for between 31.4 per cent and 36.1 per cent of total deaths (see Table
Eight). The Irish-born accounted for between 12.1 ner cent and 15.3 per
cent of all deaths between 1867 and 1880. German-born came next, account-
ing for 5.5 per cent to 7.8 per cent of deaths, These two populations
comprised approximately 13 per cent and 9 per cent of the city total, re-
spectively,

R. A. Burchell (1980) comments that the over-representation of



TABLE EIGHT: MORTALITY OF FOREIGN-BORN IN SAN FRANCISCO, 1867-1881

PERCENTAGES OF TOTAL MORTALITY

All All White
Year Foreign-Born Irish German __ Chinese _ Foreign-born
1867 13.1 6.9 6.6
1869 13.0 6.8 5.7
1870 13.6 7.2 8.8
1871 15.0 7.8 9.8
1872 47.2 15.0 7.1 7.8
1872-73 45.2
1873 13.5 6.0 10.7 32.1
1873-74 11.6 34.6
1874 15.3 5.5 10.5 36.1
1875 14.5 6.1 11.1 35.3
1876 12.1 6.4 11.7 31.4
1877 13.3 6.2 8.7 32.0
1877-78 49.7 15.6 6.4 9.9
1878 44.7
1878-79 47.9 14.8 6.9 11.2
1879 46.3
1879-80 48.3 14.3 7.4 10.1
1880-81 48.0

SOURCE: Adapted from San Francisco Municipal Reports, 1867-1881
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Irish in institutional statistics during this period suggests "a high
level of communal dysfunction' for a population comprising only 13.1

per cent of the city (in 1880). But he argues that health statistics
should be related to the entire Irish community, including first, second,
third, and fourth generations. He finds that all such Irish composed 33
per cent of the city population (Burchell 1980: 155-56). There are
several problems with Burchell's argument. His figures on Irish popula-
tion composition apply only to 1880, and don't explain Irish representa-
tion in mortality statistics in 1859-60, when they supplied 27.7 per
cent of hospital admissions. Certainly there could have been few second
and third generation Irish in the city then. He also looked only at the
City and County Hospital and Almshouse for figures on Irish health.
There were a number of other hospitals, charities and other institutions
that took in Irish, and many deaths did not occur in institutions. For
example, the City Physician reported that 120 out of 169 autopsies con-
ducted on those who died in the House of Corrections in 1878-79 were
foriegners (S. F. Municipal Reports...1878-79: 251). Finally, Burchell
does not provide similar statistics on second and third generation Germans,
or other immigrants, for comparison.

It appears that Irish were over-represented in mortality and
morbidity statistics. Burchell capitulates a bit when he says that "Part
of this sizeable Irish presence in city institutions was clearly the re-
sult of Irish poverty''. Burchell also argues appropriately that age and
sex structure of the community must be considered. We do know that the
Irish community included more women, and presumably more children, than
other groups did (Burchell 1980: 148-150). Examination consistently re-

veals that the highest percentages of deaths during the 1870s were from
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wards ten and eleven, both highly populated by Irish.

There was contemporary recognition of the extent to which Irish
appeared in health statistics.4 Commenting on tuberculosis (phthisis)
in 1875, Henry Gibbons said that the over-representation of Irish must
be explained by change in their way of life. He felt that moving from
the rugged life of the home country to the comfortable life of San
Francisco, rather than poor living conditions in the city, tended to
produce this disease (Gibbons 1875: 241-242). He also believed that
the Irish demonstrated a proneness to phthisis, perhaps because they
drank too much, Unlike an earlier belief that whiskey might be prophy-
lactic for this disease, Gibbons said that it obviously was not (see
PMSJ Feb. 1875, 45: 423).

The Chinese population of San Francisco incurred the greatest amount
of villification and discrimination. They composed one to nine per cent
of the population between 1850 and 1880. By nativity, they accounted for
between 5.7 per cent and 11.7 per cent of total deaths during the 1870s,
by race between 5.8 per cent and 12.8 per cent (see S. F. Municipal Re-
ports). They were blamed, among other things, for the presence of var-
ious diseases, principally tuberculosis and leprosy. The reasons for
this anti—Cﬁ;nese attitude and its consequences have been so thoroughly
examined elsewhere that I have chosen not to focus on them (see Miller
1969; Saxton 1971; Higham 1975; Trauner 1978). However, it is interest-
ing to examine the specific comments made by physicians and Health
Officers regarding the Chinese during the 1870s. 1In 1870 C. M. Bates
stated that '"they are not only a moral leper in our community, but their
habits and manner of life are of such a character as to breed and engen-

der disease wherever they reside" (S. F. Municipal Reports...1869-1870:
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233). Bates excluded the Chinese when comparing mortality rates of San
Francisco to other cities because they '"pay no regard to hygiene and san-
itary laws; and not only that, but from prejudice, and not speaking or
understanding our language, they fail, when attacked with disease, to
avail themselves of proper care and medical treatment" (S. F. Municipal
Reports,..1870-71: 293). Dr. F. W. Hatch remarked on the Chinese rate
of phthisis in 1871 that

their mode of life, in close, dark, diminutive habita-

tions, with imperfect or no ventilation, in many cases

in rooms partitioned off in cellars or beneath the

street side-walks, where the fresh air of heaven never

enters, and to which the pure sunlight is a stranger,

the atmosphere continually bedimmed by smoke or the

fumes of opium or tobacco, subsisting on dried fish

and other unwholesome food - these would of themselves

be supposed sufficient to induce disease (Hatch 1871:

28).

In 1877 J. L. Meares also raised the issue, speaking very forcefully
against the Chinese as sources of smallpox: "I unhesitatingly declare my
belief that this cause is the presence in our midst of 30,000 (as a class)
of unscrupulous, lying and treacherous Chinamen, who have disregarded our
sanitary laws, concealed and are concealing their cases of small-pox"

(S. F. Municipal Reports...l1l876-77: 397). Meares asked for sanitary
legislation giving him authority to clean up '"this laboratory of infection".
He continued the practice of excluding Chinese from the general statistics
since the City Physician could not determine their causes of death (S. F.
Municipal Reports...1878-79: 182).

At the end of the decade an editorial finally criticised the common
practice of blaming the Chinese for tuberculosis in San Francisco. It
said, " a large proportion of the deaths among the Chinese in San Fran-

cisco are set down in the official returns as due to phthisis pulmonalis

when the cause is really unknown and only suspected". It argued that
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esg~re Chinese are not subject to pulmonary consumption,' and that this
> = A ctice exaggerated the returns on consumption in the city. Concern
m=a 3 have been shifting by the end of the decade away from the "Chinese
p o blen" to the ever-increasing number of tuberculosis cases coming
4 ryx € o the city for treatment. It was necessary to show that tuberculosis
= t-=a tistics were exaggerated somehow. Blaming the Chinese for relying on
""Ir»=2 Af-cut practitioners of their own race'" so that their causes of death
we € unknown, had the added benefit of dealing a blow to "quackery" in
th e city (see Chapter Twelve) (PMSJ 1880 XXIII(7): 322).

Joan Trauner (1978) reports that even in the next decades when
b = «— teriological theories of etiology became more and more accepted, the
CTIx i mese were held responsible for epidemics. Their living conditions
W& e« blamed. City officials did not finance health care for Chinese San
F ¥ = yyciscans until well into the 20th-century. During the 19th-century
Ehe  Chinese relied on their own herbalists and pharmacies. They were un-
°cf A cially shunted from the City and County Hospital and Almshouse to a
SS D =arate building, the Twenty-Sixth Street Hospital. Thus they were, as
Trauner argues, subjected to medical scapegoatism, which they were help-
les =s to prevent (Trauner 1978: 70-87).

There was an occasional dissenting voice expressing a different

S S A tude towards the Chinese. An editorial in the Pacific Medical and

S
%ical Journal took on the Board of Health. It complained that the

boat‘d alarmed the community by predicting an epidemic of smallpox on
thea basis of thirteen cases, "and by so doing to interfere with the busi-
ness and the interests of the community'. It continued to criticize the
SCarg's blaming the Chinese for the disease: "Just now the Chinese are
th& focus of Caucasian animosities, and they are made responsible for

m
ishAPS in general" (PMSJ 1876 XXII(19): 36-37). Several more editorials



i 1 €this journal argued that accusations of leprosy among the Chinese

wex— € "a mere bug-bear, got up for sinister purposes’ (PMSJ 1878 XXI(4):

1. 7 ©9 —180; 1879 XXII(1): 33).

Mo x— bidity

To get a sense of morbidity as well as mortality from disease I
= ~>e constructed three tables from information reported annually in the
S ax» Francisco Municipal Reports. Table Nine shows the number of foreign-
b o 1 admitted to the City and County Hospital and the number who died
CTh e xe. Table Ten shows the three most common causes of death there each
Y« = x, Table Eleven shows the six most common diseases of patients ad-

m i & ted each year,

Diseases of hospital patients give an idea of morbidity in the city,
bu it is a very partial picture. Many patients went to hospitals other
Ehae= x the City and County; and many were treated in other institutions,
S\ <1 as the almshouse, the jail, and many private charities. Hospitals
in ®The mid 19th-century tried to maintain a relatively good reputation by
Sh g Xting victims of epidemics to a pesthouse and the incurable, 'wicked

Soq undeserving'" to an almshouse. Hospitals were built initially to care

fe,]_: those who did not have family and social network resources (Starr 1982:
lsl ). People were treated at home more often than not. Many episodes of
illness were attended by only self, family, or friends. For this reason
T have attempted a tally of illness episodes reported in the primary manu-
Scox ipts I have researched. This tally is in no way statistically repre-
S en tative of reality, so I have not presented it in table form. But any-

Sne reading such manuscripts today is struck by the simple frequency with

Nar - .
hlch illnesses were reported, and the nature of the diseases.

1€
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Table Nine shows that between 1869 and 1880 the percentage of

f£f o xre A gn-born admitted to the City and County Hospital was very large

and ~raried little (70-76%). It was a considerably higher figure than

the  prercentage of foreign-born in the city (45-49%). The percentage of

dea = Trs in the hospital was also disproportionately of foreign-born (647%

Iy A B73-74 to 75% in 1878-79). As we have seen, the Irish-born appeared

mos= & commonly. They accounted for 30-40 per cent of hospital admissions

and only about 13 per cent of the city population (see Chapter One).
The = e figures suggest both that the foreign-born (and especially the

Ir 3 =t) took ill more frequently and more seriously than did others, and/or

tha« they were dependent on treatment outside the home.

Table Ten shows the three diseases causing the highest percentages

©f = xqnual deaths in the City and County Hospital. Clearly the concern

€3 P X «ssed in the medical community about the overload of tuberculosis

(phthisis pulmonalis) patients was justified. That disease accounted for
27

T © 41 per cent of hospital deaths during the decade. Table Eleven

s

hows that tuberculosis accounted for between four and ten per cent of
a

Amg ssions during this period. Thus, it was a highly fatal disease, the
l.w

h = SN plague" of the 19th-century (Dubos and Dubos 1952). Syphilis and

r

he‘slluatism competed with phthisis for the highest number of admissions

to

T he hospital, and malaria closely followed. But these diseases did not

Qauge the greatest number of deaths, which were attributed to pneumonia,
heat‘t disease, typhoid fever, and other acute conditions in addition to
tl'rlberculos:i.s (Table Ten)

Comparison of death rates by disease in general for the city to

Ll
Ruases of hospital deaths shows that most people must have been treated

a .
g /or died at home, except those with tuberculosis (phthisis or consump-



TABLE NINE: PERCENTAGES OF FOREIGN-BORN ADMITTED, AND DIED
SAN FRANCISCO CITY AND COUNTY HOSPITAL, 1869-1881

Total Foreign-born Irish Total Foreign-born
Y e ar Admitted Admitted ___ Admitted Peaths Deaths
138 6 9-70 2942 . 75.9% 39.9% 240 —_—
(2205) (1173)
18 7 0-71 2737 76.2% 35.9% 271 —
(2086) ( 983)
18 7 1-72 2388 73.2% 34.0% 240 —_—
(1747) ( 812)
1387 2-73 2863 73.7% 34.1% 260 —_—
(2111) ( 973)
18 7 3-74 3244 74 .47 34.8% 275 65.87%
(2412) (1125) ( 181)
18 7 4-75 3918 71.5% 33.47 351 69.57%
(2803) (1308) ( 244)
L8 7 s5-76 3376 70.8% 34.2% 347 71.5%
(2390) (1156) ( 248)
18 7 ¢-77 3012 71.3% 29.87% 355 69.67
(2147) ( 897) ( 247)
18 7 778 3007 69.6% 31.5%2 379 69.7%
(2094) ( 948) ( 264)
1> 8-79 3174 70.8% 30.47 343 75.2%
(2246) ( 964) ( 258)
13 5 9-80 2955 69.67% 32.47% 337 71.8%
(2058) ( 958) ( 242)

SQlJl'RCE: San Francisco Municipal Reports, Hospital Reports 1869-70 -
1lasggg.
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TABLE ELEVEN: TOP SIX PATIENT DISEASES
SAN FRANCISCO CITY AND COUNTY HOSPITAL ADMISSIONS, 1869-1881
PERCENTAGE OF ADMISSIONS

Rheuma- Phthisis Febris Inter-
Year Total Syphilis* tism** Pulmonalis nmiittent (malaria) Bubo

1869-70 2942 15.4 10.4 4.1 11.3
1870-71 2737 23.2 6.0 7.6 7.3 2.2
1871-72 2388 13.9 8.0 6.9 4.4 3.6
1872-73 2863 14.7 7.6 7.3 3.3 2.7
1873-74 3244 8.7 9.2 7.6 3.5
1874-75 3918 4.6 10.4 7.0 5.3
1875-76 3376 4.0 8.2 8.4 4.9
1876-77 3012 4.8 8.7 10.0 5.6
1877-78 3007 4.4 7.2 10.4 5.2
1878-79 3174 6.4 8.7 7.7 7.8
1879-80 2955 4.7 4.2 6.4 3.9 2.7
1880-81 3204 4.0 3.1 5.8 3.5
Ulcera, Orchitis, Pneu- Chronic Alcohol- Preg-

leg, syphil. Chancre Gonorrhoeal monia Bronchitis ism _ nancy
1869-70 4.2 2.3
1870-71 1.6
1871-72 2.6
1872-713 3.0
1873-74 2.0 1.5
1874-75 3.2 1.9
1875-76 4.0 2.9
1876-77 3.5 2.6
1877-78 2.3 2.5
1878-79 2.8 2.7
1879-80 3.7
1880-81 3.0 3.2

*
* lsﬁ}:philis includes primary, secondary and tertiary degrees.
umatism includes acute, chronic, subacute and syphilitic cases.

So . ,
URCE : Adapted from San Francisco Municipal Reports, Hospital Reports,
1869-188]_
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tion). Consumption accounted for 11 to 17 per cent of deaths in the

city between 1869 and 1877.- A high percentage of these people must have
died in the City and County Hospital. But the other big killers of these
wyears, including scarlet fever ( 6 to 7% of deaths in 1869, 1873 and 1874),
smallpox (6% of deaths in 1869 and 1876), inflammation of the lungs (5 and
67 of deaths in 1870 and 1872), diphtheria ( 9 and 14% of deaths in 1876
and 1877), and others did not demonstrate highest mortality in the hospi-
tal. Nor were they common reasons for hospital admission. Typhoid fever
accounted for 3 to 4 per cent of deaths generally in 1870, 1871, and 1875,
It also accounted for five per cent of hospital deaths for those years,
and for a few years thereafter. Both consumption and typhoid were viewed
as diseases requiring hospitalization, while other epidemic diseases

apparently were not.

Diseases in the Wards

The working class, unemployed, and immigrant population (other than
the Chinesge) lived largely in the wards south of Market Street. Wards
Seven, ten, and eleven in this area consistently demonstrated the highest
death rates in the city during the 1870s. These figures are explained in
Part by the density of population in wards seven and ten and by the size
©f ward eleven (see Chapter Three). Ward eleven, with 16 per cent of the
City's Population at mid-decade, demonstrated between 10 and 19 per cent
OFf deathg annually. Ward ten had 16 per cent of the population as well,
And one of the highest densities in the city. This ward accounted for
between 12 and 14 per cent of annual deaths. Ward seven was much smaller,
hagq less than half the population of the others, but was densely settled.
Tes death rate was also lower.

The cause of most deaths in these wards was phthisis, except during
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the epidemics of scarlet fever (1873-74) and diphtheria (1876-77). Other
key causes of death were inflammation of the lungs; pneumonia; cholera
infantum; meningitis; infantile convulsions; and "atrophy, inanition, and
marasmus'. From 1872 to 1881 sixteen to forty-two per cent of these
wrards' deaths were attributed to zymotic diseases. The largest percentages
occurred during the epidemics mentioned above. These were diseases that
affected children, and these were the wards in which children lived. For
example, in 1869-70 virtually all the deaths from the scarlet fever epi-
denic in these wards were among children under the age of ten, while 89
Per cent of the phthisis deaths were older than twenty. Ninety-two per
cent of scarlet fever deaths in 1872-73 were under ten and eighty-eight
Per cent of phthisis deaths were over twenty. Similar figures occurred
for diphtheria (S. F. Municipal Reports).

That these victims were also foreign-born is demonstrated by Muni-
Cipal Reports figures. Forty per cent of those dying from pneumonia in
the three wards in 1872-73 were foreign-born and forty-five per cent
Were children under age ten. During the scarlet fever epidemic small
Children were the victims. Ninety-two per cent were under ten in 1873-74
And ninety per cent had been born after their parents' migration to the
Pacific Coast. Many children of the foreign-born succumbed to "atrophy,
ina“iticn, and marasmus" between 1873 and 1875, probably because they
Were malnourished. Diphtheria took a huge number of these young Pacific-
born chijdren in 1876-78, ninety-four per cent of them under age ten.

Adult immigrants in these wards died from tuberculosis. Between
1871 and 1881 between fifty-eight and seventy-four per cent of phthisis
deathg in these wards were among the foreign-born. Over ninety per cent

o
£ these victims were older than ten. The Health Officers recognized the
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greater disease rates of these wards, of course. But as we have seen,
public health focus was on the sewer system. For example, the Health
Officer commented in 1879 that

The improved health of the 11lth Ward is a striking

evidence of the benefit to be derived from the fill-

ing in of stagnant pools of water....San Francisco

contains a very large number of tenement and boarding

houses. These are too frequently connected with public

sewers by means of drains constructed of improper ma-

terial, without ventilation or efficient traps (S. F.

Municipal Reports...1878-79: 178).
Although such complaints undoubtedly had good basis, the improvement
of ward health tesulted from the end of diphtheria and

smallpox epidemics, neither of which were related to the condition of

the sewers.

Self-Reported Illnesses

Manuscript diaries and letters give an indication of both the fre-
quency and nature of illnesses suffered during the 1870s. The tendency
to report illnesses varied from person to person, as did the consistency
wWith which people kept track of them. Nonetheless, examination of these
Sources is revealing. People often either did not know, or did not care
about the diagnoses of diseases. Their concern was with "illness" in
€thnomedjical terms; i.e., with the psychosocial context of being ill.

Many illness episodes were described in general terms: "sick," "feel un-

Wel]_," "on "non u o

"run down," "severe illness," '"not very strong," 'very low," "sick

with fever," "quite 111." The common cold was as common then as today.
For €Xample, Amelia Stein recorded in her diary twenty-four colds among

b §
ifty-four illness episodes in her family. These colds could be "severe,"

vy
bag, v "mild," or in the throat or eye (Stein 1878-1886).
Certain informants were susceptible to particular ailments, giving

Cr
®dence to the contemporary belief in constitutional diseases (see Chapter
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Nine). For example, a Bay Area society matron suffered all her adult life
f£from an improperly diagnosed condition that involved chiefly sore throats,
headaches, and painful heart palpitations. Her diary as a young un-
married woman and her letters as an adult instance twenty-two such ill-
mnesses of a total sixty-one illness episodes mentioned among her family
and acquaintances (Pierce 1868; 1869-1888)., Similarly, a young man in
g£ood society who had trouble securing a permanent job suffered from chronic
dyspepsia and biliousness. It seems not to have occurred to him that his
Problem might have resulted from diet. In his diary and letters nine
Allness episodes of twenty-six mentioned about himself and his acquaintances
referred to this condition, which also led to "colic'" and "'gripes and
diarrhea" (Howe 1869-1874).

Other writers were concerned primarily with the illnesses of spouses
and children, as well as their own. In addition to the colds she observed
in her family, Gertrude Stein's mother recorded among them coughs, diarrhea,
Mmeasles, swollen tonsils, catarrh, poison oak, headaches, sore throats,
Mumps, teeth problems, sore feet and arms and ring worm. In all she men-
Cioned fifty-seven episodes of illness in a diary she kept for eight years
(Stein 1878-1886). A husband and father might be equally aware of illnesses
in his family and among friends. One such noted seventy-six episodes in

twelve years. Most were indicated merely by the words '"sick," or "un-

well". gyt specific illnesses included smallpox, headache, swollen face
and neck, erysipelas, toothache, croup, colds, cholera morbus, neuralgia,
boils, consumption, his wife's fatal breast cancer, and various job-re-
lated injyries (Galloway 1853-1882).

F'1~‘€'-quency of i1llnesses cannot be determined accurately; but the com-

m,
©ON experience of ill health a century ago has received inadequate atten-
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tion in historical writings. Often the illnesses consisted simply in
people feeling weak or tired, having headaches, earaches, sore throats,
or aching muscles. Many of these illnesses may have been related to poor
nwutrition. Neuralgia was a very common complaint, as were catarrh, sore
throats, sinus and lung congestion, biliousness, and chills, People also
suffered from conditions we rarely encounter today, such as rheumatic gout
Aand quinsy.

Infectious diseases were commonly experienced. Among fourteen in-
formants the following diseases were mentioned among their family and
friends: measles (7 cases), erysipelas (5 cases), diphtheria (6 cases),
scarlet fever (4 cases), consumption (2 cases), mumps, swollen tonsils,
cholera morbus, smallpox, ague, and whooping cough ( 1 case each). Death
was not unfamiliar to these people either, The fourteen informants report-
ed fifty deaths among their relatives, friends, and acquaintances over a
Period of about twenty years. Although it was a frequent visitor, death
Was not easily faced. People developed mechanisms for ritualizing and ex-
Plaining it, as they do today. A thirteen-year--old girl wrote of her
Mother's courage on learning of the father's death from erysipelas. Both
Were comforted that one of his last acts had been charitabie. Earlier in
the same year the mother attended the funeral of a woman and her still-born
©hild. Fyperals were elaborate among those who could afford them, and
LlrldC’“btedly ritualized the expression of grief and horror. In this case
the mother reported that the dead woman '"looked beautiful her baby was in
her armsg. Mamma said it looked like marble" (Hyde 1881-1882: May 1, June
22). The man who lost his wife to breast cancer was not able to memorial-

Lze her geath so easily., He wrote poignantly of her dying in 1877 and of

h
1s loneliness for years afterwards (Galloway 1853-1882: Nov. 1877).
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The unpleasant mess of many illnesses, their pain and ugliness were
not discussed. Rather people identified with the romanticized illnesses
of the famous. The tragic lives of stage actors were exemplary, as are
those of movie and TV performers today. A society woman recalled Adelaide
Neilson, an actress who died one year after her successful appearance in
San Francisco in 1877. Her leading man, Henry Montague, also died the
following year of a hemorrhage at San Francisco's Palace Hotel. Another
actress who played in the city, Fanny Davenport, ''died before her happi-
Tiess and beauty waned". An English actress, Rosina Vokes,

was dying of consumption on her last visit, but few

of her audience could have guessed it, she played

still with so much verve....Her insistence on playing

was not to be overcome....Actors do seem to have a

courage peculiar to their calling. Georgie Drew

Barrymore played with sparkle and lightness long after

her health was broken. She died of consumption in

Santa Barbara (Neville 1932: 228).
Still another actress in San Francisco, Clara Morris, was severely ill:
"Word of her increasing illness and the terrible remedies employed (hot
irons on her spine) heralded her coming every season. In spite of her
Suffering, she held her audience under her power and moved them to anguish"
(Levy 1975: 101; orig. pub. 1937). These examples of courageous illness
Were made much of in the local press. Like fictional accounts such as
Dickens® death of Little Nell, they provided models for illness behavior.

TllberCulosis, the great killer, offered an especially romantic picture

(Sontag 1978).

-EEfEEEQL_ghapter Five

During the 1870s children under the age of ten accounted for
aboyt thirty-five to forty-five per cent of deaths in San Francisco each

Year (about 35% were under five and 20% under one). Just as 17 per 1,000
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was regarded as a healthy mortality rate, fifty per cent of deaths under
age ten was also quite acceptable according to healthy ideology of the
time. That San Francisco rarely approached this percentage and other
cities exceeded it was indicative of the city's healthfulness., It is
hard to know what these childhood mortality figures really meant because
we have no estimate of the population at risk.

Most children died of infectious diseases each year, accounting
for about fifty per cent of the annual zymotic disease deaths. By the
end of the decade efforts were made to confirm the suspicion that the
victims were children of foreign immigrants to the city. The forty--five
per cent of deaths experienced by the foreign-born corresponded to their per-
centige of city population: But many children born of immigrant
parents were classified as native-born because they were born in Califor-~
nia. Thus the actual mortality rate among these families was higher than
statistics of foreign-born deaths indicate. The Irish-born tended to be
over-represented in these figures. But the Chinese of the city were
accused of high rates of tuberculosis, zymotic diseases, and leprosy.
In reality Chinese health statistics were extremely unreliable and they
were not permitted to use city health facilities.

Other foreign-born used the City and County Hospital and died
there. About three-fourths of patients were foreign-born and nearly as
Mmany died in the hospital each year. They died primarily of tuberculosis,
Pneumonja, typhoid fever and heart disease. They were admitted to the
hospital most often with syphilis, other venereal diseases, rheumatism
and tuberculosis.

Most people died at home. They were usually lower class children and

Infantg succumbing to scarlet fever, smallpox, diphtheria, and other



epidemic diseases. Such children were rarely if ever hospitalized.
The immigrant wards south of Market Street demonstrated highest death
rates during the decade, children dying of various infectious diseases
and young adults of tuberculosis.

The less dramatic illnesses suffered by people in general during
this period included colds, catarrh, sore throats, dyspepsia, diarrhea,
and headaches, common ailments today as well. Many middle and upper
class children suffered '"childhood diseases'" such as measles, mumps,
scarlet fever, diphtheria, and whooping cough without dying from them.
One can conclude only that better diet and living conditions provided
them with greater resistance than lower class children had, For, as we
shall see in Parts Two and Three, neither the regular medical profession
nor aleernatives offered effective therapies for these diseases. Death
was no stranger even to the better classes and its presence was ritual-

ized and romanticized to make it easier to bear.

Endnotes Chapter Five

In 1980 in San Francisco children under age ten accounted for 1.5 per
cent of total resident deaths; those under age five for 1.3 per cent of
the total; those under age one for 1.1 per cent (State of California

Department of Health Services 1979-80: 215).

Gibbons usually excluded deaths from foundling asylums from these figures.
All Were infants of California birth, but many were children of immigrants.
There was an extremely high death rate in these institutions because of

inadequate substitutes for mother's milk.

BY the end of the decade this list increased to twenty-five institutions,

inc1uding jails, orphan asylums, homes for the elderly, and various
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additional hospitals and asylums.

4At least with regard to smallpox, Germans were seen as more susceptible

than Irish early in the decade. Germans had twice the mortality as

Irish from this disease, in spite of the greater percentage of Irish, in

both San Francisco and New York. It was believed too, that Germans were

more likely to have been vaccinated (PMSJ Sept. 1869, 28: 175).

116



117

PART TWO: "THIS NOBLE WORK'": THE REGULAR MEDICAL PROFESSION
CHAPTER SIX: "REGULAR, IRREGULAR AND DEFECTIVE"

The decade of the 1870s was a formative period for the "regular"

medical profession in San Francisco. The contemporary use of the terms

""regular" and "irregular" to distinguish members of the establishment
from alternative practitioners symbolizes the transition that was taking
It was a time when professions in general in America were more

place.

specifically defining themselves. They were laying down ground rules or

codes of ethics, requiring certain evidences of legitimacy such as

college degrees, professional certifications, memberships in societies.

In effect, they were creating '"cultures'" of professionalism. Burton

Bledstein (1976) argues that "Americans after 1870, but beginning after
1840, committed themselves to a culture of professionalism which over
the years has established the thoughts, habits, and responses most

modern Americans have taken for granted" (Bledstein 1976: 81).

The ferment in San Francisco's medical world over the previous two
decades is a good example of a profession's struggle to define itself,

to arrange its power structure, and to gain legitimate authority over

the community. Bledstein asserts that this effort was well under way by

1850 1in the medical profession. In San Francisco the process was delayed
Until the 1870s because of its later settlement and the unstable nature

°f the community. One can say that by then '"the status of the struggling

Mmedical profession, its ability to control its own members and be recog-
nized as the only legitimate authority by the 'lay' public, had become
the Paramount issue" (Bledstein 1976: 193), How the culture of medical

profesSionalism was established in San Francisco will be seen in chapters
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to come as I discuss alternative practitioners and the ways in which

regular physicians reacted to them. First, however, the character of

thdis regular profession in the decade of the 1870s must be drawn.

As many as 1,500 physicians had come to California with the Gold

Rush, but their numbers were decimated by disease and departure. The

nature of these doctors' training and practice varied widely. A great

variety of alternative medical approaches became available as the city

grew (Saunders 1967: 309-310). Medical training of doctors at this time

was cursory anyway. Before the Civil War it often consisted of six

momnths of academic training and a few years of '"preceptorship,'" assist-

ing a practicing physician. Training thus consisted of “reading with a

doc tor" and "riding with a doctor". As graduation from medical schools

bec ame more common, licensing of those who had served only an apprentice-

shi p was required by many states. But the medical schools themselves were

Uuswually proprietary, meaning that they operated to make a profit. They

Werxr e competitive; and standards for graduation might consequently be low.

Cowurse work involved two four-month terms repeating the same material, a

final exam and a preceptorship of several years. By the 1870s many medi-

Cal schools provided clinical training in dispensaries. Some were associ-

ated yith teaching hospitals. 1In 1871 Harvard introduced a three year

curI'I‘IILculum, and other major schools slowly followed this model (Rothstein

197>, Brieger 1982; on medical education see also Flexner 1910; Berliner

>

1975 s 1980; Duffy 1976; Hudson 1978; Chapman 1979). The practicing

d

©< © ors of San Francisco in the 1870s were products of medical education
t

ha‘t was poor at best and varied greatly with the source of training,

E
L"I‘Q‘pean or American. Many had little or no training at all,
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This lack of consistent medical education made it all the more
urgent for the regular profession to define itself, for the regulars
to acquire control and to discredit the irregulars, In 1850 the first
i3 1-fated San Francisco Medical Society began; but it succumbed to dis-
putes over the collection of fees. The medical profession continued to
s tabilize and legitimize itself as the community itself did. Control
over medical competitors became a more central issue as time went on,
so that at the reinstitution of the San Francisco Medical Society in
1868, the following statement was made:

Doctors may be classified as Hugh Murray has classed
the verbs of our language into regular, irregular and
defective. The regulars are those who have respected
the custom by devoting years to the study of medicine
and have submitted to such proper tests of their abil-
ity, as due regard for the common good...is rendered
obligatory....The irregulars are such as having studied
medicine, and perhaps graduated with honors, have be-
come so lost to every sense of professional propriety,
as to proclaim themselves champions of some exclusive
idea....Such individuals use the title of 'Doctor' to
secure the confidence of intelligent and honest people,
whilst they prove recreant to the moral obligations
they are under....The defective are those who never had
any claim to recognition by the profession....They offer
advice and promise a cure of any case in the long cata-
logue of diseases. These are the unprincipled schemers
(quoted in Read and Mathes 1958: 39).

Even then there was a tendency for a three part classification: regular
(professional), irregular (popular), and defective (folk).

Listings in the city's business directories indicate the success of
the Xxegular medical profession. In 1871 there were four columns of
prl}rsaitcians listed, most of them regulars. There were also forty other
sF)Et‘liific alternative practitioners, including naturalists, botanic
ptl)rssiicians, Chinese physicians, electro-magnetic physicians, spiritual
ptrsrssticians, water cure physicians, and homeopathic physicians. There

we
Te also0 listings for female physicians, midwives, nurses and dentists.
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In 1876 there were fifty-two of the various alternatives and five columns

But in 1879 the alternatives had been reduced to 18 and
These

of physicians.
the physicians remained at 5% columns (Langley 1871, 1876, 1879).

figures do not mean, of course, that alternative practices no longer

existed in the city. Their legitimacy had simply been sufficiently

damaged to keep them out of the city directory. Details on alternative

practitioners will be discussed in Parts Three and Four.

Various medical societies rose and fell in the decades prior to
the 1870s, such as the San Francisco Pathological Society, the San

Francisco Medical Society reorganized in 1853, and the San Francisco

Medico-Chirurgical Association. The California State Medical Society

was instituted and survived. There was also a German-Jewish Medical

Socdiety in San Francisco. The societies that failed fought over the

establishment of fee schedules and definitions of who was and was not a

legitimate practitioner (Harris 1932: 122-125; Read and Mathes 1958: 2-

24)
By the 1870s San Francisco's economic and social stability was

Such that permanent societies could be successful. In 1868 a third

Version of the San Francisco Medical Society had been initiated. The

Same year the Sacramento Society for Medical Improvement was begun under

Dr. F. w. Hatch and Dr. J. G. Tyrrell. These two societies survived

(}kilﬁris 1932: 127). The city directory lists seven medical societies in
1875 Iincluding dental, pharmaceutical, homeopathic, eclectic and regular.
In 1870 the California State Board of Health had been established with

trIMDUHiEB M. Logan as Permanent Secretary and Henry Gibbons, Sr. as Presi-

d 1
snt. The board concerned itself with the "salubrity of public insti-

t
lltiJDIls", with the collection of vital statistics, and with "medico-
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social" issues such as prostitution, crime and drunkenness, Besides

the collection of statistics, there was little attention given to

infectious diseases (Harris 1932: 165, 169). This State Board of

Health was only the second in the nation. Meanwhile a San Francisco

Board of Health was initiated. It consisted of four physicians appoint-

ed by the Governor, thus converting the health department into a power-
ful political tool of the medical profession.

Two medical schools had been established in San Francisco; the
Medical Department of the University of the Pacific begun by Elias S.
Cooper in 1858 and the Toland Medical College begun in 1864, 1In 1870Q
Toland affiliated with the University of California (Harris 1932: 131-

152; Read and Mathes 1958: 25, 58; Jones 1964: 60, 77; Saunders 1967:

310-312; Brieger 1977; 1982). The relationship between these schools

was complicated and much conflict was generated by their rivalry.

The internal squabbling of San Francisco's regular profession
1l1lustrates Bledstein's contention that professionalization helped "to
Prowvide a formal context for the competitive spirit of individual egos".
The 4ndivdualism of 18th-century America had to be tamed and brought
into controlling institutions as 19th-century society industrialized.
The Practice of medicine like other professions had to unify to gain

POwer and legitimate authority (Bledstein 1976: 31; Starr 1982),

The in-fighting of San Francisco doctors was the expression of
8rowth pangs as they gained a professional identity, a means of communi-
cation, and the recognized authority of regular over irregular practice
(Harris 1932: 127). As we shall see, the definition of those who had a
legitimate right to practice medicine based on their official training,

an
d those who were quacks or irregulars was central to San Francisco



thought in this decade. By the 1880s, with the profession established,
specialization became the potent issue in medicine. This aspect of

professional culture resonates today (Haber 1974; Bledstein 1976: 85;

Starr 1982).

"The Routinization of Charisma"

As they organized themselves, San Francisco physicians stressed
the difficulty of their work and their poor remuneration. In 1870 the

California Medical Gazette commented that 110 physicians' names had

disappeared from the original 249 listed in the city directory five years
before, and that 123 new names had appeared. At this time there was one
physician for less than every 450 inhabitants:

Theirs is a profession where success can only be

hoped for by persistence, and the fact that one

hundred physicians should annually give up the

struggle...can only be accounted for on the theory

that they were starved out. Unfortunately the most

meritorious men are those who first feel the pres-

sure...while the brazen-faced charlatan, by dint of

mendacious assumptions...soon establishes himself in
a lucrative business (California Medical Gazette 1870

2: 126).

In 1873 another medical journal wrote defensively about the
Publ ic service of medical men in the city. The editor noted the sal-
Aries of the local members of the Board of Health,2 and mentioned that
PTo fessors from the medical schools made daily gratuitous visits to
hoSpital patients. The schools also ran two dispensaries for the poor
in wWhich physicians practiced and prepared medicines without charge.
The €ditor argued that 25 professional men performed essential services
2t an aggregate cost to the city of $13,200 per year, 'mot so much as
an At torney sometimes receives for a single fee, and but little more

t
han half what is paid in one month for the lighting (so called) of the
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streets of the city at night!" (PMSJ 1873 VII(9): 475). It was true

that the profession was not a lucrative one (Saunders 1967: 310).

Regular practitioners regarded their profession in the 1870s

much as they do today, Medicine was seen as a cumulative, nondogmatic

science, distinguished through the ages by great men and works. The
medical Code of Ethics laid down restrictions on membership in medical

associations. It also defined the obligations of doctors to patients

and vice versa. Patients were obliged by the code not to seek other

medical opinions once under the care of a regular physician, In fact

the code recommended that a physician "ought not to take charge of...
a patient who has been recently under the care of another member of

the faculty, in the same illness" (Hatch 1873: 96-108).

Physicians nationally and in California reified in their codes of

ethics an attitude common to all growing professions of the mid-19th-

céntury. It was necessary to their success that clients trust the

Professional's authority and expertise. In his or her helplessness and

bewi 1derment the sick person accepted the physician's special and esoteric

knowledge, his "command over the profundities of a discipline'. The

actions, skills, and technology of the physician were mysterious to his

Patients (Bledstein 1976: 90; Starr 1982).
By insisting upon this mystification about their work, physicians

Were defeating their own purpose however, to prevent people from turning

to "quacks". As long as people remained ignorant of physiology and dis-

case Process their choice of practitioner would be based on reputation

o
T charisma. The patient's expectancy about the outcome of treatment

i
S a qQuality common to healing cross-culturally. A healer communicates

h .
1s OY her potency through various symbols: white coats and stethoscopes
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or "drums, bells, masks, antelope horns'. The healer must manipulate

the patient's expectations so that .there is an automatic faith in the

efficacy of treatment. The patient must assume that any contradictions

he observes between beliefs and practices are the fault of his own
ignorance (Young 1976: 10; Rosenberg 1977: 489; Rappaport and Rappaport

1981), The mystique created by the healer is frequently based upon

charisma or association with the sacred. The healer is usually not a

charlatan, but has convinced him or herself of the ability to heal., The

action may become a magical affirmation: "The patient is all passivity
and self-alienation....The sorcerer is activity and self-projection....
The cure interrelates these opposite poles, facilitating the transition

from one to the other, and demonstrates...the coherence of the psychic

universe" (Lévi-Strauss 1967: 177).

The magical, supernatural or extraordinary powers attributed to

the healer are charismatic. According to Max Weber, charismatic author-

ity rests on "devotion to the exceptional sanctity, heroism or exemplary

character of an individual person, and of the normative patterns or

order revealed or ordained by him". This individual authority may be-

COme 'routinized" when its followers acquire power and economic advan-

tages and norms for recruitment. Charismatic authority becomes trans-

formed into an organization that perpetuates its definition of reality
(Weber 1978, orig. pub. 1920s: 215-254).

In the growing professional medical culture of the 1870s charis-
Mmatic authority lay in exclusive claim to the realm of scientific fact.
The disorganized empirical approach that had characterized medical

Prxr . . . . .
ACtice could not survive in industrial society, Science provided new

Ca
lculations for rational man. The charismatic authority of the regular



profession provided it with legitimacy derived from social validation.
of the superiority of science. Once the identification of medical
theory and practice with science was popularly accepted, the regular
profession could further secure its hegemony through codification of
its rules and enactment of laws.defining its power (Shryock 1966a: 71-
89; Bledstein 1976; Janzen 1978: 127-128; and see Chapter Twelve).

Starr (1982) argues that the medical profession had to acquire
"cultural authority" or command over people's definitions of reality
and meaning in order for it to achieve its current status. Its identi-
fication with science occurred at a time when health care was changing
from a home-based, family-centered function to a commodity steeped in
a new scilentific ideology permeating society at large. Self reliance
in medical care diminished as people became urbanized and isolated from
family and social network resources. They began to regard medicine as
increasingly complex, as indeed it was.

By the end of the century physicians were able to consolidate

around and capitalize upon new perceptions of scientific expertise.

These new beliefs coincided with real advances in diagnostic and techni-

cal skills as well as the discoveries of bacteriology. The medical pro-

fession acquired cultural authority because it became more successfully

Standardized, transmitted and reproduced. As Starr puts it, social

interests began to be defined in a way that conformed to the interests of

the regular profession (see also Ehrenreich and English 1978). Janzen
(1978) has observed this process cross-culturally and historically (in

Zaire). Following Weber, he says that "Growing incorporation within a

Sector of the medical system always rests on authority received from the

Surrounding society'" (Janzen 1978: 127).
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It is important to realize that even the highly sophisticated 20th-
century model of biomedicine initiated at this time remains a folk model
of disease. Its scientific explanations address the same socially dis-
ruptive conditions that any folk model must discharge. The scientific
model contains the classificatory features of a folk model; it presents
supernatural, mechanistic, empirical, natural, emotional and psychologi-
cal features. Most physicians commonly negotiate with their patients
somewhere between a strict biomedical explanation and popular beliefs;
so that their "operational' model is a culturally defined folk model
of disease. The textual tradition of professional training is modified
by the oral model of folk beliefs through the interaction of physician
and patient. Germ theory itself conforms to a folk etiological cate-
gory cross—culturally, that of either object intrusion or possession
(Clements 1932; Polgar 1962: 167; Young 1976: 15; Engel 1977: 196;
Helman 1978; Lock 1982).

It is important to recognize also that the discussion above
of the charismatic authority of healers applies as well to the popular
and folk alternatives to be described in Parts Three and Four. The
regular profession was competing desperately with other sorts of healing
during the 1870s. As they endeavored to establish prerogative over

Scientific explanation, physicians reiterated their superiority over

Patent medicines, '"quackery", and other alternatives (see Chapter Twelve).

The fight against these competitors was regarded as a high and noble
Tesponsibility. As Dr. R. W. Murphy asked,

Who are to be the champions and heroes in this
reformation?....we have a principle to defend, as
high and pure as ever moved the human heart....
there are great and qualified men in our profession
who will move in this noble work with untiring
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zeal and energy, and never cease until the light

of medical science shall penetrate the gloom and

darkness that envelope the people (Murphy 1874:

595-596).
It was necessary in this struggle for legitimacy for the regular
physician to maintain his charisma. He must have a scientific image,
keeping up with medical developments and displaying a respectable

personal style and professional character (Hammond 1879: 212-217;

Smith 1879: 542-545).

Summary Chapter Six

The decade of the 1870s was a time in which the regular medical
community was working to achieve hegemony over the city's health care
and to establish themselves as the only legitimate health care pro-
viders. This effort was difficult in part because of the poor medical
training even members of the regular profession had received. From
the outset medical societies were formed in San Francisco whose chief
purpose was to exclude irregulars or ''quacks".

During this decade lasting medical organizations were established
in the city and state. Several medical schools were also begun in
San Francisco embodying rivalries that were to dominate the profession.
The practice of medicine was not particularly lucrative at this time,

and there was much competition for patients. Regular physicians regard-
€d their profession as a nondogmatic science. They established a code
Of ethics for their own and their patients' behavior. Medical practice
Was mystified to make people regard it and its practitioners with re-
Spect and awe. The charismatic authority of individual physicians be--
8an to be based on identification with a new general culture that valued

Scientific approaches. This authority became legitimated as real ad-



vances were made in medical practice towards the end of the century and
people became more reliant on outside expertise rather than home-based
care. The Code of Ethics enacted in 1876 reified the authority of
regular physicians and de-legitimized 'quacks'". But it was not until
the ideology of science was accepted at the popular level that people
turned away from alternative practitioners.

Both regular physicians and alternative healers used charismatic
authority and mystification of their therapeutic actions to attract
patients.. The regular profession was not at all secure in its con-
trol over the public. Still it ultimately triumphed because "'Science
as a source for professional authority transcended the favoritism of
politics, the corruption of personality, and the exclusiveness of
partisanship' (Bledstein 1976: 90). Science was, and is, a powerful
symbol, and its reliability has been proven often enough to affirm
public faith in it. Once this faith was gained the regular profession

had achieved the cultural authority that sustains it today.

Endnotes Chapter Six

lHenry Gibbons, Sr. was born in Wilmington, Delaware in 1808, He
graduated in medicine from the University of Pennsylvania in 1829.
He had interests in botany, State medicine and meteorology. He was
2 member of the California State Board of Health, taught at Cooper

Medical College and edited the Pacific Medical and Surgical Journal.

He died in 1884 at 76 (Medical Society of the State of California,
Transactions, 1885-86, 16: 199-200; Cooper 1885; Harris 1932: 347-

354).
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2The Health Officer received $200 per month; the Quarantine Officer
$150; the City Physician $75. There were also on the Board of

Health the Resident Physician of the City and County Hospital and

of the Almshouse, the Visiting Surgeon and Visiting Physician of

the Hospital (PMSJ 1873 VII(9): 474; see also San Francisco Municipal

Reports for each year).
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CHAPTER SEVEN; "FROM SOME INSCRUTABLE CAUSE":
BELIEFS ABOUT INFECTIOUS DISEASE ETIOLOGY

The '"miasmatic" theory was the predominant 19th-century ideology
of disease causation. It was as significant as are bacterial or viral

theories today. This explanation traced to Greek humoral theory and
the medical ideas of Hippocrates. For centuries Galenic medicine gave
continuing authority to miasmatic theory. Its vital feature, the
"epidemic constitution of the atmosphere", was further elaborated by
Thomas Sydenham in the 17th-century. In brief, the miasmatic theory
was the belief that disease is caused by contamination of the atmosphere
by "miasms" arising from decayed animal or vegetable matter (Winslow
1943; Pelling 1978: 36-37).

In conjunction with this ideology were beliefs that one disease
could give rise to another, or that different diseases could arise from
a single source. It was generally held that all fevers were one, simply
manifesting itself in different ways. Smallpox was the only infectious
disease of which the specific etiology had been established. It was
consequently one of the few regarded as contagious for many years
(Winslow 1943: 255; Pelling 1978: 250; Rosenberg 1978b: 257).

As industrialization progressed, the poor state of health of the
British working population became apparent to such reformers as Edwin

Chadwick. The miasmatic theory of disease led to a public health
approach. Attention was focused on sanitation, on cleaning up the
SOurces of "filth" which were believed to propagate miasms. Charles-
Edward Winslow has observed that
This history of epidemiology is an excellent
example of the relativity of scientific theory

...All that we can demand from a scientific ‘'law’
is that it shall 'work' under specified conditions.



131

The 'great sanitary awakening' of the middle nine-

teenth century was based on the assumption that dis-

ease was generated by decomposing filth (Winslow

1943: xi).
The sanitary movement was effective. It had earlier and greater im-
pact on the elimination of infectious diseases than did the develop-
ment of vaccines and antibiotics (see Winslow 1943: 236; Dubos 1959:
193-194; Grob 1977: 398; Leavitt and Numbers 1978: 5).1 Thus strong
beliefs and actions in Western science have been as much reliant on
observations of their apparent effectiveness as are many of the cures
of shamans in other cultures. The theoretical justification for such
actions may be 1naccurate, but it is reinforced by their success.

There were many etiological interpretations proposed and believed

during the 19th-century; variations on the miasmatic theory as well as

other proposals. George Rosen's (1958) three-part classification is a

useful starting point. It is however, an ideal-type, heuristic classi-

fication. ‘There was much overlap-and confusion in beliefs:

1. The Miasmatic or Anti-Contagionist Theory held that infectious

diseases (i.e., "miasmatic" diseases) were caused by atmospheric con-
ditions in conjunction with miasms created in the filth of urban living
Or vegetable or animal decay in rural settings. Disease was believed

to be locally caused, not contagious. This view was adopted by such
Yenowned members of the public health movement as Edwin Chadwick,

Rudolf Virchow and Southwood Smith. The theory was formulated in America
by Noah Webster in 1799. It was at the peak of its popularity among
Physicians when the advent of bacteriology gave it the lie in the 1880s.

2. The Strict Contagionist Theory was that specific contagia,

Usually arising from diseased people and their belongings (''fomites'),
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caused infectious diseases. Well-known British advocates of this
position were William Budd and John Snow. Contagionists promoted
isolation of patients and quarantine because they believed the 'direct
passage of a chemical or physical influence' from one person to another
was contaminating (Winslow 1943; 181-201), The general population
adhered to the contagionist position throughout the 19th-century,

3. The Theory of Contingent Contagionism was a compromise position

that held that infectious diseases were contagious, but only in conjunction
with other conditions such as state of the atmosphere, condition of the
soil, or social factors. This was a popular theory because it was so
flexible.2 It was adopted by the English public health reformers,
John Simon and William Farr, and the German Max von Pettenkofer. The
latter's belief that cholera became virulent only in certain soils was
a popular view in America (Richmond 1954b: 294; Rosen 1958: 288-289;
Wilson 1978: 388).

Erwin Ackerknecht (1948) proposed a since~classic argument about
the distinction between contagionist and anti-contagionist theories.
He argued that the two positions were closely allied, both being based
on unreliable observations, little experimental method, reasoning by
analogy, and no understanding of the concepts of carrier or vector. He
Said the actual choice between the two theories was made for political
Teasons. Anti-contagionism coincided with the rise of political liberal-
ism among reformers and industrialists. They felt the quarantines dic-
tated by contagionist theory were a bureaucratic attack on free trade.
The contagion of such diseases as syphilis, gonorrhea, smallpox, measles,
and "the itch" (scabies) were not denied by these theorists. But they

Tegarded epidemics of plague, yellow fever, cholera and typhoid as non-



133

contagious (Ackerknecht 1948: 567-569, 585-589; Rosen 1958; 289-290;

see also Winslow 1943: 205; 1952: 45). Since San Francisco physicians
were almost exclusively anti-contagionist in the 1870s it is impossible
to test Ackerknecht's theory there. But nationwide, the annual National
Quarantine and Sanitary Conventions had abandoned the idea of quarantines
in favor of sanitary approaches before the Civil War (National Quarantine
and Sanitary Conventions 1977).

In her sophisticated analysis of 19th-~century medical ideas,
Margaret Pelling sharply disagreed with Ackerknecht's political interpre-
tation of adherency to one theory or another. She objected also to his
dichotomy that all contagionist theories evolved into germ theory, and
that all miasmatic theories were anti-contagionist. She argued that all
theories were undergoing change, including fungoid, animalcular, and
fermentation ideas (Pelling 1978: 299-310).

The three major forces interacting in any of these etiological

schemes were atmospheric conditions, local miasms, and contagion from
the disease.3 As we look at representative ideas among San Francisco
physicians in the 1870s, Phyllis Richmond's comment is appropriate:
"All this confusion of theory and counter-theory was not diminished in
any way by the inadequate terminology used at the time" (Richmond 1954b:
294),

The great epidemiological studies conducted in England and Europe

At this time took place in a context of changing orientations. The
©1d, formal and abstract philosophical approach to disease theory was
replaced by empirical observation and experimental documentation. It
is ironic that a chief complaint against germ theory among San Francisco

Physicians was that it was "closet speculation'" not confirmed by the
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empirical evidence of their clinical experience, American culture
stressed practical results, not scientific research.

Only about one in seven physicians accepted germ theory in
the 1860s, according to Charles Rosenberg (Rosenberg 1978b: 265-266),
But by the 1880s the bacteriological era commenced, based on studies
initiated between 1877 and 1897 (Rosen 1958: 313-314), Most of these
developments took place among the German pathologists. Many laymen

and lay publications in America, such as Popular Science Monthly ,

accepted the theory before professionals did, After Koch demonstrated
the tuberculosis bacillus in 1882 however, germ theory became a fad in
America. Bacteriological causes were announced for many non-bacterial
diseases (Richmond 1954a). But this history goes beyond our time in

San Francisco.

"The Pestilential Exhalation': Etiological Beliefs in_San Francisco

The locus of most of the etiological speculation and experimenta-
tion of the mid-19th-century was England and Europe, not the United
States, and certainly not California. Generally, American medical
journals reported little of the discussions occurring overseas. Conse-
quently, the miasmatic theory remained entrenched. This conservatism
was the result of poor communication from foreign sources, and of lack
of professional organization among American physicians. Most physicians®
time was occupied by the daily trials of their clinical work. But by
the mid-1860s there was, as Charles Rosenberg put it, a "kaleidoscope
of etiological and therapeutic variables" in American medical thought.
Etiological models were '"shifting schemes", including beliefs about
heredity, habit, and environment. Because there was so little certainty

in etiological thought, immoral behavior was often blamed for causing



disease, especially among the '"lower'" and immigrant classes (Rosenberg
1967: 232-233). Additionally, climatic conditions held great responsi--
bility in the etiology of infectious diseases.

The attention good 19th-century physicians gave to the complexity
of etiology might be emulated today in somewhat altered form, They ex-
amined constitutional, environmental and life circumstances as causa-
tive factors. The physician even sometimes recognized the role that
fear and anxiety had in the patient's condition, although in the case
of women this became highly exaggerated (Rosenberg 1967: 234; Smith-
Rosenberg 1972; Smith-Rosenberg and Rosenberg 1973; Barker-Benfield 1976;
Ehrenreich and English 1978: 91-126). The following advice was offered
in San Francisco in 1874:

A CHEERFUL mind is the best preventive for many diseases
Dyspepsia, bilious derangements, jaundice, and sometimes
a typhoid fever, have resulted from a fit of 'the sulks.'
At time of an epidemic, as for instance cholera or diph-
theria, fear is often a predisposing cause. It is an old
saying, 'You might as well kill a man as to scare him 4
to death' (Homoeopathic Guide for the People 1874: 9).

Medical journals in San Francisco in the 1870s reflected what
appeared elsewhere in the United States. A spectrum of proposals and
theories appeared in their pages during the decade as writers tried to
sort their own empirical evidence from speculative thought transmitted
from Europe. A conflict was often expressed between experience and
theory, the American doctors tending to rely on the former and reluctant
to accept new ideas. By the end of the decade ideas about the bacterial
origin of infectious diseases were more common, but still far from being
accepted (Richmond 1954a).

Contagionist, anti-contagionist and compromise positions on the

etiology of diseases as well as a number of other arguments were being
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expressed in San Francisco by the beginning of the decade. 1In 1869
the medical press summarized the views of Max von Pettenkofer on the
necessary ingredients for contagious epidemics:

1. a specific germ; 2. certain local conditions; 3. certain

seasonal conditions; 4. certain individual conditions (PMSJ

Sept. 1869 No. 28: 176).

The 1870s were not to advance etiological thought considerably beyond
this point; but the 1880s revolutionized it.

I have found examples of each of Rosen's types expressed in San
Francisco medical journals of the 1870s. Even to be able to think
about contemporary medical ideology it is necessary to apply some
ordering principle. Of greater significance however, were the repeated
assertions and attempts to justify varying and overlapping etiological
theories without scientific methodology. Physicians' emphasis on
empiricism was a rationalization for their dangerous uncertainty in the
realm of theory. It was vital to present a united front if the regular

profession was to gain and retain medical jurisdiction.

Contagionists

Those who believed in disease contagion were in the definite
minority. I have found only one real instance published late in the

1860s. The California Medical Gazette compared the current smallpox

epidemic to a recent earthquake in the city. It called for prevention
of further epidemics of typhus, diphtheria or scarlatina, concluding:

We do not imagine, that any one now denies that these
diseases are of a most infectious nature -~ that some-
thing is communicated from the sick to the healthy; but
when we ask what that something is, we are told it is a
gas, a solid, a liquid, a germ either vegetable or animal,
a poison, or a virus (California Medical Gazette Nov. 1868:
109-112).



There was actually considerable doubt about this belief. Some con-
tagionists were "animalculists', that is, they were able to assimilate
germ theory into their understanding of disease. Many others believed
that what was contagious was a poison or chemical (Richmond 1954b; 290).
When California physicians spoke of '"zymotic" diseases they did not
accept William Farr's concept of "a substance or specific ferment for

each disease'" that lived in. the body but was lifeless outside it.

They referred rather to miasmatic poisons (Richmond 1954a: 436; 1978: 84).

Contingent Contagionism

Probably the best local expression of the position intermediate
between the contagionists and anti-contagionists was that of Dr. E. A.
Kunkler of Placerville in 1879. He wrote that he believed that zymotic
diseases were caused neither by fungi nor germs, but that they could be
contagious. He believed that minute particles of the exhalations of
dead organic matter were inhaled or absorbed by contact, "setting up
abnormal processes in the living body'". But this effect could take place
only under certain climatic conditions and when the victim was in a
weakened state. Predisposition could occur through exposure to great
heat or dampness which prevented purification of the blood by the lungs.
Or cold could prevent perspiration from eliminating the 'putrefying
ferments'. Where Kunkler's theory differed from his miasmatic colleagues
was in his statement that zymotic diseases could become contagious when
these ferments were "exuded from the skin or lungs'". Interestingly, he
also argued that '"the carcass of one single rat' might become the source
of communicable plague, not through fleas, of course, but decay (Kunkler

1879: 49-59).
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Miasmatic Theory: Anti-Contagionism

The majority of San Francisco physicians adhered to miasmatic
theory and its anti-contagionist position, as expressed by their chief

medical journal, the Pacific Medical and Surgical Journal. The editor,

Henry Gibbons, Sr., was representative in converting his anti-contagion-
ist position to anti-germ theory when the time came.

In 1868 a San Francisco physician, J. Campbell Shorb, wrote a
series of articles on malaria in which he expressed commonly held views
on disease etiology. He observed that miasmatic disease, as he called
it,5 was produced by both environmental and man-made conditions. Certain
physical laws produced changes on the earth's surface which favored
disease; and new immigrants cleared the land, dammed rivers, and brought
about other changes that produced putrefied, standing water. Shorb
distinguished types of miasmatic diseases to be found in forests,
plains, mountains, or cities, suggesting that these environments were
so different that the "germ" of the disease must travel from a single
source (Shorb 1872: 140). 1In addition, 1t interacted differently in
different patients. In this idea Shorb was observing correctly the
nature of malaria's conformity to the life cycle of the parasite. Symp-
toms will differ depending on how long the patient has had malaria and
what stage he or she is experiencing.

Discussing the "Town Fever" form of malaria, Shorb remarked that
it usually occurred in low-lying areas of San Francisco associated with
standing water and poor drainage. But he had also observed it "on one

' a result of

of the highest rocky eminences to be found in our city,'
poor hygiene (Shorb 1872: 395). That ideas preceding bacteriological

theory were already present in medical thought is indicated by his vivid
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description of a local scene:
Any one whom business or pleasure has taken to the lee-
ward of the Willows, beyond the Mission...will recollect
the intensely sickening stench which seemed to load the
atmosphere, proceeding from a collection of foulest
water....A black, green scum had settled on the surface
of the noisome pool, and...we found the waters absolutely
quivering with the motions of myriads of animalculae,
such as are always found in connection with putrefaction,
and we almost shuddered when contemplating the ghastly
pestilence, which, rising like a destroying Genius from
the putrid waters, might stalk abroad, hurling defiance
in the face of medicine, bringing death and desolation to
innumerable homes (Shorb 1872: 393),

Again with reference to malaria in 1874, Dr. P. B. M, Miller of
Oroville, north of San Francisco, argued for a miasmatic cause. He
referred to malaria fairly literally as the common origin ('bad air')
of both "intermittent" and "remittent" fevers. But he disagreed that
it might cause yellow fever. He remained mystified about why disease
occurred in the same place and under the same conditions one year and
not the next. But he disagreed that "filth” and smells were the cause.
Rather, he felt that the location of Oroville on an alluvial plain with
vegetable and animal putrefaction and irrigation resulted in deadly
vapors (Miller 1874: 393-395). Thus Miller identified a rural source
for malaria.

An editorial in San Francisco that year debated the source of dis-
ease in "filth". It reported that a Philadelphia journal argued that
use of open cesspools and not water closets and sewers was a healthier
approach. Cesspools contained only animal, and not vegetable matter,
and only the mixture of the two was seen as fatal. Poisonous vapors
also concentrated near homes using sewers because they were not ventila-

ted. The San Francisco editor commented that ''nmo words of ours are

needed to call up examples where a sudden puff or a diffusing stream of
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vapor rising from the water-closet has produced most serious illness"
(PMSJ 1874 XVI(3): 137-138).

Apparently contradicting this position three years later, the
same journal argued that diphtheria did not arise from ‘'foul emana-
tions from drains, sewers, water closets'. Because it attacked
“the cleanliest dwellings, where hygienic laws were strictly enforced",
and also appeared in rural areas, this explanation was not possible.
But none other was offered (PMSJ 1877 XX(3): 117-118).

A major feature of the miasmatic theory of disease was the ancient
concept of an "epidemic constitution of the atmosphere'. Specific
references to this idea were still being made in San Francisco late in
the 1870s. For example, in 1876 and 1877 the prevalence of various

infectious diseases created concern. The Pacific Medical and Surgical

Journal voiced general anxiety and bewilderment, but said, '"There has
prevailed for six months or longer, throughout a great portion of the
North American Continent, an unusual tendency to eruptive, infectious,
and malignant or pernicious diseases....In San Francisco small-pox was
followed by diphtheria, which continues to prevail" (PMSJ 1876 XIX(7):
324). Dismissing other explanations, the editor remarked, 'We are by
no means satisfied with the popular doctrines on the subject, and prefer
to confess our ignorance of the causation of most diseases which are
placed under the head of 'Zymotic'" (PMSJ 1876 XIX(7): 324). 1In 1878
a Los Angeles physician was quoted in San Francisco in his belief that
diseases were affected by "some inscrutable telluric or meteorological
cause, or from a peculiar constitutional diathesis of the whole human
race'" (Dalton 1878; 347).6

The next year llenry Gibbons, Sr. continued to express an epidemic
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constitution idea in his explanation of the arrival of cholera in
California in 1850. It required "a certain epidemic influence" to
travel, and such a "choleraic cloud'" had accompanied immigrants across
the country that year. He said that both cholera and yellow fever
might be prevented by sanitary measures, however (Gibhons 1879b: 87-90).
Typhoid fever and diphtheria were similarly placed squarely in
miasmatic and anti-contagionist ideology. 1In 1879 it was claimed that
"there is nothing in all the range of medicine more certain and demon-
strable than the causation of typhoid fever and diphtheria'. They re-
sulted from decaying organic matter, often carried in water or milk
(PMSJ 1879 XXII(2): 80). Typhoid was infectious, not contagious. It
resulted from "the continued operation of the original cause, the victims

succumbing all to the same local influence" (Gibbons 1879a: 106).

Anti-Contagionism

Specifically anti-contagionist statements appeared in association
with miasmatic theory from the beginning of the 1870s. Referring to
a proposed European conference on scarlet fever, an editorial in the

Pacific Medical and Surgical Journal said in 1869, "We suspect that much

more good 1s to be accomplished by adopting measures of general hygiene
than by efforts directed against the spread of the disease by contagion"
(PMSJ Dec. 1869 No. 31: 329). The editor, Henry Gibbons, Sr., was
aligning himself with the sanitary reformers and against those who advo-
cated quarantine and other measures of isolation. The same journal
argued against the belief that phthisis (tuberculosis) was communicable
in 1872, Nurses who were constantly around such patients did not get

the disease. Family members who became tubercular did so because they



142

had weakened constitutions and were exposed to "the foul emanations
from diseased and suppurating lungs', not a specific, communicable
"virus" (PMSJ 1872 VI: 449-450). This statement is an example of what
Erwin Ackerknecht meant when he argued that contagionist and anti-
contagionist views were really very close.7

The yellow fever epidemic in other parts of the country in the
late 1870s aroused concern in the San Francisco press.8 The contagion-
ist interpretation of this disease was condemned in San Francisco in
1877 and 1878. The fact that northern cities were free of the epidemic
was attributed to its being local in origin and avoidable where scrupu-
lous sanitary precautions were taken. The disease resulted from "an
epidemic influence, atmospheric, telluric or personal; or to some mys-—

terious and intangible condition of men and things, which underlies

all epidemics and epizootics'" (PMSJ 1878 XXI(4): 178). Especially during
this epidemic which devastated the southern states, a distinct expression
of dread appeared in the daily San Francisco press, and in medical
journals. In spite of the mystery of yellow fever's cause, however,

the editor of the Pacific Medical and Surgical Journal maintained a

staunch anti-contagionist position: "As a general rule, writers who have
had the least personal experience adopt the idea of contagion most read-
ily; while practical men, who have seen, and handled, and become famil-
iar with whatever disease is in question, are more apt to deny its com-
municability" (PMSJ 1877 XX(4): 115-116; see also 1878 XXI(5): 222).

In 1880 he reiterated this position on yellow fever; that theoretical
analysts regarded it as imported (and consequently responsive to quaran-
tine), but those with empirical evidence saw it as having a local origin

(PMSJ 1880 XXII(8): 376-377).



People in general did not share the anti-contagionist view of
yellow fever. A Mrs., Hare and her four children were quarantined away
from San Francisco in 1878. The eldest daughter died of the disease
while on an emigrant train from Memphis to that city. Railroad officials
decided to quarantine the family and another woman in their car, hoping
the cold nights would kill the contagion (San Francisco Chronicle Sept.
7, 1878: p. 1, c. 1).

In 1880 a meeting of the San Francisco Medical Society brought
together the three etiological perspectives that were on stage when germ
theory made its memorable entrance. Ironically, the physicians did not
even react to the real purport of the paper they discussed, but express-
ed instead their traditional biases. The paper, by Dr. W. H. Mays,
argued that all diseases resulted from human communication of living
germs. Most of the eleven doctors who commented supported the theory
that various diseases may arise from a single source (miasmatic theory).
In their personal experiences they had observed erysipelas and puer-
peral fever communicate into each other (the transmutation of diseases),
and scarlatina, diphtheria and erysipelas derive from a single source.
Three doctors rejected this unity of origin theory. Dr. Gibbons, the
most ascerbic critic of contagionist and germ theory in the past, adopt-
ed a moderate position at this time. He said that some infectious dis-
eases arose de novo and that germ theory was possible. But he felt
the germs might arise outside the human body. He remarked:

It is not easy to believe that the vaccine crust which
I introduce in a child's arm owes its powers to living
organisms--nor that the virus of serpents or of hydro-
phobia is a living creature....When I was a young man
I swallowed all the new theories with a keen relish,

but in the course of time I had to throw up most of
them (PMSJ 1880 XXII(12): 557-559).
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In this case Gibbons was eventually forced to digest. But as I dis~
cuss germ theory shortly and its opponents in San Francisco, his antagon-

ism will be evident.

"Do Odors Cause Disease?"

Before discussing the advent of germ theory in San Francisco, the
limitations of Rosen's tri-part categories (as previously noted) should
be shown by examples of some other etiological theories appearing there
in the 1870s. For example, one of the earliest editorials of the decade
on etiology asked, '"Do Odors Cause Disease?" The editors concluded that
they do not. They argued that San Francisco's Butchertown was no more
unhealthy than Rincon Hill, "or the ever-fresh and breezy range of
Van Ness Avenue', and that the waterfront, '"where the intestinal canals
of the city are defecated" was not more liable to epidemics. They went
so far as to say that ''germs of disease capable of producing the most
deadly disorders, are more apt to abound in an atmosphere which is clear,
pure, and sweet" (PMSJ Sept. 1870 No. 40: 179-180).

In a confusing editorial the following year one of the journal's
correspondents took issue with the idea that because sewer workers
did not get 111, sewer exhalations were harmless. He felt that such
workers threw off sickness only because they perspired. Providing ex-
amples of people being sickened by other "stenches'" such as tobacco,
he argued "I would rather risk advocacy of the poisonous or deleterious
character of all foul odors a priori, than the other side" (PMSJ VI(7):
343—344).9 In a typically confusing way, the journal had thus editorial-
ized against and for the danger of odors in a two-year period.

In 1873 the views of an Atlanta doctor on pulmonary tuberculosis
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were published in San Francisco. His ideas are surprisingly modern,
for he proposed that there was a hereditary predisposition to the
disease. This inheritance might be passed through the circulation of
"tubercular corpuscles, germs or cells" in the blood and tissues. In
addition there were constitutional or congenital bodily conditions
that predisposed to the disease, such as '"a perverted and depraved
action of the nutritive function". This physician concluded that
living conditions were crucial to predisposition to tuberculosis ("a
diathesis of the constitution'"). He mentioned such things as hygiene,
diet, over-crowding, long work days, uncomfortable dress and "self-
abuse" (Griggs 1873: 582-587).

Both moralistic and genetic theories of disease were expressed in
1874 by 0. M. Wozencroft. He argued that there should be a ‘quarantine"
preventing marriage of those who had a "seed of scrofula, tubercle, or
syphilis". If such people did produce children, "enfeebled, suffering,
short-lived beings, distressing to humanity", it was the parents' moral
responsibility to care for them, "an ever-present, living memento of
folly and sin" (Wozencroft 1874: 395-397).

An article in 1878 claimed a climatic origin of malaria in a hot/
cold theory of etiology. The author disputed the belief that malaria
was a poison from decaying vegetable matter, like cholera. He argued
instead that '"malarial disease is a chill following exposure to cold,
caused by radiation or evaporation" (Hittell 1878: 149). Thus pre-
vention involved avoidance of chilling. Dr. M. M. Chipman challenged
this argument point by point a few months later. He agreed that chill
might bring on malaria, but only when "the germs of the disease' were

already present in the system. He subscribed to miasmatic theory, that
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malaria originated in the decay of vegetable and animal matter in the
soil., When it was disturbed, "morbific infuences'" were produced (Chipman
1878: 198-202).

That same year the medical press reported the belief that tuber-
culosis resulted from alcoholism. And it rejected the proposition from
China that elephantiasis resulted from mosquito transmission through the
human bloodstream (PMSJ 1878 XXI(5): 237-238; XXI(7): 326-327). This
may have been one of the first nearly correct explanations of vector

transmission of an infectious disease.

Contagium Vivum

We find a sudden "fermentation" in the medical press of 1879 and
1880 concerning infectious disease etiology. Various forms of germ
theory were appearing. In the first month of 1879 the '"unanimous opin-
ions" of the Medical Corps of the Navy were reported in San Francisco
that "yellow fever is due to a specific living germ—the vitality of
which may be impaired or destroyed by extreme cold, and which rapidly
propagates itself when deposited in a nidus of visible or invisible
filth" (PMSJ 1880 XXI(8): 376-377).

Before this "official" confirmation of the reality of germs many
ideas of "animalculae" had been expressed. By 1850 in America the early
medical geographer, Daniel Drake, expressed his belief in them. He said
that both malaria and cholera resulted from living organisms (Drake 1850;
Dunlop 1965: 43). But this idea was to receive very slow consideration
in California (Harris 1932: 162; Thompson 1971: 125),

"Germ theory" is defined by Phyllis Richmond as ''the notion that
a living agent of contagious matter might be the specific causal factor

in a wide range of transmissible diseases. By 'specific causal factor'
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is meant the environmental factor or 'remote' cause--cause outside the
body--without which there could be no diseases'" (Richmond 1978: 84).
Although it took many years for germ theory to be accepted in the United
States, the idea dated as far back as the invention of the microscope.
ﬁany 18th-century European scientists found the idea of microscopic in-
sects or worms a better explanation for the transmission of disease than
prevailing theories. Few proponents of the idea surfaced in the United
States however. Cotton Mather was an early advocate in the 1720s, but
aside from Daniel Drake, few others wrote of the animalcular theory there
until the late 19th-century. The reason for its slow acceptance was

in part because disease taxonomy was so confused. Disease entities were
not clearly identified, much less associated with specific causes. The
anti-contagionist position further blocked the notion of germs in the
United States and Great Britain. These countries developed successful
sanitary reform programs partly because of the lack of interest in speci-
fic germs or contagion. Germ theory was accepted in America only after
techniques and equipment became available in the late 1870s and 1880s

to demonstrate specific causation of disease by microorganisms (Shryock
1972).

Dr. Gerard Tyrrell of Sacramento was an early local advocate of
this viewpoint. He presented an argument predicting the bacteriologic
era in 1873. He rejected explanations for disease such as '"Dr. Graves'
telluric influence" and "Schonbein's Ozone theory'", or the idea that
the electrical condition of the air was responsible. He said,

The latest solution of the mystery...is to be found
in what is called the Germ Theory of epidemic disease.
Tyndall has demonstrated that in the air we breathe,

millions of germs of every description always exist,
and are wafted from place to place with every change of
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wind...sowing the disease wherever the poison-laden

air comes in contact with individuals susceptible of
infection....It is true that we are not as yet able

to isolate the germ of one disease from that of another,
neither are we. indeed able to say what is a disease
germ and what an innocuous molecule. The time is coming
when these things, infinitesimal in size but giants in
revelation, which now puzzle the scientific mind, will
lay their storehouse open...when these sudden visitations,
which are now like the dread spirit that in olden times
passed over the Egyptians, leaving one dead in every
house...will no longer be a subject of wondrous mystifi-
cation or unreasoning terror; when science shall present
the cause...and with the cause the remedy (Tyrrell 1873:
224-225),

Tyrrell's prophetic understanding of bacterial etiology seems sensible
to us today. But it was regarded as quite impossible by most of his
contemporaries for the rest of the decade, and well into the 1880s.

At the end of 1879 Dr. J. H. Wythe of San Francisco summarized
various prevalent etiological theories at the Anniversary Meeting of the
San Francisco Medical Society. His talk was entitled, ‘“Disease-Germs'.
He argued that diseases once regarded as products of fermentation or

poison resulted from contagium vivum. He remained skeptical as to

whether miasmatic diseases as well as contagious diseases might be so
caused ("contagious" diseases usually referred to smallpox, measles,

and venereal diseases). He divided germ theory into two types. The first
was ''The theory of vegetable parasites in the blood, generally fungi,

and of this class most commonly the various species of Bacteria," from
German pathology. He favored a second type: a bioplasmic or cellular
theory of one Dr. Lionel S. Beale. Whichever position was accepted,

Wythe argued, public hygiene and antiseptic treatment were effective

(Wythe 1879: 1-10).

Anti-Germ Theory: '"Dreaming of Infantile Megatheriums'

Meanwhile, most San Francisco physicians completely opposed the



idea of living disease germs. The Pacific Medical and Surgical Journal

was staunch in this regard. 1In 1872 it disputed the reported findings
of "animalcules" in buttermilk that had made a family ill. The journal
would not accept that these organisms had come from the cow (PMSJ 1872
VI(4): 196-197). 1In 1873 the same journal again questioned that germs
seen by microscope in milk led to typhoid fever. Again they wondered
why the cows were apparently unaffected (PMSJ 1873 VII(6): 294), The
editors argued against germ theory again in 1878 and cited various
supporting studies. In 1879 they declared the "germ theory in doubt"
because another medical journal reported a fungus source for yellow
fever (PMSJ 1878 XX(8): 364-365; 1879 XXI(12): 572). Again focusing
on milk as a carrier of germs, this journal published an ironic piece
rejecting a British argument to that effect:

Soon there will be nothing left for us to eat or drink

without swallowing the seeds of disease and death. We

shudder to think of the myriads of organisms which enter

the lungs with every breath of air. We dare not drink

water....We do wish that doctors and other scientists

would stop this over-stocking of all nature with micro-

scopic perdition....Let us draw a long breath without

terror. Let us eat our bread without apprehension....

Let us enjoy a drink of cold water when thirsty, without

dreaming of infantile megatheriums and dinotheriums

entering the stomach (PMSJ 1880 XXII(2): 78).10

A few months later a writer urged physicians not to ride this

latest hobby horse in medicine, but to think independently (PMSJ 1880

XXII(4): 197). But an article in the publication Nineteenth Century

had argued late in 1879 that the microscope proved the presence of
disease organisms in typhoid fever. The medical press in San Francisco
commented in '"The Germ Theory on Stilts" that "The germ theory is now
under fire, and looks like losing ground r<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>