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To my fellow physicians and their patients



INTRODUCTION


HEALTH CARE AFFECTS the lives of all Americans, yet few understand how the system came to be. The nation certainly was not founded with today’s modern arrangement in place—the dizzying network of physicians, hospitals, clinics, insurance companies, and pharmaceutical firms, to name a few. For much of the country’s history, doctors were solitary practitioners who followed the untested theories of their mentors, tried to gain respect through professionalization, and vigorously defended themselves against external change. These men (and women, eventually), whose bold innovations helped to meld scientific advancement with clinical care, would expand the possibilities of medical treatment for patients throughout the world. Seeking the Cure tells their story. It is a story of medicine, but it is also a story of America.

Fitting this tale into a single, accessible volume has always been difficult. On the one hand, medical history often progresses with discrete breakthroughs, from the introduction of inoculation for smallpox in early-eighteenth-century Boston to the first cardiac surgery using a heart-lung machine two hundred and thirty-two years later in Philadelphia. Each of these discoveries is a story in itself, the tale of a doctor or team of doctors conquering the medical unknown. On the other hand, medical history also moves in gradual, almost imperceptible steps. The growth of medical schools and the ascendance of hospitals, for example, are changes that took centuries to achieve, yet there are few watershed moments that show such evolution. Neither narrative—the discrete or the gradual—is complete without the other.

Seeking the Cure weaves together these two braids of medical history to tell a fascinating chronicle. The steady sociological changes in medicine (the process of professionalization with its side issues of credentialing, education, licensing, standardization, and the rise of the medical-industrial complex) form a backdrop against which astonishing scientific discoveries (transformations in treatments and techniques) are grafted. Thus, the reader is able to understand how the shaping of the profession impacted medical achievements, and vice versa. Such parallels in the science and sociology of medicine appear repeatedly, and this two-pronged discussion best conveys the complexity and richness of the history of medicine in America.

But medicine is not a universe unto itself. It is neither a closed kingdom nor the province of physicians alone. The changes and discoveries within the profession also occurred (and continue to occur) as part of the broader fabric of American life. For example, the fact that the earliest efforts to unite the colonies went hand in hand with the first attempts to unify doctors or that American medicine rose to international preeminence around the same time the nation emerged as a superpower in world affairs was not serendipitous. The evolution of American medicine has often closely mirrored the nation’s history. To explain these parallels, Seeking the Cure intersperses the story of medicine with the economic, political, and social issues of the country as a whole. Putting medical events in a wider historical context allows readers to better situate themselves within the sweep of the narrative. The doctors are center stage, but the theater in which they are initially performing is America, and later the world.

In this respect, it should be stressed that the book is written for as wide an audience as possible. The work is purposefully free of medical jargon, and when technical terminology is used it is explained in plain English. The hope is that Seeking the Cure will be entertaining and educational for the lay reader, the medical professional, and the policy maker, as all three have something to gain by understanding medical history. For the lay reader, the book serves to provide a sophisticated understanding of clinical care that will lessen the anxiety of being a patient. For the physician, it lends perspective to their clinical performance while distinguishing fact from fiction and hero from villain. For the policy maker, it informs the decisions that will shape the future of health care.

At the same time, Seeking the Cure is intended to be a work of revelatory history, specifically one about medical practice, its practitioners, and the professionalization of medicine as a discipline, and not brash policy. No book can be entirely free of bias, but I have attempted to limit this distorting lens and to tell medical history as clearly, concisely, and vividly as possible. There are no critiques of current strategies nor suggestions for future ones. Instead, Seeking the Cure emphasizes the events of medicine within the full tapestry of the American experience.

To the extent that my own perspective shapes the narrative, it is perhaps most evident in the selection of stories that are featured. It would be wonderful to give lengthy coverage to every medical discovery, every research breakthrough, every professional development, but that would require a multivolume tome. And such a work would be less accessible. For example, late-twentieth-century medicine, which chapters 9 and 10 address broadly, becomes so complex that no sweeping work of American medical history can give adequate treatment to all its facets. The book, consequently, makes little reference to essential, but particularized, phenomena, such as the rise of human experimentation, the right-to-die debate, bioethics, AIDS, other potentially fatal infectious diseases, and the growth of patient activism. Similarly, at times there were multiple events that convey important developments in American medicine, but to tell them all would become distracting. Chapter 8, for instance, which considers racism and segregation in medicine, might have substituted the World War II era tale of Charles Drew, a renowned African-American physician whose medical research led to innovations in the use of blood, with the story of the Tuskagee syphilis study, when doctors intentionally permitted impoverished African-American sharecroppers to suffer from the disease even though by the mid-1940s it was known that penicillin was a cheap and effective cure. Some might argue that my approach results in cursory summarizations or exclusions, but Seeking the Cure is not aimed to cover every significant event in America’s medical past, nor praise all famous physicians, nor relate the history of each specialty. The personalities and advances that are highlighted are the ones that struck me as most illustrative, important, or, occasionally, simply fascinating. Collectively, they provide a captivating story, even if certain details are spared.

I will, however, confess to having a bias toward events in surgery. After all, I am a general surgeon. But in my defense, I offer the words of Henry Bigelow. He was a faculty member at Harvard’s medical school over a century ago and speculated on the differing interest in the progress of surgery versus medicine. “Why is the amphitheater crowded to the roof on the occasion of some great operation, while the silent working of some drug excites little comment? Mark the hushed breath, the fearful intensity of silence, when the blade pierces the tissues, and the blood wells up to the surface. Animal sense is always fascinated by the presence of animal suffering.”

I have devoted my professional life to medicine, both as a physician and an author. I hope that my dual perspective on the subject (the combining of contemporary historical scholarship with a doctor’s skills at the bedside and in the operating room) proves useful in the retelling. Traditional historians when tackling the material, often quite ably, are still hampered by their outsider status.

Medicine is a quasi-religious, mystical craft that almost no one can avoid encountering over the course of a life. The nonphysician often wants to peer into this mysterious realm, but must do so through closed fingers. It is to better understand medicine’s ability to provoke fascination and fear, to serve as a mirror into our lives, that Seeking the Cure looks behind medicine’s closed curtain and, I hope, provides the reader with a fundamental grasp of its history in America.



Part I

RISE OF AN INDEPENDENT PROFESSION
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COLONIAL MEDICINE



Inoculation at Any Cost

ZABDIEL BOYLSTON, ONE of Boston’s most distinguished physicians, cowered in a hidden passageway inside his home. Outside, a rabble of angry townspeople demanded that he be lynched. They had gathered there after searching for the doctor throughout the city for several days and nights while flaunting a hangman’s noose as their flag. It was midsummer 1721 and Boston, a city of almost twelve thousand people, was suffering a devastating smallpox epidemic. Nearly half of the city’s inhabitants would contract the illness and one in fourteen would die.

The mob had targeted Boylston for attempting the medical unknown. He had taken pus and scabs from the pocks of a patient with active smallpox and placed the putrid material beneath a small cut in the skin of healthy individuals, including several family slaves and his six-year-old son. Boylston intended to induce a mild form of smallpox in these patients, who would, he hoped, recover and be protected against the more severe attacks and possible death that resulted from contracting the illness naturally. “I resolv’d to carry it on for the saving of Lives,” he would later write, “not regarding any, or all the Menaces and Opposition that were made against it.”1 This rudimentary inoculation was untried and risky, even without the mob’s threats.

The physician and his family feared for their lives with good reason. Boylston’s neighbors believed that he was a killer who would expand the disease’s toll. “To spread a mortal Contagion, What is it but to cast abroad Arrows and Death?” stated one outraged citizen. “If a man should willfully bring infection from a person sick of a deadly and contagious Disease, into a place of Health; is not the mischief as great?”2 Secreted for fourteen days, the doctor and his kin survived not only the mob’s intimidations but a dud hand grenade thrown into the house’s parlor. So terrified was Boylston that for several weeks after the mob attack subsided he visited his patients only at night and in wigged disguise.

Boylston could do little to calm the raging fears but wait for the passage of time to prove his medical claims. The city’s selectmen scolded him, his fellow physicians labeled him unscrupulous, and vituperative journalists described him as a mass murderer. A weak-willed man might not have persevered, but the forty-one-year-old Boylston was no ordinary doctor, nor easily bullied. His earliest biographer said he possessed “a strong and reflecting mind, and acute discernment,” leading a life of “unimpeached integrity.”3 Unlike other practitioners who were less educated and poorly trained, the bold and stubborn Boylston never shied away from undertaking difficult medical cases. He had a reputation for performing virtuoso feats of surgery long before the inoculation crisis—in 1707, he had extracted an egg-sized stone from the urinary bladder of a thirteen-year-old boy, and a decade later, in the presence of clergy and other spectators, Boylston had removed a woman’s breast for the “repeated bleeding, growth & stench”4 of cancer.


Cotton Mather and Smallpox

Smallpox and other epidemics, such as diphtheria, dysentery, influenza, measles, scarlet fever, and yellow fever, were the colonialists’ persistent nightmare. Medical anthropologists believe that the small pox (or variola)—differentiated from the large pox (or syphilis)—was introduced into Europe around AD 500 by nomadic Saracen tribes from the east. Europeans subsequently brought it to the new world, where it ravaged native populations. Smallpox first reached New England in the early 1600s and continued to plague the colonialists every dozen or so years. The disease easily provoked panic due to its gruesome sequelae: “Purple spots, convulsion fits, bloody urine, violent inflammations in the eyes, throat, and other parts,” according to Boylston. “In some, the pock runs into blisters, and the skin stripping off, leaves the flesh raw, like creatures flea’d [flayed]. Some have a burning, others a smarting pain, as if in the fire, or scalded with boiling water.”5

With no knowledge of virology or pharmacology (smallpox is caused by the double-stranded, DNA-rich variola virus), the colonials could only curb smallpox’s spread with strict isolation procedures. A Massachusetts statute even stipulated that all smallpox sufferers should be separated from the healthy population in designated “pox” houses.

As the 1721 smallpox epidemic wore on, news of Boylston’s radical smallpox experiments panicked Bostonians, convinced that isolation was the only solution and that other approaches, especially inoculation, would worsen the plague. Then, the city’s renowned firebrand preacher, Cotton Mather, publicly declared his support of Boylston’s efforts, something few had anticipated.

The fifty-eight-year-old, Harvard-educated Mather, the controversial pastor of the city’s original Congregationalist North Church, was a prominent public figure and Boston’s “keeper of the Puritan conscience.”6 Mather influenced both spiritual and secular matters, from his youthful persecution of witches to a middle-aged enthusiasm for medical and public health improvements. He advocated Bible societies, the education of slaves, religious missionary work, and temperance. He also helped organize a college in New Haven, Connecticut, and suggested that it be named after the major benefactor, Elihu Yale. In addition to all of this, Mather was, according to one historian, “the most original medical thinker in the colonial period.”7 He was, among other things, one of the first to realize the cyclical nature of smallpox epidemics.

While Mather’s curiosity and intellect were rare, his interest in medicine was fairly common for a clergyman in the colonies. Minister-physicians, as they were known, continued a clerical tradition common to England and compounded by a paucity of decent healers in the new world. America’s preachers, the colonies’ best-educated and most well-read individuals, found that their book knowledge of medicine provided an effective way to establish rapport with congregants and the general public. Since religion and medicine had been interwoven for centuries, especially through the view that illness was the work of the devil and punishment for religious transgressions, it was de rigueur for colonial clergymen to attend to their flocks’ medical needs as part of pastoral care.

During the early 1720s, Mather had read a series of articles in the Royal Society of London’s Philosophical Transactions detailing a little-known Asian and Middle Eastern folk medicine practice of inoculation for smallpox. It appeared from eyewitness accounts that when a person acquired smallpox through inoculation, the resulting illness was less deadly than a natural case. In fact, inoculation, the eighteenth-century version of modern vaccination (there was no word for immunization or immunity in that era’s scientific lexicon), caused a case of genuine smallpox, but one considerably milder than smallpox contracted at random. Those who received inoculation were as resistant to subsequent smallpox outbreaks as those who had acquired it naturally, despite the attenuated nature of the induced illness.

The commonsense medical approach of this technique intrigued Mather, who, realizing the severity of the current smallpox epidemic, decided to recommend the immediate use of inoculation to Boston’s physicians. “The practice of conveying and suffering the Small-pox by Inoculation, has never been used in America, nor indeed in our nation,” Mather wrote in his diary. “But how many Lives might be saved by it, if it were practised?”8

The reaction of Boston’s approximately dozen physicians was contemptuous at best. Two of them united in violent opposition to the proposal, denouncing it as similar to introducing the plague in Europe. They declared that any attempt to put inoculation into effect would be “no less criminal than murder.”9 Dozens of pamphlets and broadsides were published in a back-and-forth war of words. The dispute became a cause célébre as the newspapers of the day teemed with accusations and character attacks.

Mather made a personal plea to Boylston, the one physician who he believed would support his radical idea. “You are many ways endeared to me,” wrote the preacher, “but by nothing more than the very much good which a gracious God employs you and honors you to do to a miserable world.”10 Mather argued that, with an ongoing epidemic, inoculation should start as soon as possible. An unhesitant Boylston, whose face bore the undulating scars of a childhood case of smallpox, agreed. Two days later, inoculation, and threats to Boylston’s life, commenced.


The Great Inoculator

By mid-July, Boylston had successfully treated ten individuals and announced his results in the Boston Gazette (colonial newspapers functioned as modern medical journals and were filled with the latest clinical reports as well as advertisements for physicians’ services, textbooks, and drugs). He cautioned his critics that he was not afraid of their rage. “I have patiently born with abundance of Clamour and Ralary [raillery], for beginning a new Practice here (for the Good of the Publick), which comes well Recommended, from Gentlemen of Figure & Learning, and which well agrees to Reason,”11 insisted a determined Boylston. He was so intent that he inoculated an additional seventeen people in August, thirty-one in September, eighteen in October, and in November, at the height of the epidemic, one hundred and three. Shuttling between Boston, Cambridge, and Roxbury, performing up to a dozen inoculations a day, Boylston found that the better-educated townspeople sought his help while the uninformed masses, as well as most of the city’s physicians, feared it.

Boylston pleaded with the other doctors to visit his patients and judge his results. Rather than accepting this offer, Boylston’s critics only intensified their scolding, accusing him of malpractice and murder. The incensed physicians spread their invective in the New England Courant, a newspaper published by James Franklin and his teenaged apprentice, his brother Benjamin. They argued that Boylston’s action was imprudent. It would widen the spread of smallpox and worsen the social upheavals brought about by the current epidemic. Commerce and daily business would be halted, and Boston would be an unlivable city under medical siege with no food or other necessities brought in.

The hullabaloo intensified, and as physicians realized the resolve of Mather and Boylston, they appealed directly to the town authorities to stop the inoculation madness. These local selectmen reprimanded and legally threatened Boylston, who was repeatedly summoned before their public tribunals. Out of blind fear, they attacked and abused Mather as well. “They rave, they rail, they blaspheme; they talk not only like Idiots but also like Franticks,” observed Mather. “I am an object of their Fury; their furious Obloquies and Invectives.”12

In November, popular resentment, simmering since the attempted lynching of Boylston in the summer, came to a head again when someone tried to assassinate Mather. The attacker threw a bomb through Mather’s window, but it failed to explode. The assailant had tied a chilling message around the device: “COTTON MATHER, You Dog, Dam you: I’ll inoculate you with this, with a Pox to you.”13 The attempted murder became the talk of the town and the courts offered a large monetary reward to find the perpetrator, but the case was never solved.

By winter 1721–22, the smallpox scourge had ended and confirmed the assumptions of Boylston and Mather. Of the approximately 5,800 Bostonians who contracted the disease naturally, about 850 died, a death rate of almost 15 percent. The remainder of the city’s 6,200 citizens had been presumably exposed to smallpox in prior outbreaks and survived unscathed. Of the 247 people that Boylston inoculated, only six died, a death rate of less than 3 percent. Not only were deaths reduced, but the artificial smallpox attack was mild in character. “They found ease and sweetness, and lay praising God on their beds, or rather sat up in their chairs to do so,” said one contemporary observer about Boylston’s patients. “Their tongues were filled with laughter, and ours with thanksgiving on their account when we went to see ’em. We saw them recover fast.”14 To deliberately permit oneself to be infected with smallpox, however, was a terrifying decision plagued by the possibility of death or disfigurement. And in the eighteenth century, there was no obvious reason (nor has one been found in the twenty-first century) as to why smallpox acquired through inoculation should somehow be different from the disease that was contracted by chance. Yet the inexplicable worked!

Unique circumstances and a fair bit of luck—if such a thing can be found during a smallpox epidemic—facilitated Boylston’s success. There is little doubt that inoculation, contrasted with present-day vaccinations, could have further spread an epidemic. His critics were correct when they demanded that inoculated patients, despite having only the mild form of smallpox, be isolated. Boylston’s good fortune was that the epidemic of 1721 was so severe and spread so quickly that the overwhelming number of individuals who naturally contracted the disease left few for the inoculated to cross-infect. Boylston again aroused public apprehension when, in the absence of an ongoing epidemic, he resumed his experiments in spring 1722. Once more, Boston authorities demanded that the newly inoculated be secluded from other citizens or Boylston’s experiments would be stopped.

In view of the continuing controversies, it almost seemed expected and welcomed when a year later, in mid-1723, Boylston suddenly uprooted his family and left for London. Members of the Royal Society of London had invited him to present his experience with inoculation. London’s physicians were eager to hear about his therapeutic encounters, as he was billed as the inoculator with the largest individual know-how in the Western world. He received numerous honors, including a lectureship before the Royal College of Physicians and membership in the Royal Society. But there was a more intriguing reason behind his visit. Boylston family lore suggested that England’s King George I ordered the invitation with the intent that the colonial physician inoculate the royals. Boylston quickly became a medical celebrity in London who, according to a contemporary account, “received the most flattering attentions and friendship of some of the most distinguished characters of the nation.”15

While abroad, Boylston also authored a small volume that became the chief American contribution to the world of medicine prior to the mid-nineteenth century, An Historical Account of the Small-Pox Inoculated in New England, Upon All Sorts of Persons, Whites, Blacks, and of All Ages and Constitutions. The book, an explication of Boylston’s inoculation technique and clinical records, meticulously described patients and offered technical explanations and detailed statistical tables. He dedicated it to George I’s daughter-in-law, Caroline, the Princess of Wales and wife of the soon-to-be George II: “The countenance which your royal highness hath given to the practice of inoculation, is a noble instance of your royal highness’s superior judgment and parental tenderness; and the success with which it hath been attended in your royal family, is alone sufficient to recommend it to the world.”16

With his business completed, Boylston departed London a wealthy man, supposedly remunerated one thousand gold guineas by the king. Boylston’s biographer was careful to note that “he returned home with ample funds to enable him to retire from professional business.”17 Accorded acclaim upon his arrival back in Boston, Boylston was given the epithet “The Great Inoculator.” He enjoyed the role of a well-to-do colonial physician and gentleman farmer for the remaining forty years of his life, celebrated by English followers and grudgingly admired by American adversaries. Although it took time for Boylston to earn his peers’ admiration, his career and accomplishments were defined by a willingness to challenge conventional wisdom, a go-it-alone mind-set that appears repeatedly in moments of discovery and innovation throughout the history of American medicine.


“Doctor” Benjamin Franklin

Despite lower death rates for the inoculated versus the naturally infected, the practice of inoculation remained restricted and unpopular in the colonies. It would take several decades to spread from New England to New York, Philadelphia, Baltimore, and Charleston. The idea of inoculation was vigorously debated during these years, with one unexpected advocate taking a central role in the discussions, the up-and-coming Benjamin Franklin.

To the well-known image of Franklin as philanthropist, politician, scientist, statesman, writer, and womanizer should be added the honorary title of physician. He invented spectacles, devised a urinary catheter, observed that exposure to lead caused sickness, explored the use of electricity as medical therapy, and advised vigorous daily exercise to maintain one’s health. Franklin’s friends recognized his lifelong interest in medical problems by frequently referring to him as “doctor.”

Franklin was involved in the inoculation fracas at a relatively early age and became a staunch advocate of the practice. In the spring of 1730, while still in his midtwenties, he informed readers of his Pennsylvania Gazette about the virtues of the procedure (this was in direct contrast to his older brother, who continued as an anti-inoculationist) and how it could mitigate the consequences of a smallpox epidemic. In 1736, when Franklin’s son died from naturally acquired smallpox (the infant had not been inoculated due to his age), Franklin immediately published a public letter in the Gazette to dispel rumors that the child succumbed to an inoculation gone awry. A decade later, Franklin made certain that his daughter was preventively inoculated as early in her life as possible. When Franklin was sent to London in 1757 as an official representative of the Pennsylvania Assembly, he campaigned vigorously for inoculations in Europe, particularly for the poor, and even wrote the preface for a physician friend’s widely distributed pro-inoculation pamphlet. He then dispatched fifteen hundred copies of the leaflet to American doctors and leading public officials.

But there were other, personal reasons for Franklin’s commitment. As a young man, he had met Boylston while living in London and working as a compositor in a printer’s shop. Franklin had been, in his words, “reduced to the greatest distress, a youth without money, friends, or counsel.” He turned to Boylston, the most lauded of American celebrities in the city, who acted as a surrogate parent. Boylston provided monetary support and fatherly advice. “I was saved from the abyss of destruction,”18 Franklin told a grandnephew. Later on, Franklin, who admired and believed in Boylston’s use of medical statistics, sent the numbers to friends and family members, expecting them to spread the word. He rarely revealed to these individuals the personal gratitude he owed Boylston.

Franklin’s unparalleled renown bolstered support for inoculation in a way that no doctor, even one as famous as Boylston, could. His enthusiasm had wide-ranging consequences, from the construction in 1762 in Philadelphia of a specialized inoculation hospital to the increased willingness of wealthy individuals, especially politicians, to undergo the treatment. Franklin’s influence in this arena among the intellectual elite and politically powerful altered the course of history in America more than once.

George Washington, the most prominent founding father and general of the Continental Army, heeded Franklin’s counsel on inoculation and by doing so changed the outcome of the Revolutionary War. Washington’s pockmarked face betrayed a teenage familiarity with smallpox. He understood that the most important deterrent to vulnerability to the disease was prior exposure. In March 1776, rumors abounded that British troops in Boston were attempting to spread smallpox by placing blankets previously used by infected soldiers in various neighborhoods. Fearing the disease would decimate his mostly unexposed troops—upward of one hundred soldiers per week were already dying of smallpox—Washington decided not to mount an attack against the Redcoats. The next winter, Washington, in the face of public skepticism and a stalled war effort, yielded to the wishes of Franklin and others and had mass inoculations performed on veteran troops in Morristown and Philadelphia and new recruits from New England, the middle Atlantic colonies, and Virginia. Inoculation was carried out at Valley Forge a year later. As the grand experiment progressed, it became obvious that Washington was correct in opting for prevention over serendipity. The decision to have the Continental Army inoculated against smallpox was one of the greatest strategic and medical decisions ever conceived by a wartime general. It changed the outcome of the conflict and secured the beginnings of a new country by improving the health of the soldiers.

Less dramatic but equally important was Franklin’s insistence that delegates to the Continental Congress get inoculated. When the First Continental Congress met in Philadelphia in fall 1774, the arriving politicians convinced local physicians to halt inoculations because several of the delegates had never been exposed to smallpox. They argued that this pause in inoculations reduced the risk of infection of vulnerable delegates, but Franklin understood the folly of the decision. When the Second Continental Congress began its deliberations in May 1775, Franklin strongly advised susceptible individuals to submit to prophylactic inoculation in view of the pox-plagued environment. Several members, including Josiah Bartlett of New Hampshire and Virginia’s Patrick Henry, acted on his recommendation. How many other at-risk delegates paid attention to Franklin’s counsel is unknown. At least one individual, Samuel Ward of Rhode Island (his great-granddaughter was Julia Ward Howe, composer of the “Battle Hymn of the Republic”), ignored Franklin’s admonitions and succumbed to smallpox when the assembly was in session.


Medicine, Just Another Colonial Trade

In the colonial period, medical care was not a prized commodity, which is why the increasingly successful use of inoculation stands out as such a triumph. With no expectation to reliably help the sick, medicine ranked below the law and the ministry in both its social standing and the intellectual qualities required of its practitioners. There was little of true therapeutic value to offer. No health care provider could conceive of diseases and treatments in anything resembling modern scientific terms. The dominance of ancient remedies and rituals, empiricism, and speculative systems of medical thought meant that filth, sickness, and medical dilettantes ruled the colonialists’ day. “Few physicians amongst us are eminent for their skill,” wrote one contemporary observer. “Quacks abound like locusts in Egypt, and too many have recommended themselves to a full practice and profitable subsistence.”19

Few doctors had any level of formal medical education and training. They attended no lectures, performed no laboratory experiments, and never dissected a cadaver. They titled themselves “doctor” not because they had received a diploma, but for the simple reason that they were doing what men with university medical degrees usually did: they took care of patients.

Medicine was more of a trade, a means to secure the scraps of a livelihood. Most colonial physicians were poorly paid and supplemented their income by farming, managing a small business, or owning an apothecary shop, like Boylston, who did all three. There were no licensing authorities, no qualifying examinations, no medical schools, no professional societies, no hospitals, and no medical literature. Health care workers plied their trade without regulations and there was little societal interest in the acquisition or dissemination of medical knowledge.

Medical practice merely followed the teachings from prior centuries with few new clinical discoveries, and most “discoveries” were based on pure speculation. “Bleeding, vomiting, blistering, purging, anodyne, &c” was what one American physician described as acceptable everyday care. “If the illness continued, there was repetendi and finally murderandi.”20 The most educated and sensible of medical practitioners provided comforting words, but without scientific backing this cant had no effect on diseases and their often fatal outcomes. Physicians could claim little in the way of useful therapeutic actions beyond quarantine schemes during epidemics (and now inoculation). In the middle of a scourge, doctors advised healthy individuals to plug their nostrils with tobacco leaves, light street fires to burn away bad air, hang camphor from their necks, fire their muskets to fill the sky with supposedly healthy gunpowder smoke, or, as a last resort, flee the city. “It is better to let nature under a proper regimen take her course (naturae morborum curatrices),” quipped one critic, “than to trust to the honesty and sagacity of the practitioner.”21

The apprenticeship system was the principal method of medical education and training available in the colonies (Boylston, for example, served as an apprentice to both his physician father and other eminent Boston-based physicians). It emphasized clinical common sense and practical medical, along with surgical, experience, but since individual preceptors established their own standards of schooling, the quality and quantity of apprenticeship instruction varied greatly, and even in the best circumstances the information conveyed was more superstition than science. It was not uncommon for a doctor to treat his apprentice like an indentured servant rather than as a trainee in the art of healing. The teenager was just as likely to look after the physician’s horse and saddlebags or serve the evening’s meal as he was to prepare medicines, bleed and blister patients, and read the doctor’s medical books. The end product of the apprentice system, the generalist doctor—distinctions between physicians and surgeons did not exist—would dominate the American medical scene until specialists arose in the final years of the nineteenth century.

In the mid-eighteenth century medical education first began to expand beyond the apprenticeship system with the advent of private anatomy courses, an early step in the process of professionalization. Although these endeavors were nothing more than nondescript lectures and anatomical demonstrations to groups of eager students, they represented the earliest attempts to provide some manner of formal medical education. Doctors-to-be paid a fee, and they received a signed document at the course’s conclusion attesting to their faithful attendance. Instructors soon supplemented these anatomical courses with lecture series in chemistry, which, in turn, led to the organization of the earliest medical schools.

It was also during these years that sons of wealthy colonial families first began to pursue medical education abroad, particularly in the schools of Edinburgh and London. Once resettled in their colonial home cities, they were regarded as physicians in the European sense—that is, as practitioners of privilege with a snobbish university degree. Though poorly trained doctors and various quacks continued to flourish in North America, their presence was increasingly challenged by a vocal cadre of these American-born but British-educated young men. As the better-educated doctors thrived and grew politically stronger, medicine came to rely on their English medical traditions, especially when it concerned a physician’s education, training, and practice routines.

Medical organizations, another important symbol of the colonial doctor’s emerging professional awareness, first came into existence around this time as well. In 1755, for example, physicians in Charleston, South Carolina, announced in the city’s newspaper that they were banding together to protect their financial interests. “We are often called out under the greatest inclemencies of the weather, sometimes merely to gratify the Patient,” they complained, “and are often slowly and seldom sufficiently paid.”22 To settle the issue, the physicians announced that they would go on strike unless a reasonable fee was paid at every consultation.

Medical care and medical education in the late colonial period grew and developed alongside broader cultural and economic progress. The population had enlarged noticeably due to a self-sustaining increase in the number of original settlers and their families plus a surge in immigration—estimates for the year 1760 place 1,695,000 individuals in the colonies (approximately 310,000 were African Americans). Outside the urban areas, however, communication remained slow. One stagecoach every few days was the sole connection between the few cities; otherwise contact depended on private conveyance, usually canoe, flatboat, or horseback.

Colonial towns grew in size as a newfound prosperity transformed the continent. A moneyed class emerged with well-fed and well-housed families demanding more of the social and educational amenities of life. Artisan and mechanic classes arose with demands for political power, separate from the claims of the wealthy. By the mid-eighteenth century eight of the colonies had their own private colleges and a public library movement was under way. Weekly newspapers and monthly magazines were available in most major cities. Music was cultivated and larger towns supported their own orchestras.


“I have seen him”

Philadelphia was the second-largest city (behind London) in the British Empire, with twenty-five thousand inhabitants. The town served as the North American colonies’ cultural center, home to both the celebrated, science-oriented American Philosophical Society and the influential, literary-minded American Magazine and Monthly Chronicle. Of Philadelphia’s many learned citizens, few were like John Morgan the physician. A biographer labeled him as “deservedly styled the founder of American medicine,”23 but he was more than that: Morgan was medicine’s main attraction. He was handsome and by all accounts a dandy who wore the latest in colonial haute couture and scandalously twirled a silk parasol. People rushed to the windows when he passed and closely followed him on the streets. It was deemed a privilege to be able to say, “I have seen him.”24

Born to wealth, Morgan received a bachelor of arts from the College of Philadelphia (now the University of Pennsylvania) in 1757. He concurrently completed a medical apprenticeship, which included a twelve-month term as apothecary to the Pennsylvania Hospital. Four years of service as a physician/surgeon in the Pennsylvania Provisional forces during the French and Indian Wars rounded out his medical training in America. By this time, Morgan’s élan was difficult to miss. “So great was his diligence and humanity in attending the sick and wounded,” wrote one acquaintance, “that if it were possible for any man to merit heaven by his good works, Dr. Morgan would deserve it for his faithful attendance upon his patients.”25

Morgan moved to Europe following his stint in the army and studied with some of the most illustrious physicians of the era. He received a medical diploma from the University of Edinburgh, considered the most prestigious British medical school. During this time Morgan also befriended Benjamin Franklin, who opened the doors to the leading homes in London and Paris, such that Morgan became European chic. “I interest myself in what relates to him [Morgan], I cannot but wish him the advantage of your conversation and instructions,” Franklin wrote to one European intellectual. “I wish it also for the sake of my country, where he is to reside, and where I am persuaded he will be not a little useful.”26 Morgan’s graduation from Edinburgh in 1763 was said to spark the celebration of “an éclat almost unknown before.”27 He spent another two years traipsing through France, Holland, and Italy where he interviewed physicians, inspected hospitals, and met with the leading men of letters. In his time abroad he had become a licentiate of the Royal Colleges of Physicians at Edinburgh and London, fellow of the Royal Society of London, member of the Arcadian Belles Lettres Society at Rome, and correspondent of the Royal Academy of Surgery at Paris. He had also gained a sinister side that was aloof, arrogant, and conniving—James Boswell, the famous biographer, had traveled with Morgan in Holland and called him “a conceited fool.”28

Morgan returned to Philadelphia in the spring of 1765. In terms of learning and experience he was now the best medical man in the colonies, and hoped to use his knowledge to transform the country’s system of medical education and clinical traditions. Morgan felt that both the apprenticeship system and the supplemental lecture series in anatomy and chemistry had definite sociocultural limitations despite their success in producing clinical practitioners. They failed to provide professional status, which in Europe belonged only to men with university medical degrees. A diploma from a university-affiliated school of medicine was more than just a credential of know-how; it was a warrant of academic authority, something the apprenticeship system’s certificate of proficiency did not provide. A university education also inculcated the demeanor and manners expected of a physician if he was to receive the respect due him as a professional person.

Having canvassed Europe’s leading university-educated and -trained doctors, he intended to introduce old-world educational and practice standards into a new-world setting. Formal university education along with legally respected medical diplomas would be necessary to transform American medicine into a learned profession. Morgan’s enthusiasm was typical of top-tier colonial medical students who had studied in Edinburgh (sixty-three Americans received medical diplomas from that city’s university between 1758 and 1788). These British-educated elite physicians understood that their long-term socioeconomic interests benefited from a well-regulated and organized profession. Morgan led the crusade and aimed to lead by example. “I am now preparing for America to see whether, after fourteen years’ devotion to medicine, I can get my living without turning apothecary or practicing surgery,” he wrote to a British mentor.29

Morgan had set forth his proposal for an American academic medical school in a short manuscript that he intended to publish once back in Philadelphia, and his plans were strengthened with a letter of support from Thomas Penn, the sole proprietor of the Pennsylvania colony by royal fiat. Morgan asked Penn to persuade the trustees of the College of Philadelphia to appoint professors for the study of medicine and surgery, thus establishing the colonies’ first school of medicine. “Gentlemen,” wrote Penn, “his [Morgan’s] scheme will give reputation and strength to the institution, and though it may for some time occasion a small expense, yet after a little while it will gradually support itself, and even make considerable additions to the Academy funds.”30 The trustees received the missive in early May 1765, and less than four weeks later, Morgan was standing on the rostrum, dressed in professorial robes (the trustees chose him to be professor of the theory and practice of medicine), as he delivered the public commencement address for the College of Philadelphia.


Discourse Upon the Institution of Medical Schools in America


Morgan had a great deal to declare and took two days to deliver it. His appeal was electrifying to those in attendance. “The perspicuity with which it was written and spoken drew the close attention of the audience, and particularly of the gentlemen of the Faculty of Physic,” wrote Franklin in his Pennsylvania Gazette.31 Morgan’s Discourse Upon the Institution of Medical Schools in America was forceful, logical, and prescient. He took on the apprenticeship system by attacking the majority of American physicians as incapable of acquiring up-to-date medical information. These men “remain in a pitiful state of ignorance without any prospect or opportunity of correcting their errors, or greatly improving their knowledge,” proclaimed Morgan.32 He accused doctors of creating medical havoc and “laying whole families desolate.”33 Condemning apprenticeship as an unsound educational system, Morgan noted that nothing less than a medical school’s direct relationship with a university could provide academic prestige, legal authority, and administrative stability. “He had torn American medicine to pieces and offered to rebuild it in a new pattern,” wrote James Flexner, a well-known medical historian.34

To the surprise of his audience, Morgan insisted that Philadelphia’s new medical school should only accept students who first pursued premedical studies as part of an undergraduate degree. Complaining that anyone could proclaim himself a doctor after hanging around a physician’s office, Morgan demanded that, in addition to an apprenticeship, admitted students be proficient in Greek, Latin, French, mathematics, and natural philosophy. “Destitute of that general knowledge,” he contended, “we cannot penetrate into those truths, that form the rules by which we ought to conduct ourselves, in the cure of diseases.”35 Once matriculated, the doctor-to-be was to study anatomy, botany, chemistry, clinical medicine, materia medica (drugs and other remedial substances), physiology, and pathology.

While Morgan drew many ideas on medical education from European models, he broke from the Continental archetype, especially as concerned hospitals. Morgan based the concepts in his Discourse on a style of medical education where the school was affiliated with a university; the more common European and English approach organized medical schools alongside hospital wards as an extension of academic bedside teaching. Morgan could have allied his Philadelphia school with the Pennsylvania Hospital, a thriving health care facility and America’s first permanent hospital for the care of needy sick, but he decided against it. This was surprising since Franklin, one of Morgan’s main counselors, cofounded the hospital.

Many colonialists in Morgan’s day probably knew about hospitals, but only a small minority had intimate knowledge of one. America’s hospitals were few in number, poorly managed, and unable to provide administrative support to an affiliated medical school. Aside from almshouses, inoculation buildings, and pest houses, only two general institutions, the Pennsylvania Hospital and the Charity Hospital in New Orleans, were functioning at the end of the Revolution. They were facilities of last resort, ignominious places to receive medical care. These institutions were no more than shelters for those who could not afford treatment at home, had no family to provide nursing needs, or lived in such adverse conditions that there was no space in their house for the sick or dying.

Although Morgan shunned the Pennsylvania Hospital as a formal partner in medical education, he suggested that students spend time there and observe patients. “Nothing can contribute more than a course of clinical practice and clinical lectures by physicians of knowledge and experience,” advised Morgan.36 He was recommending something Franklin had established as hospital policy during its fund-raising campaign of 1751: one of the stated functions for the new institution was the provision of training facilities for medical students. Physicians who staffed the hospital grew accustomed to taking their young apprentices on the wards. This became so fashionable that even doctors in training, whose mentors were not on staff at the Pennsylvania Hospital, requested similar opportunities. In mid-1763 the administrators of the facility honored this appeal by charging such students “six pistoles [gold coins] as a gratuity for that privilege.”37

Morgan’s scheme of a university-affiliated medical school, augmented with hospital-based instruction, quickly became an accepted blueprint for the future development of American medical education. “It had been shown how,” according to Henry Sigerist, one of the renowned medical historians of the mid-twentieth century, “without great ostentation or expense, and using existing equipment, it was possible to give medical instruction an academic form.”38 Medical teaching in this country developed over the next century and a quarter tied to educational institutions, whereas most European countries, including England, organized medical education around hospitals.

Morgan had developed a sophisticated model for schooling the colonies’ doctors, an important step in the march toward medicine’s becoming a profession. “The historian who shall hereafter relate the progress of medical science in America,” cautioned Morgan’s earliest biographer, “will be deficient in candor and justice, if he does not connect the name of Dr. Morgan with that auspicious era, in which medicine was first taught and studied as a science in this country.”39 Two years after the school opened, the first students graduated, and by 1774 thirty-four medical degrees had been conferred. Morgan’s accomplishment prompted physicians in New York City to establish a medical school in affiliation with King’s College (later Columbia University), patterned after the Philadelphia institution. Both of these schools soon discontinued the M.B. and only awarded the M.D., a degree which, thereafter, became customary for American medical students. At the least, the Philadelphia and New York City schools offered a reasonable alternative to traveling to Europe for a medical education.


Specialization, a New Style of Practice

Morgan’s dialogue did not stop with medical education. He dared to recommend specialization at a time when every American doctor was a combination physician, surgeon, and apothecary. Morgan, an elitist in both his personal and professional life, prized the social exclusivity then implicit in the concept of a university-educated physician. His new-style colonial physician was not expected to work with his hands, and certainly not to wield a surgeon’s knife or to use a mortar and pestle to compound drugs. Morgan analogized physicians to the army general who “should be acquainted with every part of military science . . . but there is no need that he should act as a pioneer and dig in a trench.”40

Morgan also demanded that doctors’ fees be increased. “Were they [physicians] born slaves to the public,” asked Morgan, “or, for such a voluntary surrender of their liberty and ease as is necessary to practice conscientiously, are they to have no compensation?”41 Higher standards in education should lead to higher fees for advice. Morgan may have been explicitly asking for the guarantee of higher income, but he was implicitly also pressing for doctors to assume control of the practice of medicine. The increase of socioeconomic worth and the development of a nascent professional identity go hand in hand.

Morgan wanted to take physicians, who were often divided over clinical questions and financially insecure, and create a united and prosperous profession. Relying on Philadelphia’s role as the colonies’ social and economic magnet, Morgan hoped to found an august “College of Physicians,” based on the British brand, which would administer examinations and license doctors on an intercolonial basis. “Societies form a kind of magazine [warehouse], which collects together all the knowledge of the learned, and consecrates it to public utility,” according to Morgan.42 His mantra was that his society would assist physicians to govern themselves, thus promoting professional unity and socioeconomic strength.

Morgan understood that for professionalization to occur, cultural authority needed to be established and a series of complex economic, political, and sociological transformations required within American medicine and society. For professionals to enjoy special power and prestige, substantial numbers of individuals had to be united in seeking technical competence, standardized education and training, job autonomy, monopoly over practice, and a philosophy of public service. Social and economic stature would follow once these conditions were fulfilled.

Such changes did not come easily. The passage from a preindustrial, largely rural, and tradition-based society to one in which American physicians regarded themselves as a distinct class of upwardly mobile professionals would not be completed until the turn of the twentieth century. But Morgan’s preparatory steps signaled the beginnings of the struggle for professional identity and medical distinctiveness.

Unlike his medical school initiative, Morgan’s scheme for a centralized medical licensing authority shortly met with opposition. The College of Philadelphia’s administrators feared that if a certifying body were created, even a dignified College of Physicians, it would interfere with the functions of their new medical institute. Penn, the colony’s proprietor and a Morgan devotee, agreed and refused entreaties to grant a charter. “I think it very early for such an establishment”43 were his final words on the subject.

Morgan failed in this aspect of his plan to professionalize American medicine, but nascent licensing efforts had already begun in other colonies. In 1760, New York City officials enacted a law stipulating that no one should practice medicine or surgery unless he had taken an examination for licensure. Nine years later Samuel Bard, a well-known physician in the city, reemphasized the need for licensure when he spoke on the expected professional conduct of a physician at the first commencement ceremonies of the King’s College medical department. Bard’s Discourse Upon the Duties of a Physician, published several days later, became the earliest American writing on medical ethics.

Across the Hudson River a group of physicians in 1766 formed a New Jersey medical society, the only state or county medical association that would survive the American Revolution. These physicians requested that the provincial government establish a licensing system and set fines for those who disobeyed the law. And, in a nod to patients’ rights, it was mandated that bills be written “in plain English Words.”44 The membership, concerned with raising practice standards as well as income levels, also insisted on publishing a uniform fee table (a simple visit by a doctor cost ten shillings, a nighttime consult necessitated an additional five shillings, removal of a cataract ran three pounds).

But neither the New York nor New Jersey statutes gained much traction initially. The growing political crisis with England diverted attention from them, and they were never vigorously enforced. Most colonials resisted the idea of medical licensure because of the peril it posed to their customary independence in choosing from among a wide variety of health care practitioners. Some resented licensure attempts for imposing European-style class distinctions underscored by educational superiority. Others took exception to the caustic manner in which physicians discredited their peers as charlatans. “No body of men are less in concert, or seem less influenced by the esprit de corps, than physicians,” remarked one observer. “The quarrels of physicians are proverbially frequent and bitter, and their hatred, in intensity and duration, seems to exceed that of other men.”45

The public stood in the way not only of Morgan’s and others’ advocacy of licensing, but also their pleas for the most basic of all health studies, human dissection. Understanding the workings of the human body was central to medicine’s future growth, particularly the evolving discipline of pathologic anatomy, which was already well accepted in Europe. But such investigatory work hardly existed in colonial America. Public hostility toward anatomic studies exploded during the 1788 “Doctors’ Mob” riot in New York City, when a group of vigilantes tried to lynch doctors teaching human dissection. The rioters refused to disperse despite the pleas of several luminaries, including Alexander Hamilton, John Jay, and Baron von Steuben, the Prussian army officer who served as inspector general of the Continental Army during the Revolutionary War. Militiamen were summoned and the confrontation ended with shots fired and eight demonstrators dead. For three days, in a frenzy of retribution, bands of vigilantes terrorized the medical profession, threatening, according to one account, “a general Hegira of physicians.”46 Medical students were secretly stowed in carriages and evacuated to the countryside as doctors hid wherever possible.


Morgan’s Fall

Following two days of oratory, Morgan made a stunning closing announcement to the assembled Philadelphia throng. Not only had he recommended the separation of surgery and pharmacy from medicine, but he was going to practice what he preached. He told the startled crowd (among those present was the colony’s governor) that he had imported a fully trained surgeon/apothecary from England, the first ever seen in America. Henceforth, Morgan would refuse all surgical cases and the dispensing of medicines. He insisted that any of his future patients in need of surgical care or pharmaceuticals would have to avail themselves of his colleague. “What I expect from them [patients] is a proper compensation for my advice and attendance as a physician,” contended Morgan.47 He claimed that when a patient received a bill for treatment, the individual did not know what portion of the cost was for drugs versus medical expertise. This demeaned a physician’s services and was unworthy of someone who deserved to be compensated as a university-educated scholar, not as a mere maker of pills and potions. And as an expensively schooled physician, Morgan expected to be paid more than other practitioners of his day.

Unfortunately for Morgan, when he stepped off the rostrum his medical career had just reached its zenith. Morgan would sit in his office at Second and Spruce Streets waiting in vain for patients to appear. He was probably the only physician in Philadelphia, if not all thirteen colonies, who refused surgical cases and did not dispense drugs. With the sick slow to appear at his doorway, Morgan was eventually forced to become what he most detested, a colonial physician who had no economic choice but to push pills. What happened to his partner, the English surgeon/apothecary, remains a historical question mark.

Morgan’s enduring political contacts soon led him in other directions. With the onset of the Revolution, Congress appointed him director general of hospitals and physician in chief for the Revolutionary army. The Continental Army early on was an amateurish outfit, and the medical organization was even more slapdash. The ever-effete Morgan was intolerant of the situation and went about curtly changing things. From asking physicians to take a competency examination to scolding soldiers he believed to be malingering, Morgan worried little about tact or the enemies he might be making.

Stories soon spread of Morgan’s inhumanity and how he ruled by absolute fiat. Physicians told of worsening conditions in military hospitals, so horrendous that to send sick soldiers to them was tantamount to murder. These were the same apprentice-trained, mostly country practitioners who, just a few years ago, Morgan publicly criticized as representing the underbelly of American medicine. The political infighting against Morgan grew and brought about his downfall just fourteen months into his appointment. Back in Philadelphia, a resentful Morgan fussed and fumed and wrote a scurrilous pamphlet in his own defense. He was later vindicated, but few cared.

Morgan’s final years were spent largely in solitude. In 1787 he became peripherally involved in establishing the College of Physicians of Philadelphia, but despite his prior recommendation, the institution’s charter did not include a provision for licensing as he had hoped. His earlier optimism that such an organization would spur America’s doctors to perform sophisticated scientific investigations, thus leading to justifiable claims of professional superiority and widening the sociocultural gap between them and quacks, soon faded. The College of Physicians did contain one of the country’s first medical libraries, but the building was more of a social gathering place for Philadelphia’s physician elite than a scientific research institute. Morgan’s last days were spent in a small hovel, on a filthy bed, forgotten by most Philadelphians. His funeral was attended by several leftover friends. There were few tributes and no tombstone ever marked Morgan’s final resting place.

American medicine had passed Morgan by in the end, but many of its developments had resulted directly from his zeal. A cadre of elite physicians had arrived and would provide the basis for future professional growth. More important, the new, albeit few, quasi-university-affiliated medical schools would serve as the foundation for many of these changes. Clearly, Morgan was farsighted, especially in the realm of medical education—a more comprehensive scheme for its reform would only be offered in the 1890s with the opening of The Johns Hopkins Hospital and its affiliated School of Medicine in Baltimore. Unfortunately, he was also a vainglorious and stubborn man who was at his worst when it came to managing sensitive issues.

In hindsight, Morgan’s efforts to professionalize medicine were premature and ill served by his abrasive demeanor and absolutism. Despite his endeavors, colonial doctors continued to practice a combination of medicine, surgery, pharmacy, and midwifery without undergoing a licensing examination. Physicians needed one voice to advance their status and improve medical care, but for self-educated and self-determined men, left on their farms and in small-town habitats, this remained impossible to achieve even though Morgan had already articulated many of the vital ideas.

The main eulogy during Morgan’s memorial service at the College of Philadelphia was delivered by Benjamin Rush, a rising star on the city’s medical scene and a Morgan protégé. He movingly told of his mentor’s “uncommon capacity for acquiring knowledge” and how Morgan “advanced in every part of Europe the honour of the American name.”48 Rush had learned much from Morgan, but the most important trait he acquired was the ability to stand out from among his peers. Highly regarded for the intensity of his clinical convictions as well as a domineering style of interpersonal relationships, Rush (and his Morganesque personality) would shortly fashion the earliest well-recognized American style of medical practice.
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DEMOCRATIZATION OF HEALING



America’s Hippocrates

SERVANTS POKED AND stirred a fire, they prepared a warm footbath, and placed brandy and wine whey on a table. Their ailing master complained of feeling cold, then of fever and chills, and later of arm and chest pains. His breathing was labored, his pulse was weak, and he hardly ate. The sixty-eight-year-old man asked to be placed close to the fire, then he wanted to be moved to a warm bed; there he tossed and turned all night. Anxiously, he awaited the sunrise when medical help would arrive. It all seemed so ordinary, but it was 1813 and this was Benjamin Rush, the nation’s greatest physician, and he was not about to have an ordinary death.

In the morning, as sunlight filtered into the room, Rush extended his forearm and allowed the visiting doctor to inspect his veins. The physician was there to perform a bloodletting, the era’s most common medical therapy, the very treatment that Rush had popularized so brilliantly. With a few swift cuts along Rush’s arm, the doctor opened the veins like spigots and collected ten ounces of blood. Rush grew faint and fell asleep. Several hours later a barely arousable Rush insisted that the treatment was working and asked to be bled again. The doctor demurred. “I objected on account of the weak state of his pulse,” he wrote in his medical notes.

Rush cautioned everyone in the room that unless the therapy continued, “the disease will take hold of my lungs, and I shall go off in a consumption [tuberculosis].” A second physician was consulted and agreed that further bleeding was risky. Rush, however, was so adamant in his demands that the doctors acquiesced. They removed three more ounces of blood. The patient insisted that he felt fine, then fainted again.

This time the doctors believed that Rush had entered, in their words, a “refreshing sleep.”1 In fact, with exiguous knowledge of human physiology or even the freshman basics of fluid therapy, Rush’s physicians had put their already weakened patient into irreversible circulatory shock. A comatose Rush, minus approximately 10 percent of his blood supply, soon died. The irony was that Rush hastened his own death by unwavering commitment to the doctrine he was convinced would heal him.

Several decades before he died, Rush had stated the defining clinical principle of his era—the post-Revolutionary era—in one sentence: “There is but one exciting cause of fever [illness] and that is stimulus, and that consists in a morbid excitement and irregular action of the blood vessels.”2 He argued that congested arteries and veins and swollen tissues were the mainstays of sickness. To treat these troubles, he and tens of thousands of his acolytes promoted the elimination of blood and other bodily fluids as the sole means to decrease congestion and return a patient to health. Rush pushed his idea—labeled “heroic therapy” for the potency of its action—to the extreme, and bloodletting and forced intestinal evacuation rapidly spread throughout the nation.

This “bleed, blister, puke, and purge” gambit had a several-millennia-long history of therapeutic use, but Rush’s reconsideration and reexplanation of the clinical issues represented advanced thinking for the times. Whether cardiac failure, cirrhosis, colitis, epilepsy, leukemia, osteoporosis, rheumatism, or sickle cell anemia (in this medically unsophisticated age, doctors were unable to distinguish between such “internal” diseases), the presence of an ailment was reason enough to remove the body’s vital humors, especially its blood.

The use of heroic therapies (also termed “depletion treatments”) quickly encompassed all aspects of medical care. Even when an “external” or surgical disease was present, some form of bloodletting or fluid depleting served as a therapeutic adjunct. Physicians in this era, who knew nothing of infection or anesthesia and little of surgical anatomy, invoked heroic therapies as a precursor to performing amputations, setting simple dislocations and fractures, draining superficial abscesses, and removing the occasional bladder stone. Stories abound of bleeding sessions preceding hernia surgery. “I directed leeches to be applied to the tumor [hernia],” stated one physician. “The leech-bites bled freely, and the hernial protrusion retired within the abdomen.”3 Heroic therapy enthusiasts bled and depleted children with as much fervor as adults. “As a general rule we need not be afraid of vomiting the youngest child,” wrote one advocate of pediatric heroic therapy. “The mere act of vomiting is attended with no great danger, while the remedial agency of an emetic is one of great power and value.”4

The rapid ascent of heroic therapy and its conquest of all aspects of clinical care in American medicine was due almost entirely to Benjamin Rush, slight-framed, dome-foreheaded, hook-nosed, censorious. “He was a physician of no common cast,” wrote an obsequious biographer, “for he was minutely acquainted with the histories of disease of all ages, countries and occupations.”5 Abolitionist, advocate for the mentally ill, anti–death penalty activist, environmentalist, founder of the Philadelphia Bible Society, prison reformer, protector of Tories, and treasurer of the United States Mint—Rush was a visionary. He was also more than capable of being wrongheaded and equally strongheaded, something his critics enjoyed pointing out. Detractors furthermore demeaned Rush’s much ballyhooed social fervor as nothing more than a self-serving ploy to increase the size and financial recompense of his medical practice. “Rush is remarkable for insinuating manners,” declared a critic, “and for that smoothness and softness of tongue, which the mock-quality call politeness, but which the profane vulgar call blarny.”6 Still, to the vast majority of his contemporaries, Rush was a powerful person, a medical saint, America’s Hippocrates.

This future friend of presidents and foe of kings received his undergraduate degree in 1760, at the age of fifteen, from the College of New Jersey (now Princeton University). He spent the next six years as an apprentice to Philadelphia’s eminent physician, John Redman. Rush decided to complete his medical schooling in Edinburgh at the urging of both his supervisor and John Morgan, the city’s newest medical luminary. He returned three years later not only as a university-educated physician, but imbued with a radicalized political and social conscience. “Three great political subjects, for the time being, engrossed his whole soul,” related an acquaintance, “the independence of his country; the establishment of good constitutions for the United States, and for his own particular state; [and] to enlighten the public mind and to diffuse correct ideas.”7 Appointed a member of the Continental Congress from Pennsylvania, Rush was among the fifty-six signers (there were four other physician signatories) of the Declaration of Independence.

Rush, Morgan’s most dazzling charge, was soon named the College of Philadelphia’s professor of chemistry. He became the youngest member of the medical faculty at the age of twenty-three. A steady stream of publications punctuated Rush’s first years of practice and teaching. “His medical works are so original, and so well adapted to our local situation,” remarked an admirer, “that they should be carefully perused by every medical student.”8

With the start of the Revolutionary War, Rush was appointed a physician-general in the Continental Army, but his time in the military and any future political aspirations ended in shambles. During the harsh winter of 1777–78 at Valley Forge, he participated in an ill-fated conspiracy to bring about George Washington’s dismissal as commander in chief. Rush’s involvement in a separate plot to instigate the resignation of the Continental Army’s physician in chief further undermined his standing. Rush had unjustly accused the physician in chief of financial irregularities regarding the procurement of wartime medical supplies. Rush secretly coveted the position and hoped to bring about his own style of military medical reform. “Patience! Patience! Patience!” cautioned Rush’s friend John Adams. “The first, the last, and the middle virtues of a politician.”9 The impetuous Rush paid little heed to Adams’s advice. Allegations were aired and as one of Rush’s contemporaries bluntly noted, he had the “strongest marks of an unprincipled man” and was “capable of LYING in the WORST SENSE of that opprobrious WORD.”10

Following these repeated military follies, a disgraced Rush resigned from the army and reluctantly resumed his medical life in Philadelphia. “Medicine is my wife; science is my mistress; books are my companions,” he told a younger colleague. “My study is my grave. There I lie buried, the world ‘forgetting, by the world forgot.’ ”11 But he was not to be forgotten. Instead, Rush was forgiven and soon named physician to the Pennsylvania Hospital, closely followed by his widely publicized appointment as professor of medicine at the University of Pennsylvania. Rush’s celebrity attracted droves of students, who traveled at length to listen to his lectures and learn his clinical methods. He became an effective teacher and proved a mesmerizing speaker, who used his lectern as a bully pulpit. Moreover, an inflexible resolve concerning his clinical convictions, combined with the volume and vigor of his writings, shortly made Rush the most revered of American physicians. “To many obligations I am already under to Dr. Rush,” wrote a fawning former student, “I shall take the liberty of adding one more, ‘Of making use of his name on all occasions.’ It shall be my Abracadabra in all difficulties.”12

Rush decided to risk his revitalized reputation to change the way the country’s physicians practiced medicine. “His prescriptions were not confined to doses of medicine,” wrote a coworker, “but to the regulation of the diet, air, dress, exercise and mental actions of his patient.”13 Empowered by a growing adulation, the always self-confident Rush dominated his charges as few physicians could. In turn, with a medical degree in hand, these students “extended the blessings of his instructions and improvement in the theory and practice of medicine, over the United States, and in a few instances to South America, the West Indies, and the eastern continent [Europe].”14 Doctors and laymen idolized him and constantly sought his advice concerning his “American system of medicine.”15 The answer was always a simple, declarative demand: bleed, blister, puke, and purge each and every patient.

Rush’s authority over American medicine was all the more pervasive because, during this era, the University of Pennsylvania’s medical department graduated a larger number of men than all the other schools in the country combined. He lectured to more than 2,250 doctors-to-be during the course of his professorial career.

As a result of Rush’s influence, American clinical customs separated from European ways. “The same hand which subscribed the declaration of the political independence of these states,” claimed a contemporary observer of Rush’s skills, “accomplished their emancipation from medical systems formed in foreign countries, and wholly unsuitable to the state of diseases in America.”16

Unfortunately, Rush’s system of therapeutics was as speculative and empirical as all the rest of that era’s medical thinking. Doctors lacked useful scientific knowledge. The concept of bacteria and viruses as the causes of infection did not exist. There was neither medical instrumentation nor investigative tests. The art of diagnosing diseases was limited to observing a patient’s symptoms. The absence of accumulated and accurate medical wisdom was one reason why physicians mistakenly grouped different illnesses together simply due to the similarity of their presenting signs. Skin irritations were regarded as one type of disease category (a rash from lupus received the same treatment as a meningitis-induced epidermal eruption), fevers another, coughs an additional group, and so on. As a result of inaccurate diagnoses, physicians were unable to test the effects of therapies in a methodical and scientific manner. Instead, they were left with a hodgepodge of ineffective treatments.

Nevertheless, America’s doctors wanted to believe in an American way of practicing medicine. They considered the Philadelphian’s opinions authoritative and state of the art. Patients, too, sought physicians who maintained a self-confident manner about themselves and their therapies. A medical historian described the behavior this way: “A Svengali who could hypnotize himself, his patients, and above all his colleagues into believing he was right was certain to be regarded as a great scientist. Rush was such a man.”17 Although some of Rush’s contemporaries found his fondness for the bleeder’s lancet unconscionable, and they disagreed with other aspects of heroic therapy, none ever developed a more widely accepted scheme of clinical therapeutics. In truth, Rush was such a well-recognized patriot and social reformer, such an authoritative and enthusiastic person, such a productive author and motivating lecturer, his influence inevitably became far-reaching.


Bleed, Blister, Puke, and Purge

Rush, like generations of physicians before him, turned to ancient healers to lend credence to or justify misgivings about medical opinions. References to Aristotle, Asclepiades, Celsus, Galen, and Hippocrates fill the pages of his and other pre-nineteenth-century medical texts just as citations to current research appear in modern publications. Not until the development of scientifically based medical inquiry (a product of the industrial and scientific revolutions of the last half of the nineteenth century) would the study of history lose its role as medicine’s sole source of therapeutic authority. By focusing on the body’s fluids, Rush provided an eighteenth-century update to a Greco-Roman formula that related health and sickness to a supposed imbalance among four elemental, personality-altering humors: black bile (melancholy), blood (sanguine), phlegm (phlegmatic), and yellow bile (choleric). An abnormal change of one fluid over the other was thought to be the underlying cause of illness.

Physicians had long regarded blood as the most important humor, since it was the one fluid largely associated with life itself. The fact that blood could be lost without bringing about death—the prime examples being menstrual bleeding and hemorrhage from injuries—partially explains the Greek and Roman belief that diseases were due to an excess of blood and that bloodletting could reestablish health.

Rush encouraged this antediluvian practice through his lectures and writings, and came to be regarded as medicine’s premier interventionist. He carried bleeding further than had ever been done before. “It is believed that no man understood the human pulse better than Dr. Rush,”18 wrote one follower.

Citizens suffered needlessly as a result of Rush’s egotism and lack of scientific methodologies. In an age when no one understood what it meant to measure blood pressure and body temperature, and physicians were first determining the importance of heart and breathing rates, America’s doctors had no parameters to prevent them from harming patients. The paramount need to reduce bodily excitement determined the extent of treatment. Practitioners often ordered bleeding to continue until swooning or unconsciousness occurred. Regrettably, for some patients, fainting was more a psychological than a physiological response. Simply seeing a bleeder’s lancet had the same effect as siphoning off cups, pints, or even quarts of blood. Rush refused to take such an obvious observational difference into account.

The astonishing thing from a modern medical viewpoint is not that bloodletting, also termed “phlebotomy” or “venesection,” achieved wide appeal, but that an individual’s life force could be withdrawn repeatedly in massive quantities over brief periods of time. Doctors bled some patients sixteen ounces a day up to fourteen days in succession (the average male human body contains one hundred seventy-five ounces of blood). Present-day blood donors, by comparison, are allowed to give one pint (sixteen ounces) per session, with a minimum of two months between each donation.

Nineteenth-century physicians bragged about the totality of their bleeding triumphs as if it were a career-defining statistic. “He verily believed he had drawn more than one hundred barrels of blood during his medical career,” one physician wrote about another’s claim, “and had yet to see the first instance in which he had drawn blood to the injury of the patient.”19

The regard for bloodletting was so deep-seated that even the frequent complications and outright failures to cure did not negate the sway of Rush’s work. Any clinical catastrophes only emphasized bleeding’s limitations in a world full of imperfections. In the end, physicians rationalized bloodletting fiascos as a natural consequence of God’s way to maintain order on the new continent.

When bloodletting alone failed to heal, Rush’s scheme required further depletive therapy through gastrointestinal catharsis, specifically vomiting and laxation. The preparation of choice for cleansing the upper and lower gastrointestinal tracts was an ivory-colored, tasteless powder called calomel. Considered a wonder remedy and an all-around panacea for mankind’s medical miseries, this drug degraded in the gut into highly poisonous and irritative components that brought about volcanic vomiting and explosive evacuation of the bowels. This odious medication of mercurous chloride was also distinguished by its latent side effects. Repeated doses of calomel caused mercury to accumulate in the body, resulting in toxic aftereffects, from extreme salivation to rotting teeth to gangrene of the facial tissues. Yet the ever-haughty Rush was so taken with calomel that he named it the Samson of drugs. His critics agreed with the nom de guerre, but not for its superior qualities; in the battle for health, they said, calomel “has slain its thousands.”20 A white-powdered mixture of antimony and potassium known as tartar emetic (modern toxicology classifies this compound as a lethal poison) supplemented calomel’s checkered performance. In small doses this all-purpose depletive produced vomiting. In larger quantities tartar emetic reduced heart activity to critically low levels.

Blistering and cupping were the final ingredients in a physician’s heroic therapy armamentarium after bleeding and drugging. Doctors used a mustard plaster or some other form of irritant to excoriate the skin and raise a blister. The outpouring of fluid from the punctured blister was considered a welcome exodus of harmful matter. To prolong the process physicians further inflamed blisters to create a painful ulceration that assured a longer-lasting flow. In cupping, blood was drawn to the body’s surface by application of a small glass vessel that was heated to produce a vacuum. The skin was then incised to release blood and fluids. Blistering and cupping, like other aspects of heroic therapy, were thought to do little harm. Whether they helped was a matter of personal perception.

Armed with just a bleeding lancet, a few drugs, and various herbal and mineral concoctions, the country’s ill-prepared and poorly educated doctors considered themselves competent to treat almost any condition. Heroic therapy offered genuine psychological relief to the young nation’s physicians—the appellation “Rush’s system” evoked a sense of American medical pride. It represented the latest and, to many minds, the greatest in late-eighteenth- and early-nineteenth-century medicine.

Rush’s heroic therapy produced a long-lived impression upon American health care that, in times of illness, intensive medical intervention was almost always required. After all, anyone, from physicians to patients’ families to outside observers, could see that draining off “exciting” fluids from a sick individual produced a calmer state, often culminating in a faint. And when a doctor further recommended rest and quiet augmented by rudimentary sedatives, no one could doubt the ability of physicians to control patients and their clinical situations. Rush and his disciples failed to recognize, or perhaps refused to acknowledge, that a decrease in consciousness represented nothing more than a normal physiologic response to the physical assault of bleeding, blistering, puking, and purging. In no way did these changes in a patient’s condition provide a lasting cure.

Rush’s point of view so blinded physicians that they readily believed that illnesses would certainly worsen and lead to death without heroic therapy. Rush’s smug advice became even more disconcerting when he rejected reliance upon Mother Nature as part of the healing process. It no longer mattered that sick patients were often known to get well by themselves. Healing, in his estimation, could occur only through the heavy-handedness of physicians and their heroic therapies. To think otherwise was considered medical tomfoolery and a breach of professional conduct for a doctor.

The disordered state of American medicine also explained physicians’ acceptance of heroic therapy. “The great mass of the profession,” according to one contemporary observer, “were alike unsocial and ungoverned by ethical laws, and, consequently, without harmony of action or true dignity of professional character.”21 It was a time of medical anarchy, in which physicians pursued their own individualistic style of practice prescribing unregulated and untested doses of Rush’s depletive therapies. If a doctor did not believe in heroic medicine, then he formulated his own clinical scheme while vilifying his competitors along with Rush.


Money and Medical Schools

The homegrown brand of medical apprenticeships that persisted throughout the country ensured the continuation of clinical chaos. Medical students learned the clinical style of their teacher and passed it on to the next generation of healers. While a semester at one of the country’s fledgling medical schools sometimes supplemented this education, the apprenticeship system inexorably produced practitioners with little regard for clinical guidelines and professional standards. The system was also inefficient from a financial perspective since doctors could only collect fees one apprentice at a time.
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