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“Most men today cannot conceive of a freedom that does not involve somebody’s slavery. They do not want equality because the thrill of their happiness comes from having things that others have not.”


—W. E. B. Du Bois, Darkwater: Voices from Within the Veil









Prologue







Everyone who is born holds dual citizenship, in the kingdom of the well and in the kingdom of the sick. Although we all prefer to use only the good passport, sooner or later each of us is obliged, at least for a spell, to identify ourselves as citizens of that other place.


—Susan Sontag


The history of illness is not the history of medicine—it is the history of the world—and the history of having a body could well be the history of what is done to most of us in the interest of a few.


—Anne Boyer





I RARELY ENJOY AN ENTIRE NIGHT of rest without interruption. I fixate on the whorls of brass of a light fixture, or a stray fly buzzing through the room. My mind lurches between fatigue and alarm. Like many insomniacs, my angst has an origin story—it began when I was a child and is bound in my memories like a cankerous sore.


In the summer of 1988, after I suffered nearly a week of high temperatures and perennial diarrhea, my parents—both in their early twenties—took me in desperation to Jackson Memorial Hospital, the same public infirmary in Miami where my mother would later work as a janitor. After a series of tests, I was diagnosed with typhoid fever. I spent a month there, at four years old, lonely and scared, curled up small in a hospital bed that felt huge. The stale air wafted through my nose while the EKG machine rattled through the night. I heard the buzzing of the fluorescent lights as the stiffness of the bed pressed up against my body. Unable to swallow without feeling nauseous, I could barely eat.


According to my aunts and parents, I nearly died. Hyperbole is a familiar register for my elders, their dramatic tales making for entertaining family gatherings, but for once their alarm at my sluggishness and flushed skin made sense. I was seriously ill. Unmoored from myself with a deep headache, my throat burned, and my cough echoed through the room. When my relatives visited me, I skulked along the ward corridors, dragging my tiny legs slowly from the bedroom into the playroom. But the worst part was that when the nurses arrived with my favorite fruit—mango—I barely touched the plate. Instead, I glared at them with repulsion, and at every other nutriment with irritation, as I crumbled into a state of fatigue. What had started as a fever turned into a curse that my miniature body, mind, and spirit could no longer bear.


My hospitalization stretched on, primarily to get me to a place of health, but also to ensure that I could not infect others. I lost weight. As each day turned into night, I heard the sounds of the nurses as they moved around shaken. My decline, my high temperature, and eventually my progress were left to the staff. Most of the time, they confined me to my bed and the room, unable to move as I pleased or join the games of my friends who I could see in the playground in my mind’s eye. In my confinement, I felt like I was outside of myself.


This month of hospitalization has had a life of its own in the years afterward. In the early hours of the morning, as I am lying in bed, the early memory of captivity returns. I am reminded of the waves of tears that flowed down my round cheeks when my parents would leave and the sense of being trapped. When one is bedridden with a life-threatening disease (or a chronic illness), one might find oneself obsessed with death. I was too young to understand the cause or nature of my condition, but had a sense that death was something foreboding, a darkness hanging over me. Restless, I craved climbing the coconut tree in our backyard and searching for ladybugs with my cousins. My fear was driven by the conviction that I would not wake up the next time I closed my eyes. More than my parents’ embraces and promises of safety muttered in Creole, or the icy ball of the nurse’s thermometer, the hospital bed was the most consistent thing I felt.


The details of this period are less significant than the impact it created, how three decades later, I feel irrevocably out of place when entering a hospital. I absorbed the hushed voices, the pastel-colored walls, and the spartan hospital gowns. I could hear the doctors’ voices but could not understand what they were saying. The syllables rattled through the air, meaningless sounds. Barely able to articulate my thoughts in either Creole or English, I was a callow girl lost in a room of tubes and bright lights, obsessed with my plans to escape. I couldn’t see past my hospital bedroom, my mom, and the sense that my restraint was my punishment for pushing a friend off the slide, as I recalled doing in my local playground shortly before I was taken ill. All I could do was count the number of times my parents came per day, or the moments the nurses came to feed me. I had no control over anything—what I ate, where I went, when I moved. Even when I imagined playing with my friends at the beach or pictured the sugarcane stalks in our backyard, my thoughts were dimmed by the atmosphere. When others entered the room, even my family, I felt they were surveying me, taking the measure of the bed, the equipment, and my body.


Now, I find that a bed, even when lying next to a friend or lover, is also a place of unease. Will they disappear in the middle of the night once I am asleep, or will their presence comfort me? For months after my infection with typhoid fever, I felt the profound injustice of being forced indoors and restrained, unable to feel the humid, heavy Miami wind blowing on my face, or watch the luxury sailboats with sunburned passengers splash across the calm water of Biscayne Bay. I learned how to sit still with my thoughts. Even today, hospitals agitate me, not because of their stiff chairs or drab walls, or even their bland art, but because of my dread. Medical institutions remind me of my most profound envy—for people who can sleep a whole night without interruption or harm.


In the late nineteenth century, typhoid fever was one of the most prevalent diseases in America. When Mary Mallon, popularly known as “Typhoid Mary,” was identified as an asymptomatic carrier of the disease, physicians believed that she infected families in New York City for whom she cooked by contaminating their drinking water with the bacterium. It was the same fear of contagion through food or water that led my doctors at Jackson Memorial Hospital to conclude I should be isolated from my family. Treatment was not just a matter of medication; it meant alienation from my parents, my friends, and my community.


My infection with Salmonella typhi—the bacteria that causes typhoid fever—was unusual, given the time and place. Eighty years before, typhoid fever was the fourth largest cause of death in the United States with one in every 1,000 deaths attributed to the disease. Between 1985 and 1994, there were 2,445 cases of typhoid fever in the United States. Eighty percent of them occurred in six states, Florida among them. Most of the cases were from people who had traveled abroad, but by that point, the farthest I had traveled was the county next to Miami. The cause of my infection was not immediately obvious, but what mattered was that I had access to antibiotics. Without treatment, my chance of death could have been as high as 20 percent. Currently, typhoid fever is endemic in Asia, Africa, Latin America, and the Caribbean.


“Most of the unpleasure that we experience is perpetual unpleasure,” Freud once wrote of anxiety. “It may be a perception of pressure by unsatisfied instincts; or it may be external perception which is either distressing in itself or which excites unpleasurable expectations in the mental apparatus—that is, which is recognized by it as a ‘danger.’” For me, confinement is the device that evokes danger. I have learned to take hold of this feeling, to grasp and try to control it, by peering into the ways my family, and others, have been perceived to be ill and as a result have been confined against their will. From state prisons to mental health institutions, confinement is a ubiquitous feature of society, a crucial buttress to the systems of power. Forced captivity following an outbreak of disease is partly about blaming a particular person or group of people. Captivity is political, and it maps on to the many ways we already deliberately segregate society. My hospitalization at Jackson Memorial was not the only time that confinement occurred in my family; a similar phenomenon happened in our community several years before.


We Are Our Ancestors


In 1979, my father took a boat across the Caribbean Sea from the coastal town of La Baie in Northern Haiti, leaving his family behind. Like most Haitian peasants, they lived on the land that had been redistributed to African-descended people who liberated themselves in 1804. Their farm, a symbol of collective emancipation, had been passed down from generation to generation, but after two centuries of intensive agricultural production that had degraded the soil, years-long drought, and a series of hurricanes, my father and his relatives could no longer live off the depleted soil. My grandparents, their parents, and their community of subsistence farmers and fishermen struggled to feed themselves. The coastal village of my father’s birth sits on the Caribbean Sea, with no paved roads or running water. To this day, La Baie lacks electricity and running water. The whistling tune of the wind and the roar of the ocean were far more familiar to my father during his childhood than honking cars.


As the late Haitian anthropologist Michel-Rolph Trouillot wrote in his book, Haiti: State Against Nation, “While the state turned inward to consolidate its control, the urban elites who gravitated around that state pushed the rural majority into the margins of political life.” In some cases, they were pushed out of the country. The dictator Jean-Claude Duvalier, with the cooperation of upper-class Haitians, subdued dissidents and the impoverished through intimidation and violence. My father, mother, grandparents, aunts, and uncles were opponents of the Duvalier regime. But political repression wasn’t the only problem. With only a high school education and few prospects for work in rural Haiti, he was in every sense excluded. Political oppression and abject poverty were entwined with each other as motives for his escape.


He was not alone. Between 1972 and 1981, between 55,000 and 100,000 Haitians migrated to southern Florida by sea. Some boats were barely seaworthy, others would capsize, drowning their passengers in the choppy waters of the Caribbean Sea. My father’s journey took him on an overcrowded vessel, briefly passing through the Bahamas before embarking in the lower Florida Keys. He survived the journey, and a brief period of detention by the US Immigration and Naturalization Services (now called the U.S. Citizenship and Immigration Services), but quickly faced the new challenge of finding a livelihood and safety in his new home. Without training or skills, and speaking only Haitian Creole and French at the time, his options were limited. Nevertheless, he was intrepid. He joined other working poor Haitians in Lemon City, Miami, doing manual tasks as a day laborer. Eventually he became a salaried sanitation worker at a factory.


Two years later, my mother would make the same boat journey. By then, Lemon City had taken on the informal name “Little Haiti.” Situated fifteen minutes north of downtown Miami, the neighborhood was saturated with colorful homes, decorated with figures of Catholic saints, and surrounded by banyan fig trees, stray chickens, and men playing dominoes in their yards. My neighborhood was home to Veye-Yo, a Haitian language radio station where immigrants shared music, gossip, and their visions for the political future of Haiti, forging a new reality in their adopted land. Little Haiti echoed the traffic of Port-au-Prince and the briny aromas from Jacmel. But to my parents’ dismay, by the early 1980s, the community in which they found safety in Miami was already stigmatized and feared, blamed as the source of a novel epidemic—HIV/AIDS. The meaning of the neighborhood was transformed; no longer a haven for the community, but a zone of confinement.


When HIV/AIDS emerged as a modern-day plague in major cities in the United States in 1981, people of Haitian descent were perceived to be a risk group. As early as 1982, the United States Centers for Disease Control and Prevention listed four supposed groups as a “high risk” for contracting or transmitting HIV/AIDS: homosexuals, heroin users, hemophiliacs, and Haitians. Haitians were the only members of the “4-H club” included on the basis of their nationality. As a consequence they and their US-born children were denied housing and employment. Working-class Haitians found themselves marginalized four times over: They were Black and so belonged presumptively to the US underclass; they were poor; they were migrants; they were marked out as diseased. For many, Little Haiti became their home by default: They could not rent an apartment elsewhere. Their containment—like many other such responses to epidemic diseases in history—was unequal in practice, even if not always in intent. The Haitian community of Miami, and by extension the United States at large, bore the unwarranted and outsized burden of scapegoating. For escapees from a dictatorship, this state of dismissal was all too familiar.


Trauma eats the soul and erodes memories. When I ask my parents about their migration from Haiti, their narratives contain gaps. They won’t always name historical figures or events directly, and they don’t mention François and Jean-Claude Duvalier, the dictators who ruled from 1957 to 1986, or the Tonton Macoute, the secret police that terrorized dissenters. They don’t mention the friends they made or the friends they lost. They tell stories of the mundane and familiar experiences of making plantains, speaking Haitian Creole, and passing on the lessons of bodily care. Like the dictatorship, slavery and colonialism cast a shadow over their testimonies, but it is too faint to grasp, too prodigious to name.


What matters more, in effect, is their perseverance. Being Black and free has been at the core of their being precisely because our ancestors—participants in the Haitian Revolution—actively fought for their emancipation. Black freedom means rejecting the lies that are often told and the misconceptions that are often believed about people who look like us—that we’re lazy, quixotic, and bovine. Black liberation means knowing that we are worthy of dignity, respect, and life. This legacy, of course, is not unique to Haitians—it’s one we share with other descendants of African slaves in the Americas.


Black survival—post–chattel slavery—is not just a matter of forgetting. There is a commitment to remembrance. In her book Dear Science, the Black scholar Katherine McKittrick explains the necessity of bards—within the African diaspora—as a way to transcend historical trauma. “We tell and feel stories (in our hearts), and this telling-feeling tells-feels the empires of black life.” Like McKittrick, I seek to narrate the past by sifting through the ambiguities and contradictions to excavate, with patience and diligence, the subtle ways that chronicles defied our historical wounds. I include my family’s narrative—for all that it is incomplete—to illustrate how contagious outbreaks produce hierarchies of life. In Little Haiti, whether on the mild winter days or the balmy summer nights, I felt held by a neighborhood that incubated my precocious mind with the whistling tune of kompa and the bright faces that glowed with contentment to see the children frolic in the streets. For years, Little Haiti, a community subject to confinement, was sprinkled with luster like the stars against the night sky. Most people were attentive and thoughtful and steadfast in watching over each other. I found my home among the waves of migrants pouring every bit of their souls into one deliberate act: survival.


Haitian migrants, like my parents, made their own rhythms and cadences in our neighborhood. They worked whenever and wherever they could—as seasonal domestic workers in Miami’s beachside hotels, or cleaning bodily waste from the city’s hospitals, or on hotel construction sites on Miami Beach. They partied on Saturdays and prayed on Sundays. Some of my family members, like my aunt Riri, stood on the corner of our block with other undocumented migrants, waiting for a yellow school bus that took them to work on a farm in Homestead, where they would pick beans and tomatoes. Haitians in my community struggled and loved, even if from the outside, they were scapegoated and loathed.


Being perceived as a vector of HIV was not the only thing that marginalized Haitians. Haitian Creole was a social fortification, but it instantly set us apart from the other migrants in Miami, most of whom spoke Caribbean variants of English or Spanish—especially the latter. Indeed, approximately 77 percent of the city’s residents speak a language other than English, and Spanish is by far the most common. We were misunderstood. As I grew older, I learned to transpose myself between two worlds, never truly realizing what it meant to be both in place—within Little Haiti—and out of place in the rest of Miami. It’s not just that we adapted to a situation we did not create, but that other people’s anxieties and prejudices about Haiti and Haitians left us excluded, a social and medical malady.


In general, Afro-Caribbean migrants in the United States suffered the double burden of being both Black and migrant, with the working poor, like my parents, confined to a few neighborhoods. Yet we Haitians were hardly the first or last group of people to be blamed or stigmatized over an epidemic. This book is a journey toward understanding how disease management is influenced by how society defines humanity.


Humans and microbes live in constant communion, in a relationship that is at once antagonistic and beneficial. This delicate liaison is altered if the microorganism is associated with anxieties about sex, ethnicity, or the risk of death. Microbes themselves are blind. They know nothing but the need to reproduce, in whatever environment they find themselves. But the life cycle of the diseases they cause rests on the political order of things: the medical advancements that come with understanding the science of contagion, as well as the social dynamics that form our environment.


Medical racism, and the histories of how race and class shape the medical field, are not entirely new subjects for medical historians and science journalists. Black scholars in particular have explored themes such as premature death, as in Dorothy Roberts’s Killing the Black Body, or the separate and unequal medical system in Harriet A. Washington’s Medical Apartheid. In her book, Roberts exposes how the US legal system was discriminatory and negatively impacted African American health. Similarly, Washington offers a historical framework for conceptualizing medical racism. For Washington, “trying to ameliorate African American health without understanding the pertinent history of medical care is like trying to treat a patient without eliciting a thorough medical history: a hazardous, and probably futile, approach.” Racism may not operate in identical ways or produce identical outcomes in every context, but there is an abundance of evidence, across many times and places, for its health effects. Tracing this history is so important precisely so that society can undo these health inequities.


Identity, in itself, does not guarantee that one will become infected with a virus. As the science journalist Linda Villarosa puts it in Under the Skin:




The something that is making Black Americans sicker is not race per se, or the lack of money, education, information, or access to health services that can be tied to being Black in America. It is also not genes or something inherently wrong or inferior about the Black body. The something is racism.





Health and sickness are not just matters of individual choice or the physiology of individual bodies, but a reflection of a society’s history—and its present—and the way its values are embodied in social structures.


In general, health is worsened by physical and mental stress, but a corporeal demise not solely come from within. “Illness is not simply caused by a foreign entity,” physician Rupa Marya and journalist Raj Patel write in their book Inflamed, “it is the body’s response to damage that may or may not be precipitated by that entity.” Marya and Patel show how the many toxins to which the contemporary person is exposed, such as microplastics that cause infertility or pesticides that shorten our lives, injure our bodies in the name of a capitalist system that insists only upon the right to accumulate profit. In a 2022 study in Italy, microplastics were detected in the breast milk of three-quarters of the women who had recently given birth. Most of us cannot escape these effects unless we are part of the ultra-elite. The expensive fitness membership plan cannot erase the exposure to plastics. The wheatgrass spirulina “juice” may not add extra years to your life. Even the medical community, Marya and Patel write, may not save us:




Most doctors—most humans, really—have unwittingly inherited a colonial worldview that emphasizes individual health, disconnecting illness from its social and historical contexts and obscuring our place in the web of life that makes us who we are.





Many factors shape our physical and mental health: where we are born, our social class, educational history, gender, genetic issues, and physical environment. The United States is a particularly harsh place to grow up—life expectancy has fallen by three years since 2020—mostly due to Covid-19, but also the worsening of people’s quality of life. Researchers found that the effect could not only be attributed to the pandemic, but the other factors also included drug overdoses, accidental injuries, and suicide. Many features of the United States that have driven this fall in life expectancies relate to self-harm and coping with a society that provides very little to its citizens, which is unprecedented for a rich nation outside of wartime, including a health system driven by private profit, the closure of public hospitals, the busting of unions that fought for better wages and healthcare plans. These phenomena have manifested themselves in part in a relentless assault on racialized people, particularly those among the impoverished and working class. Their ability to eat well, to take sick days, to rest, to enjoy clean air, to have adequate housing, to access effective preventative medicine—all are diminished. Constrained by poverty, they are more likely to become sick. Captivity and contagion have always been intertwined.


Segregated spaces might be perceived as petri dishes of disease, but they also function as sites of resistance. This book sheds light on how people make space to heal in these medical and political enclaves of necessity. Although places like Little Haiti were scapegoated, as my parents found, they were also an oasis for refugees and their children to speak Creole, share art, and be soothed by the subtropical breeze. Epidemics have been shaped by the history of forced captivity—one that began on the plantation, in medical experimental camps, racial apartheid, and continues in immigration detention centers and prisons. But in each case, those held captive have resisted. They have always made the choice to be free.


In the hypnotic rhythm of infestation, as people worked out the details between preventative and palliative treatment, captivity has at times been a central feature of survival and punishment. This is the main subject of A History of the World in Six Plagues. The main argument of this book is that pandemics start small, grow large due to negligence, and leave rot behind that we generally don’t bother to clean up before the next pandemic arrives. I find that humans seek easy answers in crisis, but in so doing lay the groundwork for far more profound problems later. As a historian of science trained in biology and public health, I analyze those histories with acuity, and as a working-class person of Haitian descent, I approach pandemics with compassion. Our personal identities aren’t enough when it comes to understanding and addressing these issues, but neither is our scholarship, which is why we need both.


Captive Contagions


We all struggle with some form of captivity at some point in our lives. Of course, for a newborn unable to walk and a prisoner of war, confinement looks very different. Some of us find comfort in closed quarters: shielding ourselves from potential predators or protecting ourselves from a natural disaster. Others want nothing more than to escape. Captivity offers a useful prism through which to understand the various actors and agents that shape the paths diseases take, because it can be both a function of illness itself—the loss of freedom that attends serious infection—and part of a state’s response to a new epidemic. Epidemics reveal the true nature of our political commitment to the notion of freedom. If, as the scholar Orlando Patterson noted in his seminal work Freedom, “freedom was generated from the experience of slavery,” then the people who are made captive might be the most invested in a desire for liberation. This might be true at the level of personal autonomy, but also for entire communities.


Whether it is the right to obtain a safe abortion or the ability to access cancer treatment, working-class people and racial minorities face an array of challenges in securing the health services they need. Their struggles have only become more pronounced in the age of Covid-19. It has been devastating, to say the least, to witness in this pandemic the stark inequalities of both the US healthcare system and—in the form of the global vaccination rollout—healthcare around the world. Access to testing, treatment, and protective equipment have been inadequate for so many people, especially essential workers, who in the Global North are disproportionately people of color. The horrors are predictable. Even as we face new epidemics, each plays out an ultimately familiar tale of racial health inequalities, from reproductive health to environmental racism.


Captivity governs how bacteria and viruses coexist with us. The diseases they trigger reflect the social divisions that push some people to the periphery of society: unhoused people, sexual minorities, and racialized people. Some seem intent on forgetting the lessons of history, while others are forever haunted by the pain they cause, the memories that linger. In this way, epidemics help us understand inequalities, and history guides us in understanding the ways that health inequalities operate in pandemics today.


Where We Divide


Early on in the Covid-19 pandemic, the novelist Arundhati Roy wrote:




The tragedy is immediate, real, epic, and unfolding before our eyes. But it isn’t new. It is the wreckage of a train that has been careening down the track for years. Who doesn’t remember the videos of “patient dumping”—sick people, still in their hospital gowns, butt naked, being surreptitiously dumped on street corners? Hospital doors have too often been closed to the less fortunate citizens of the US. It hasn’t mattered how sick they’ve been, or how much they’ve suffered.





Inadequate and unequal healthcare systems long predate Covid-19. Almost everywhere, to be poorer means to be at greater risk, if one has not already fallen out of the healthcare system altogether and into despair. Even the necessary and laudable act of exercising caution out of sympathy for the immunocompromised felt like a choice that was only available to those who had the power and privilege to remain safe. For many ethnic and racial minorities in the Global North—who, like my relatives, did the invisible and dirty work of society—cleaning and cooking and delivering goods—transmission and death rates were disproportionately high.


More than thirty years after my hospitalization in Miami, I live five thousand miles away in Berlin, Germany, where I have made my home. When Covid-19 emerged, I felt a fresh wave of anxiety surface. As countries across the globe went under lockdown, some expressed great hostility toward the restrictions, denying the existence of Covid-19. Others pushed for “Covid Zero” policies, advocating for drastic isolation measures. This was not simply a case of isolating the four-year-old me in a hospital ward, or my parents in Little Haiti—most of the world reckoned with how to contain the contagion. Many of those who survived were left confused, angry, out of work, or suffering long-term health effects. Conspiracy theories floated over social media; anti-Asian discrimination ran rampant, even in Berlin. Activists created mutual aid groups, living situations changed—I moved in with my partner, and have lived with him ever since—and life, as we once knew it, completely changed.


Why did the lockdown leave us so jaded, and how did it manifest in ways that saw humans focus their fears on other people more than the microbes themselves? To understand this, I dug deep into archives, plantation manuals, ad hoc documentaries, interviews, and the work of historians both long-gone and active today.


The effects of a bacterial or viral infection on any given body can be understood at a biological level, and also by how people interpret a disease. Nevertheless, it is a challenge to understand our relationship to a microbe when we are all suffering the aftermath of an epidemic. In practice, it is difficult to come up with clear answers on how to cope with an illness, let alone care for each other. The response of some people to this challenge is to simply adopt a vacuous language of “freedom,” which is often considerably removed from a practice of care—something many have noticed with dangerous, QAnon-type fringe groups.


Early on, during the Covid-19 pandemic, one of my friends was skeptical about the severity of the disease, often citing obscure scientists and dubious data. In discussions with him, I tried to think deeply about his understanding of the disease and work through the growing tension in our friendship. We found we could at least agree on one core value, the importance of bodily autonomy, even if we disagreed on how to achieve it through evidence-based public health policy. This book makes a case for personal sovereignty, but it also recognizes the importance of having solidarity with marginalized people in society. The vital task is to recognize that while these values may sometimes appear to be in conflict, they need not be—but only when we have built a whole society based on an ethic of care and respect for all. Ultimately, these are stories of personal survival, and struggles for safety and health, and against death. They are not primarily a tale of scientists who discovered illnesses or devised new treatments; I try to sit with individuals and communities struggling against disease and confinement and fighting for their humanity.


“Illness is the night-side life,” Susan Sontag remarked, “a more onerous citizenship.” My childhood sickbed will always stay with me, a constant reminder of a confinement that came to symbolize every barrier I subsequently encountered. I recognize versions of myself in the histories that I present here, the people haunted by perennial illness, like Virginia Woolf, or those who are confined to their neighborhood by military occupation, such as residents in West Point, Liberia. I see myself in the activists striving to destigmatize a modern plague and working to find solace in the community, in the resilience of the grassroots political group AIDS Coalition to Unleash Power.


A History of the World in Six Plagues investigates the various lives of diseases, from their development in the infected person’s body through the ways that social or racial categories influence the path of infection, to the large-scale policy responses of states and governments. The book begins with a significant nineteenth-century pandemic—cholera—exploring the international response and its relationships to freedom. I examine how people move in and out of states of illness, and at different times and with different motives have demanded or refused confinement. These social questions are not ancillary to the study of disease but integral to it.


These epidemics are not just isolated case studies; together they tell a history of the world. Studying the plantations, concentration camps, sickbeds, prisons, slums, and private homes brings us to a new understanding of the ways confinement tells us about the world. From cholera to Covid-19, it is impossible to understand who gets sick without thinking about how confinement works. The outbreaks in the early chapters occurred before the development of antibiotics and mass immunization campaigns, with a focus on cholera and maternal mortality on the plantation, sleeping sickness in colonial concentration camps, and the effect of influenza on those who have been bedridden. The second part of the book focuses on the present—in a new era of illness where mass data collection and surveillance have occurred—HIV/AIDS in a prison, Ebola in an African neighborhood, and Covid-19 accounts in the first two years of the pandemic.


Such is the scope of the changes now taking place that I could have gone pretty much anywhere and, with the proper guidance, found signs of them. Understanding these processes requires that we pay special attention to the lasting effects of chattel slavery, colonialism, war, and incarceration—not as bygone abstractions but as perennial marks that continue to shape our health.


Anyone who has lived through the Covid-19 pandemic, let alone those who lost a relative, knows what it is to feel conflicted over the question of confinement. On the one hand, it can be important to separate people when there is a communicable disease outbreak. But on the other hand, social isolation possesses grave danger faced by those who are perennially confined in crowded houses and workplaces. This is an account of the many ways contagion has made people feel disenchanted and dispossessed, but it also explores how captivity might create new communities—especially when people need to form social networks to survive under duress. This book tells the accounts of people who deserved better. It is also a story of redemption, and of the little child in all of us, curled up alone in a huge bed, without her parents, who wants to be healthy and free.









Chapter 1





CONTAGION ON THE PLANTATION




He who has health, has hope. And he who has hope, has everything.


—Proverb


The hold of slavery was what I sought to articulate and convey. The category crisis of human flesh and sentient commodity defined the existence of the enslaved and this predicament of value and fungibility would shadow their descendants, the blackened and the dispossessed.


—Saidiya Hartman





ON A COOL AUTUMN DAY in New Orleans, Dr. Samuel A. Cartwright stood in front of a pulpit, facing a couple dozen learned men. He was an insolent man with an owl-like face, slightly balding, a zaftig body that commanded the room. That day, the air was crisp, a reprieve from southern heat. The sixty-four-year-old man had gained popularity from other southern gentlemen. It’s not certain if he spoke with a staccato rhythm of a preacher or if it was the low hum of a bass singer bellowing with an infectious tempo, but his duties were clear: to deliver a lecture on his theories on the anatomy and physiology about “the negro” race.


On November 30, 1857, several years before the US Civil War, Dr. Samuel A. Cartwright delivered a lecture at the New Orleans Academy of Sciences. As the city of New Orleans grew from 10,000 people in the beginning of the nineteenth century to 100,000 residents in the mid-nineteenth century, the institute was a haven for southern men who wanted to share their expertise in the natural and social sciences. Founded in 1853 by several white physicians, the members were experts in geology, anatomy, and medicine. In some cases, the materials were concerned with structural projects, such as protecting New Orleans from flooding, but in other instances, the professionals who addressed the academy did so to champion the American South’s most lucrative institution: slavery.


During his hour-long speech, Dr. Cartwright offered his theories about the physical differences between the audience and what he referred to as the “prognathous race.” The observers were all white, and the “prognathous race” in question was Black. As a leading physician from Mississippi, Cartwright’s essays, often published in southern medical journals, were replete with rhetoric that claimed there were scientific differences between white and Black people, with the purpose to exculpate chattel slavery. During his speech to his colleagues, Cartwright alleged that Black people in the United States were “healthier, happier and more prolific than in their native Africa—producing, under the white man’s will, a great variety of agricultural products, besides upwards of three millions [sic] of bales of cotton, and three hundred thousand hogsheads of sugar.” He was right to point out the economic value of the enslaved, and their unpaid labor provided the United States with an economic boom, but these people were neither healthy, happy, nor prolific, especially given their captivity. This, of course, mattered little to Cartwright or his audience, their version of science fitting neatly into the hierarchies they wanted to maintain in southern US society.


Black Americans’ subjection to confinement is a story about American physicians’ role in upholding chattel slavery. It is the story about a society riven by the need to keep Black individuals in firmed, and a tale of willful white American ignorance, that thousands of enslaved people, even with fleeting failure, tried to avoid life on the plantation.


Cartwright argued that people of African descent were “primitive” and that the “subordination of the inferior race to the superior is a normal, and not a forced condition.” Given that enslaved Black people were resisting and escaping from plantations throughout the South, Cartwright and his advocates needed a principle to explain why they had a “right” to confine a person in the first place. His reading of biology gave him an inaccurate but favored opinion for many white men who lived in the South. In 1857, near the tail end of US chattel slavery, four million Black people were living in the United States; 90 percent of them were in the American South, and most of them worked against their will on a plantation. As slavery grew, plantation owners depended on the “expertise” of physicians like Dr. Cartwright to counsel them about the health of the enslaved.


For the first half of the nineteenth century, white American enslavers relied on the prescription of physicians to diagnose and treat the enslaved, often leaning on the advice of practicing physicians who used science to justify Black bondage. In his 1832 book, Some Account of the Asiatic Cholera, Dr. Cartwright provided recommendations on how to manage the overall health of cholera victims, including enslaved people living on a plantation. While he attested that preventing cholera meant that slave cabins “should be aired and kept clean,” there was very little action—by enslavers—to put this into practice. For the latter, unsanitary conditions on the plantation meant that disease transmission was rampant.


Despite the opinion of Dr. Cartwright, the slave cabin, both suffocating and densely packed, made it more likely for its inhabitants to be infected with a respiratory disease or recovering from an injury. Given that many lacked access to clean water and nutritious food, their life circumstances were designed for them to feel defeated. How can we understand why Dr. Cartwright’s theories were so popular, even if the circumstances of their lives, not their biology, was the issue that made their existence so perilous? The contradictions of a doctor claiming to provide healthcare to Black people while knowingly expressing disdain for them show how insidious the southern medical institution was. Nevertheless, this was the beginning of modern medicine as we know it. When physicians began to navigate a biological terrain through invasive experiments against the will of marginalized people.


For most of the nineteenth century, the concept of a bacterium or a virus was not part of the medical landscape. Among the enslaved people who lived on a plantation in the American South, there was confusion and fear about the mostly white medical community, particularly because of the alliance they formed with their enslavers. To be a slave in the early nineteenth century was to be damned to cruelties above and beyond even the terrors of servitude. If a person was sick with pneumonia, that individual might not have time to rest. If she was giving birth, she might not have received pain relief. At best, an enslaved person would be given an arsenic compound meant to expel that bilious fever as was the recommendation by southern physicians at the time.


Dr. Cartwright, an anti-contagionist, rejected the claim that diseases were passed from one to another and assumed that illness emerged solely from the environment. He surmised that “whatever may be the cause of Cholera, its history informs us that a damp, confined and impure air gives efficacy to its cause; and want exposure, in temperature, fevers, terror or whatever disturbs the balance of the circulation, gives it subjects.” Given that he assumed cholera emerged from lousy air, his solution to an outbreak entailed removing people from an enclosed space. He later added that if cholera surfaces “on plantations among the negroes, it will be necessary to consider the propriety of removing or scattering them, in order to prevent further attacks, and to mitigate its violence.” Yet this suggestion was rarely implemented.


Another area where the enslaved were vulnerable was their reproductive health. After the United States discontinued importing enslaved Africans in 1808, the primary way that an enslaver produced more bondspeople was through forced reproduction. For most enslavers, Black women—who were often denied a choice about pregnancy—were responsible for birthing a new generation of slaves. The sexual assault of Black women and their lack of access to prenatal care meant they had little autonomy over their bodies. The problem fell outside of whether they became parents; it also meant they were privy to nonconsensual research.


Whether or not they called it an experiment, the act of being an enslaved woman meant that their owners could, without their consent, carry out grim and futile treatments. One planter’s medical companion suggested that pregnant women undergo bleeding with the idea that the body “may be freed of an imaginary redundancy, not recollecting that the process of pregnancy is going on, to employ the interrupted menstrual fluid, to the now essential purpose of affording growth, and support to the increasing womb itself as well as its contents.” These words are striking, precisely because they suggest that dehydrating the pregnant person would lead to a successful birth. In reality, anyone who has been pregnant would know that this would be an excruciating experience, one that would further lead a person to exhaustion. This suggestion was not the only treatment for pregnant women. Thomas Jefferson, in contrast, asserted, “Never bleed a Negro.” This was on the basis that he surmised that treatment for Blacks and whites should be different, a view that Dr. Samuel A. Cartwright also argued. He noted that “the same medical treatment which would benefit or cure a white man would often cure or injure a negro.” The inconsistencies between these nineteenth-century men are not unique. In fact, contemporary scientists often have conflicting viewpoints; however, the basis for Dr. Cartwright and Jefferson’s premise, and ultimately their conclusion, lacks an evidence-based approach or sound logic.


In the early 1840s, an enslaved woman had pain germinating from her abdomen, having experienced constipation for several months. When William Patterson, her enslaver, and resident of Bryan County, Georgia, asked for the assistance of Dr. Stephen Harris, he prescribed the woman five grams of iodide of potassium. Several days later, the woman died. Her passing, in itself, was a tragedy, but what proceeded was that Dr. Harris conducted an autopsy on her reproductive organs, not by asking for the permission from her family, but from Mr. Patterson, the man who claimed ownership over her body. Overall, very little was done to ensure Black women’s comfort and viability when they were alive, or their privacy when they were deceased.


Woven in a patchwork of remedial recipes executed in an unequal system, “plantation medicine” was the rubric southern physicians and enslavers embraced to sustain captivity. Those, like Cartwright, who advocated for “plantation medicine” undermined the health of all Black people who were held captive, even if the medical policies were seemingly “rational” for the time. Then and in practice, their actions and reagents were, at best, ineffective and, in some cases, outright hazardous. For example, Cartwright’s recommendation for treating cholera was “an emetic of Ipecac, with a small bloodletting.” What we know about ipecac today is that it induces vomiting and bloodletting has been largely abandoned by most Western physicians given its potential harm to patients. The lurid mythos that Black people were not meant to be free—on account of white enslavers and doctors—meant that when Black people were subjected to outbreaks such as cholera or susceptibility to maternal mortality—they had little to no treatment to cure their ills.


If the enslaved appeared physically weak or emotionally drained, it was not because of some “inherent” biological circumstance that was attributed to their skin color—instead, it had to do with the condition of confinement that made them more vulnerable to disability and mortality. Enslavement meant that they were more likely to be exposed to occupational injuries such as heat exhaustion and physical impairment. They were often overworked and underfed.


In developing a medical practice intended for captive people, contemporary social scientists argue that there is little denying how the state of the enslaved fueled mental and physical maladies. Historian and political theorist Achille Mbembe evinces that Western democracies facilitated the technologies of colonialism that denigrated the body through brutality, a mortifying reality wherein the everyday violence of chattel slavery created the conditions of making the enslaved more susceptible to illness. In their book Cabin, Quarter, Plantation, Clifton Ellis and Rebecca Ginsburg assert that enslaved people exercised power by learning the inner workings of the southern landscape and subsequently relying on their knowledge of the woods, fields, and trails to support their escape. They highlight how spaces of confinement, which were framed by their enslavement, and them being stowed away in an interior space, mentally and physically compromised enslaved people.


Plantation medicine’s focus was neither to help nor to cure the enslaved. Overall, the medical manuals published by physicians such as Cartwright often provided detailed accounts of their crude experiments and baseless theories. Plantation manuals served as a guide for enslavers and working-class white people who lacked access to a hospital. There was no monopoly on a single medical plan for the enslaved, but what is clear from these texts is that slaves—especially Black women—had little input about the treatment they would receive. For their enslavers and the medical men they employed, they conjured their version of race science.


Plantation medicine was not neutral; it was a way to reify differences. Enslavers even took it upon themselves at times to read medical literature rather than get a professional’s direct help. Reminiscent of recent history, where some U.S.-based Americans championed self-administering ivermectin for Covid-19, some enslavers believed castor oil and bloodletting could cure anything. As historian Rana Hogarth noted, enslavers invested in plantation medical science and a constellation of ad hoc medical practices, which “became an essential component to the development of the medical profession in the Americas,” leading to what she refers to as the medicalization of Blackness. Hogarth argues that these theories served as a basis for widespread claims of biological distinction between the races, which, in some cases, hold space today.


Say nothing of the dread of being ill while tending to a tobacco field, sitting in a makeshift and poorly insulated shed after a day’s work. Of the physical ailments that bud with other enslaved folk in the cabin. Of the fragile bond between the body and mind and not knowing when and how this would all end. The gap between the living condition of the enslaved and the alleged promise to cure by the plantation medical manuals was pronounced when enslaved Black women had premature births or the enslaved were poisoned by their masters with reagents that were alleged to treat them. Plantation medicine was a means to further establish a social hierarchy, under the guise of science. Doctors had the power to subside a disease or prevent death, when infectious diseases ravaged a plantation.


Cholera on the Plantation


At the beginning of the nineteenth century, nearly 40 percent of white families in Georgia owned slaves. Most of their captives were African American, who lived in the highly fertile land in the hinterland of the state, and the remainder of them lived on plantations along the Atlantic coast. Their geographical position wasn’t what mattered, rather it was their economic value. Given that over 400,000 people (44 percent of the state’s population) were enslaved, the state was deeply wedded to maintaining slavery. In material terms, enslaved people contributed more than $400 million to the state’s economy—without being compensated. By the eve of the US Civil War, slavery accounted for half of the state’s wealth. The economic significance of slavery to Georgia’s economy and, in some cases, the death of bondspeople, especially during an outbreak, compelled some enslavers to intervene and try to improve their health. Some enslavers left tills about the costs, loss, and profit margins of their slaves; however, some chose to provide social spectrums of their lives. Louis Manigault, a Georgia man who owned several plantations, kept extensive records about his plantations.


Adjacent to the Savannah River, the Gowrie Plantation had, on average, one hundred enslaved people living on the grounds. Most of the Black captives resided in a cabin which contained at least four people in an eighteen-by-eighteen-foot single room. Often, these people were unrelated; in some cases, they could be moved to another one of Louis Manigault’s plantations. The Gowrie Plantation, located in southern Georgia, was one of the most profitable plantations of the region, precisely because of the brutality of enslavement. Dozens of Black women, men, and children toiled and produced rice crops on nearly seven hundred acres on Gowrie Plantation, often with the heavy pressure of the overseers and managers. Louis Manigault, the owner, boasted that “the truth is on a plantation, to attend to things properly requires both master and overseer.” In the thickly cultivated fields of the South, the overseers served as an arbiter of mutinous toil. They would sweep through the fields, observing, commenting, and in some cases whipping the enslaved who failed to work at a quick pace. The fear of retribution (or being the direct target of physical assault) was part of how the plantation sustained subjugation.


Throughout his life, Manigault never worried about money, given how much land and how many people he owned. Louis Manigault inherited three plantations: Silk Hope, Gowrie, and East Hermitage. Of these, the Gowrie Plantation was the most grisly. Between 1847 and 1854, about 90 percent of the children on the Gowrie Plantation died before they reached the age of sixteen—a number that does not account for stillbirths or miscarriage. In some cases, their deaths were worth more than their lives. During this period, some enslavers insured their slaves in case of unforeseen injury or death. The Manigault family could receive as much as $44,000—the value in 2022—if one of their slaves died. The commercial examination of Black life casts a chill, a sense that some people could have more value in death than they did alive.


In the fall of 1854, dozens of the enslaved people on the Gowrie Plantation suddenly grew tired. Some of them expressed abdominal discomforts, others suffered from incessant diarrhea. Unable to work, many of them were bedridden from cholera. Louis Manigault wrote to his father about the people who died at the Gowrie Plantation:




Here they are in the order in which they died. —Hester, Flora, Cain, George, Sam, Eve, Cuffy, Will, Amos, Ellen, Rebecca, —Eleven from Cholera, and two Children viz.: Francis and Jane not from Cholera. —In all Thirteen names no longer on the Plantation Books.





These names document a tragedy, but for Manigault, the plantation manual was a till where he listed his sentient property. These deaths were not an aberration. Between 1852 and 1859, at the height of the third cholera pandemic, hundreds of thousands of people in Asia, Europe, North America, and Africa died from cholera. Most of these transmissions were rampant in cities such as New York City or London, in the working-class districts of industrial centers. But for the enslaved at the Gowrie Plantation, cholera was another scourge in the Georgia landscape.


When another cholera outbreak occurred in May 1856, Manigault was even more agitated. “Considering the immense losses we have experienced during the past three years, the Cholera having off in 1852 and 1854 many of our very best hands, a destructive freshet visiting us in August 1852, just in the midst of harvest.” In this moment, what mattered most for Manigault was maintaining a profit, which was something he was easily able to sustain. In 1861, at the beginning of the US Civil War, the Gowrie Plantation was worth $266,000, a value that reveals that even during a political conflict he faced little adversity.


Manigault’s manual served many purposes, but one of its main concerns was to provide an apt, but unsettling, portrait of the cost of being a slave. His guidebook also reveals the level of organization required to keep a person captive from the perspective of an enslaver. Compiled between the 1850s and 1870s, his notes include information on plantation life, rice cultivation, market conditions, and enslaved people (and later sharecroppers after the Civil War). The manual expressed all the ways Black captives’ lives were cut short not just through arduous labor but contagion on the plantation. For many nonliterate enslaved people, proof of life appeared in plantation manuals, sale records, and broadside ads asking for their reward. They lived in congested quarters and worked until exhaustion, so the bodily damage probably felt like hell on earth when they were infected with cholera.


For those infirmed with cholera, the experience of the illness looked like this: It took a grip on their body, becoming more prominent than life but at once also stirring one’s strength. Slightly rumpled, a cholera sufferer might suffer from lethargy and dehydration, given how briskly liquid and solids would be expelled from their body. They might endure vomiting, muscle cramps, sunken eyes, wrinkled skin, ruptured capillaries, and, if left untreated, death. The disease’s essence extended far beyond the body. As the author Susan Sontag tells us, “Cholera is the kind of fatality that, in retrospect, has simplified a complex self, reducing it to [a] sick environment.” For the enslaved people of the Gowrie Plantation, the densely packed cabins were a recipe for mortality.


Water played a significant role in how cholera was managed on the plantation, which was further evidence of how confinement—in an unsanitary facility—was a breeding ground for cholera. Contaminated water—which could be vaulted in a well—was a medium that fueled cholera’s carnage. Yet, cholera can also be contracted by ingesting food sullied by excrement that harbors the bacteria. The lack of proper sanitation for Black captives on the plantation occurred because their enslavers didn’t think they were worthy of adequate disease management.


The deaths from cholera were not exceptional and even by admission of the enslaver, were due to the unhygienic housing conditions. But these deaths were amplified by the abominable mold that multiplied on the windowsills of the slave cabin. With Louis Manigault noting, “Everything is nasty & dirty about the [slave] settlement … we have no more time now for this year to white wash & all now remain dirty & dingy until next year … everything is covered with the freshest sediment & the fields ‘Stink’!” Although he recognized and had the power to address the problem, he did little to improve the structural environment, which could have limited the spread of cholera and other infectious diseases.


At times, Manigault remarked—with a patronizing tone—about his alleged fondness for some of the enslaved men on his plantation. Though he rarely uttered positive remarks about the enslaved, he expressed sanguine comments about the ones he had direct contact with, including Jack, another enslaved person who was his “old play mate.” In the American South, enslavers sometimes mentioned their enslaved as an extension of their family, even though Black people were rarely given the same rights as white Americans. Manigault’s papers leave no impression of whom the enslaved loved or what moved them. For Manigault some of the Black men were attractive and amicable; they were made available to him. One enslaved man, Stafford, was described by Manigault as “the finest looking Negro I ever saw.” But I was curious: Did Stafford and Jack have indulgent memories of him? Manigault’s fondness for Jack and Stafford was limited, given that he believed that “the only suitable occupation for the Negro is to be a Laborer of the Earth, and to work as a field Hand upon a well-disciplined plantation.” This does not mean that they were respected, per se, rather, that the enslaved person was only useful so long as they “behaved” according to the enslaver’s will. They tried to find any reason to justify this way of life, even if it meant concocting “remedies” that would provide basic therapy, but not question the institution that made their captives sick in the first place.


The professed fondness that Manigault expressed about Stafford materialized into his attempt to treat the man for cholera. In 1852, Manigault set aside an herbal regimen for Stafford. The mixture included: twenty grams of calomel and two grams of opium into a powder. According to his records, the dosage was given every two hours, followed by castor oil six hours after the last dose. The fact that the prescription was specifically assigned to Stafford suggests that the enslaver wanted to alleviate his symptoms, possibly to minimize the loss of his property, but most likely to ensure that there was an additional stalwart hand to pick the harvest. But given the physiological portent of the two compounds—calomel and opium—the reagent was unlikely to work. The former is a metabolic poison that, in high doses, can kill a person. Today it is used as an insecticide. The latter is commonly prescribed to relieve pain, though it is highly addictive. It is unclear whether Stafford consented to the medication or if the reagent provided temporary relief. What is certain is that Stafford died soon after the alleged treatment.


On the surface, it looked as if Manigault “cared” for Stafford and other enslaved people who were provided cholera treatment. But given the ingredients, it most likely triggered side effects such as vomiting or even death. What cannot be lost is that Stafford was living in a confined place, a section of the plantation in Manigault’s property. What Manigault’s manual reveals is an inexpressible silence, the gaping hole in Stafford’s narrative. He doesn’t furnish any lurid details about Stafford’s childhood memories, decaying body, or how he drifted closer to expiration. The recognition of Stafford’s life, illness, and eventual demise is mediated by the person who made him captive. Encasement was not the only pre-existing condition that led to death from this epidemic. Cholera’s wrath was global.


During the nineteenth century, the battle to fight cholera was asymmetrical. Cholera marked life and death in mid-nineteenth-century America; for example, there were 40,000 reported cholera deaths in June 1850 alone. Well into the middle of the third wave of the cholera pandemic in the nineteenth century (1846–1860), two US presidents perished from the disease. President James K. Polk died of cholera morbus in 1849, and his successor, Zachary Taylor, died one year later. Although the presidential deaths revealed that even elite people could die from the disease, the power to confine oneself and have access to proper sanitation—unlike on a plantation—improved one’s chances of avoiding and surviving the outbreak.


In the American South, cholera struck with unsparing precision, though how death was recorded was dependent on one’s status and access to freedom. We know about the death of some enslaved people—such as those living in forced captivity at Gowrie Plantation—because their enslavers saw a financial reason to account for their death. (Given that it was illegal to instruct a slave on how to read or write, most could not document their lives through text.) While elite and free persons had their death recorded in state mortality records, enslaved people were listed in the census by their enslaver, not as their individual selves.


Many scientists seek to mark their place in history. Some do so out of hubris, others do it to save sections of humanity. By the middle of the nineteenth century, scientists were on a race to find the cure and adequate treatment for cholera: Their approach was to isolate the infected and observe the biological entities that made them different. Like many ambitious anatomists, Filippo Pacini tried to find the cause of cholera. Trained in medicine in Italy, he spent the early part of his career studying the human nervous system. While he was a professor at the university of Florence, the cholera epidemic struck in 1854. Pacini belonged to a minority of physicians who had access to living cholera victims and cholera-ridden corpses, so he redirected his attention to investigating the infectious disease. After collecting the fecal matter of several patients, he concluded that a microbial agent, of the genus Vibrio, caused cholera. Although his research went virtually undetected by non-Italian scientists for several decades, other scientists provided sweeping public health interventions to mitigate cholera’s transmission. Outside of the plantation, emerging scientific theories impacted the ways scientists responded to disease management in cities. A phenomenon which was scant in the countryside.
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