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INTRODUCTION

he only things that matter in this fallen world,” Rudyard Kipling
advised his friend W. Cameron Forbes in 1913, “are transportation and

»

sanitation.”” Forbes, the governor-general of the Philippines and a fastidious
Harvard man, believed that the greater of these was sanitation. Indeed, since
the defeat of Spanish forces in the archipelago in 1898, the American colonial
authorities had eagerly taken up the burden of cleansing their newly acquired
part of the Orient, attempting to purify not only its public spaces, water, and
food, but also the bodies and conduct of the inhabitants. According to Victor
G. Heiser, who was director of health in the Philippines from 1905 to 1915, it
had to be understood that “the health of these people is the vital question of
the Islands. To transform them from the weak and feeble race we have found
them into the strong, healthy and enduring people that they may yet become is
to lay the foundations for the successful future of the country.“2 American
military and civil health officers thus dedicated themselves to registering and
refashioning Filipino bodies and social life, to forging an improved sanitary
race out of the raw material found in the Philippine barrio. Hygiene reform in

this particular fallen world was intrinsic to a “civilizing process,” which was

also an uneven and shallow process of Americanization.

I want in this book to recapture the civic vision of medicine and science in a
specific colonial setting. That is, I would like to describe how the political
rationality of American colonialism became manifest in a technical discourse
on bodily practice, mundane contact, and the banalities of custom and habit. I
am suggesting, in particular, that in framing disease potential, medical officers
might also assemble a flexible, and sometimes unstable, framework for



constituting racial capacities and colonial bodies.3 Experiencing hygiene thus
could also be a means of experiencing empire and race. Indeed, racialized
agency was constructed and contested in the colonial Philippines more
through the projects of hygiene and bodily reform than any other
meanscertainly more so than through esoteric anthropological debate.4

In the Philippines during the first years of the twentieth century, military
medical officers developed a novel, and at first distinctively American,
understanding of the tropics and the bodies inhabiting the region. The
exigencies of guerilla combat in the archipelago had reshaped the American
medical officer’s knowledge of risk and containment, of stress and fit,
suggesting new methods of tropical disease control and population
management. Fears of contagion, of the pathological consequences of contact
with native races, largely supplanted older assumptions of environmental
danger, of the hazards of geographical displacement. The mismatch of race
and place-which once had suggested the inevitable degeneration of Europeans
in conditions of moist heat -soon seemed less threatening to invading whites
than contact with diseased or meretriciously “healthy” natives. Disease
prevention, in these circumstances, required behavioral and bodily reform of
local inhabitants, the sort of discipline and surveillance that could turn raw
army recruits into obedient and hygienic soldiers. Segregation, with the
construction of hygienic enclaves for whites, generally seemed impractical in
the Philippines. In order to contain microbial insurrectos, the Philippine barrio
would instead come to resemble a well-ordered American army camp .5 New
germ theories informed emerging techniques of population management;
microbiologists provided the intelligence and monitored the progress of
hygiene reform, following a colonial military logic.

When military medical officers later marched confidently into the civil
health service, the rules of sanitary engagement changed little. As Reynaldo
C. lleto puts it, “The image of the conquering soldier soon became
transformed into that of the crusading sanitary inspector.“6 Bodily and
behavioral reforms came to be promoted less as techniques of pacification
than as part of a civilizing project, as the development of “republican” virtue
and self-restraint among Filipinos, or simply as progress and modernization.7



By 119 oz, the wellordered laboratory, more than the army camp, appeared to
represent the exemplary site for modern Filipino bodies and culture: the
archipelago was frequently characterized as a laboratory of hygienic
modernity. American medical officers linked the attainment of Filipino self-
government to corporeal and cultural transformation, to the establishment of
hygienic identities in the colonial laboratory, but most of them expected the
process would take generations. They triaged Filipinos as infantile, immature
subjects, unready yet for self-government of body or polity-as formes frustes
stalled on the trajectory from native to citizen.” In the colonial setting, the
racializing of liberal governmentality implied the conditions of its deferral.9
Accordingly, American administration of disease control and medico-moral
uplift, the civilizing project, would have to continue indefinitely. Many
Filipinos, however, thought otherwise, and by the 19zos they had secured
control of the health service, changing its patterns of deployment. American
medical officers dispersed, some back to the army, others to colonize the
emerging international health services and the urban public health
departments of the United States, adapting Philippine techniques as they
went.

This book charts the colonial development and deferral of what might be
called “biomedical citizenship.” 10 Feminist scholars have argued that
citizenship in Europe and North America has in practice been differentiated
by gender; they point to attempts (always partial and flawed) to construct a
masculine public sphere of abstract rights and a feminine private sphere of
affect, desire, and embodiment.” The apparently disembodied individual
citizen of modernity conventionally was predicated on a white, male norm.
Nancy Stepan has therefore suggested that in the colonial setting “the history
of embodiment must be seen as part of the story of citizenship and its
limits.“12 In the Philippines, this means tracking the development of civic
bacteriology-following medical bureaucrats as they quickly moved from
mapping biological difference onto a “tropical” territory to mapping human
difference and civilizational potential in the new American possessions.
Microbiology rapidly became civic destiny, organized into a typology that
positioned immature native germ-carriers (and distributors) against
responsible, clean, yet especially vulnerable whites.13 But on this occasion



the taxonomy was not fixed: some Filipinos might eventually be trained to
behave hygienically; they could, so it seemed, metamorphose into recovering
natives and therefore embark on the career of the probationary citizen-subject,
on becoming modern. Progressive American medicos imagined themselves
even tually, many generations hence, producing germ-free Filipino citizens: it
is in this sense that colonial hygiene became a liberal strategy of deferral, not
exclusion.14

Racial hygiene in the Philippines was a harbinger of development regimes
elsewhere. By the 19aos, other colonial states were not just policing the
boundaries of civility but extending them, canalizing and mobilizing the
bodies and cultures of the colonized along with those of the colonizers. A
perfunctory and still largely typological social evolutionism was suggesting
new, though faint and fraught, trajectories for native subjectivity, fresh
possibilities for the technologies of self-government. Frequently, American
activities in the Philippines seemed to offer models for such scientific and
progressive intervention. But historians of colonial medicine who focus on the
nineteenth century or perhaps on less liberal regimes generally have not
analyzed this distinctive late-colonial mode of population management and
identity formation. Ann Laura Stoler, for example, has argued that in the
Dutch East Indies during this period, “native and mixed-blood "character’ was
viewed as fixed in a way that European "character’ was not” -even though she
recognizes that in other ways the “social geography of empire underwent
profound restructuring in the early-twentieth century.“15 Toward the end of
Colonizing the Body, David Arnold observes that after 1914 biomedical ideas
and practices began to exert more influence over the identities and
relationships of the Western-educated Indian middle class as well as “to
infiltrate and inform public debate and political language to a quite
remarkable degree.” 16 But he does not elaborate on this concluding insight.
If many historians of colonial medicine appear thus to stop prematurely,
historians of international health services and developmental states may start
their narrative too late. For example, Frederick Cooper, like most other
African historians, assumes that the developmentalist, or “modernizing,”
colonial state dates only from the 1940s (as it may well in sub-Saharan
Africa, though not elsewhere).17 What I want to do here, then, is to suggest



continuities between the late-colonial civilizing process and international
development projects -that is, I want to trace the genealogy of development
back to the medical mobilization of civic potential in the Philippines in the
early twentieth century.18

American hygienists were, in effect, bringing the adult Filipino into the
colonial public sphere as both menace and mimic - “half devil and half child,”
as Kipling put it in his verse “The White Man’s Burden.” In framing a
Filipino social body, medical officers claimed authority over the most private
of daily activities; personal and domestic life became constituents of the
public per formance of personal and domestic hygiene.19 The Filipino
emerged in this medico-moral vision as an immature, contaminating type, but
also as a potentially reformable one if subject to the right techniques of the
body. Thus the construction of colonial boundaries, which were always too
porous anyhow, was often less compelling than the fabrication and
management of colonial trajectories.20 The sense of menace- “a difference
that is almost total but not quite” - could shade into an obsession with
mimicry, “a difference that is almost nothing but not quite.“21 In Philippine
public health programs during this period, such figures of paranoia and
narcissism, expressed in terms of potential for contamination or as gradations
of civic virtue, are held in tension with each other.

The examination of the corporeal contingencies of civic status represents
the lower stratum of an emerging body of literature on identity formation in
the Philippines under the Spanish and American regimes. Reynaldo C. Ileto
has reconstructed Philippine revolutionary mentality and traced the invention
of “the Filipino” in the late nineteenth century. In White Love, Vicente L.
Rafael described the American colonial interest in racializing Filipinos and
their history.22 During the past few years, Michael Salman has identified the
Philippine prison as a site for creating self-governing subjects, for the
production of citizens, laborers, and commodities. Paul Kramer implicates
anthropology and exhibitions in the construction of a new colonial order in
the archipelago.23 Of course the historian of medicine has to work with the
markings of bodies, Filipino and American, and especially their orifices and
excretions, the more private and intimate parts of colonial power. It seems to



me that what we all do, in our various ways, high and low, is reveal the
construction of a “sensationalized racial contrast” in the Philippines and
explain how colonial subjects, thus rendered visible and accessible, would
then be trained or prepared for conversion or assimilation, an end indefinitely
de- layed.24 As Michael Taussig, in a different context, once put it, “The
frontier provides the setting within which the problem of discipline magnifies
the savagery that has to be repressed and canalized by the civilizing
process.“25 Or one might say that in the colonial laboratory of the
Philippines, American health officers were licensed to express a fascination
with that which the native cannot be allowed fully to repress.

In imagining their new colony as a laboratory of hygiene and modernity,
American medical officers were indulging in a form of magical thinking,
creating sympathetic associations in the hope of changing the world. For most
colonial bureaucrats, the laboratory not only was an appealing representa
tional space, but also seemed to allow a manipulation of the scale of things, so
that macro may become micro and then be magnified again.26 This scalar
technology proved especially alluring in a colonial setting, where so much
seemed macroscopically complex or otherwise uncontrollable until translated
into docile specimens. But conditions in the archipelago could never become
thoroughly laboratory-like. Most Filipinos failed to feel the attraction of a
laboratory, and not even the more fastidious of Americans really wanted to
spend all their lives in one. The rhetoric of the “colonial laboratory” lingered,
but the sense of control it expressed was often belied in the turmoil of the
Philippine public sphere, where the laboratory might either be unknown or
deemed irrelevant or mistaken.27 Rather than a site of absolute control, the
real laboratory was, for Filipinos, more likely a site of contestation,
negotiation, or apathy. But the laboratory did, nonetheless, exert some
influence on local conditions; eventually it helped to shape the way Filipinos
thought about their bodies and their society; and it adjusted and regulated
spatial practice, even if it was never completely hegemonic.

In the colonial arena of public health work, the brashness and bluster of
white American males as well as their moments of diffidence and self-distrust
are revealed with startling clarity. American medical officers in the



Philippines were all white men, whereas in the United States during this
period some women had begun to infiltrate public health departments. A few
American women served as medical missionaries, but they remained marginal
to the clubs and offices of Manila. Filipino women increasingly resorted to
nursing, and some others graduated from the local medical schools, but their
presence was not felt in high-status public health activities until the early
19zos. The Bureau of Health was thus predominantly a distant theater for the
rehearsal and performance of white American male virtue.

Begun as a study of the colonial inculcation of hygiene and civic decorum
in Filipinos, the book has become, perhaps more penetratingly, an
examination of the distressed and assertive colonial culture of bourgeois white
males -which was always more than simply a vessel for paranoia and
narcissism, though it was that too.28 As they investigated, treated, and
attempted to discipline allegedly errant Filipinos, American medicos were
revealing previously hidden aspects of their own characters and disclosing
their fears and anxieties in alien circumstances. Most of the colonial health
officers had graduated from the reformed, scientific medical schools of major
eastern universities; many had transferred directly into the civil health
services from the army medical department; some moved up through the
ranks of the ex panding U.S. Public Health Service. They tended to see
themselves as progressive and pragmatic representatives of modern American
science -a laboratory science they hoped to substitute for politics. They clung
to Protestant rectitude, affirmed the manly ideals of self-mastery and restraint,
and expressed contempt for softness. They extolled relentless industry and
strenuous physical activity in circumstances that seemed inimical to such
virtues. Obsessed with systematic documentation and the marshalling of fact,
they demonstrated confidence in the power of bureaucratic intervention and
technology to transform Philippine environment and society.29 The American
tropics presented special opportunities for progressive bureaucratic activities,
but also their testing ground. Many American scientists and physicianssome
of them unmarried or socially isolated-found the conditions extremely trying,
and a few of these “prosthetic Gods” broke down, lost their nerve, and
became unmanned.30 In the tropics, then, American scientists and physicians
felt compelled to reinvent their whiteness and harden their masculinity.



Alongside the science of native pathology, health officers developed a
positive and perhaps sadly overassertive science of white physiology and
mentality. White male bodies and white male minds were repeatedly
differentiated from those of Filipinos and insulated from apparently hostile
and degenerative surroundings, especially from moist heat, germs, and
Filipino social life. Physicians sought to construct a white corporeal armature
-a hard, sporty indifference -to their multiply challenging milieu. But often
their whiteness and manliness proved disappointingly fragile or corruptible.31

In order to appreciate the scope of this book, it is important to consider the
“colonial” as a process and category in the history of medicine and public
health more generally. By this I mean more than the mere accumulation of
homologies or family resemblances, the notion that if it looks like something
else it must somehow be related - that all medicine, for example, is somehow
colonial in its relation to the body of the patient.32 Rather, I am suggesting
that one can put together a specific genealogy of metaphors, practices, and
careers that links the colony with the metropole and with other colonies, that
one might follow people, technologies, and ideas as they move from one site
to another. The medical doctors and bureaucrats I write about were itinerants,
with a global view of things that historians, so preoccupied with the local and
constrained by nation or region, are only now coming to appreciate. In a
generally uncritical, unreflective way, these colonial technicians were
prepared to find the modern in the colony, the colonial in the metropole. In
this case, the traffic between the United States and the Philippines, the Pacific
crossing, enables us to recognize that colonial technologies of rule could also
be used to develop the “nation” and its various disciplines in both locations.33
The experience of empire allowed American scientists and physicians to bring
many colonial bureaucratic practices - and even a new sense of themselves -
back to urban health departments in the United States and elsewhere between
119io0 and 19zo. Jose David Saldivar, among others, has urged us to look at
the borderlands between the United States and Mexico as “the spaces where
the nation begins and ends.“34 But we should remember that the colonial
laboratories of the Philippines, Puerto Rico, and Hawaii also were
borderlands, where many “experts” were experimenting with various national
bodies, including their own.35



In the first part of the book, I describe the engagement of American military
medicine with the tropics during the Philippine-American War. The whiteness
and the manliness of most American troops seemed both more visible and
more vulnerable in a torrid struggle against Filipinos; the task of the military
medical officer was to prevent and treat disease and degeneration in these
conditions. Many of the medical practices examined in chapter i, especially
those focusing on care of the body and disposal of excrement, anticipated
later colonial preoccupations. In chapter z, I suggest that the strategies and
tactics of colonial warfare against guerilla forces favored a rapid extension of
military hygiene into Philippine social life. The administrative logic of
pacification, or crowd control, implied the laying down across the tropical
terrain of sedimentary strata of disciplinary structures, including military
hygiene. It is within this new bureaucratic matrix that bacteriology and
parasitology began to acquire political and civic significance.

Focusing on research under the emerging civil regime, chapter 3 explains
the gradual medical exoneration of the tropical environment as a directly
pathogenic agent (for the white physical body if not for mentality) and the
growing racialization of germ carriage and distribution. Both research
programs had begun during the war, but they were augmented during civil
government in the laboratories of the Manila Bureau of Science and the Army
Board for the Study of Tropical Diseases. It appeared that so long as they
followed military stipulations of hygiene, whites had little to fear from the
climate; rather, the Filipino was now figured in colonial science as a
dangerous and promiscuously contaminating racial type and the major threat
to white health. The following chapter continues to explore the biopolitical
implications of this racialized tropical pathology. Chapter 4 considers in
particular the colonial health officer’s obsession with native excrement - how
the image of the “promiscuous defecator” was used to mark racial and social
boundaries as well as to indicate just how porous and imperiled these
distinctions could be. I describe here the mapping of purity and danger onto
white American and Filipino bodies, with a concomitant differentiation of
colonial space and social life into the laboratory and the unsanitary market,
the toilet and the field, Clean-Up Week and the disorderly fiesta.



When white American medicos set out to reshape public space and private
activities in the Philippines, they did so with an assertiveness that often
proved delusory and poignant. To amplify a theme running through the first
half of Colonial Pathologies, chapter 5 returns to the anxieties and insecurities
of the white American bureaucrats who were attempting to discipline Filipino
bodies and promote civic virtue in the tropics. Even as they disparaged
Filipinos and demanded that this “inferior” race try ineptly to become more
like them, white males found themselves enfeebled, baffled, and thwarted.
Colonial nerves repeatedly undermined colonial assertion. Conventionally,
American males attributed their own mental and moral deterioration to the
strain of conducting civilized brain-work in a humid climate; but by the
19z0s, some psychological experts had begun to discount devitalization as a
cause and instead found evidence of an internal personality disorder, an
individual maladaptation to civilized social life, a return of the repressed. Just
as a few “natives” supposedly were to acquire a relatively spineless superego,
the destabilizing tropics had become lodged deep within the minds of
civilized white men.

Enfeebled or not, public health officers remained capable of changing the
lives of many Filipinos. Chapter 6 considers the Culion leper colony, an
exemplary combination of army camp, laboratory, and small American town
and a site for the biological and civic transformation of those considered most
unclean and least socialized. Deemed marginal to Philippine society, lepers
appeared ironically to be the most eligible for modern biomedical citizenship.
Through hygiene and treatment protocols linked to civic performance, lepers
in the exemplary microcolony were expected to achieve “emancipation” in
advance of the nonlepers of the macrocolony. Of course, the model lepers at
best were only in remission and thus merely incipient or probationary
citizens; they were deemed unsatisfactory mimics of white practices, mere
dressed natives. Culion, like the rest of the archipelago, was in practice an
island where cure and self-government remained asymptotic projections, not
validated attainments.

The remainder of the book describes, in various ways, the disintegration,
repair, and persistence of the white American grid of racial intelligibility in



the colonial Philippines. Racial typologies became increasingly unstable and
unsatisfying through the 19zos and 1930s, and the texture of ideas about race,
culture, and environment proved ever more friable. White males became
unnerved, Filipino “mimicry” made them uneasy, and enthusiasm for
technological solutions came to displace confidence in race management.
Internal contradictions, deficiencies, and discomfort exercised the most
corrosive influences on racial frameworks during this period, not explicit
local resistance and refusal or liberal reaction to North American eugenics or,
later, to Nazi race policies.

These last two chapters examine the Rockefeller Foundation hookworm and
malaria programs in the Philippines during the 19zos and 1930s. The leaders
of the hookworm project regarded it as a means of medically recolonizing the
archipelago after the Filipinization of the health department. In chapter 7, I
examine their medical effort-beyond Culion - to reiterate hybrid, imitative
subject positions for Filipinos. Most strikingly, Rockefeller emissaries
regarded the Filipino bureaucrats who had supplanted Americans as flawed or
profane copies of white experts: Filipinos were still seductively attesting to
their developmental delay, their unreadiness for self-government. Therefore
only Americans were eligible to lead programs of hygiene reform, to
undertake the task, as Ruth Rogaski puts it, of “connecting the privy to the
nation.“36 And yet, an awareness of supposed Filipino mimicry, an uncanny
sense of the copy, could also subvert Americans’ self-confidence, revealing
again the brittleness of their own masterful identity. In contrast, the leaders of
the malaria program -described in chapter 8 -eventually tried to circumvent,
rather than openly disparage and reform, local culture. This final chapter
suggests that in the emerging international health services ideas of race were
not so much abandoned as pragmatically nudged aside in favor of the
exploration of regional ecologies and an emphasis on technical intervention.
Indeed, when it seemed necessary to bring the “human factor” back into the
equation, a rackety version of the older racial hygiene often reemerged in
international health and development programs, at least until the invention of
medical anthropology in the 1960s.

It may seem at first that [ am writing in opposition to science, hygiene, and



civic virtue. In order to avoid such misunderstanding, I feel obliged to express
my enthusiastic personal and professional affiliation with all three enterprises.
But I remain interested in how estimates of hygiene have framed racial and
civic identities, how hygiene reform has mobilized people, made them more
tractable, and enabled them to think differently about their bodies, social life,
and place in the world. In this case, I am especially interested in the
typological construction of hygiene and civic potential for white Americans
and Filipinos, that is, in the way hygiene once took specific racial form, and
how this convenient racial biology came for a time to represent human
destiny.
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Chapter One
AMERICAN MILITARY MEDICINE FACES WEST

On June 113, 11900, Captain S. Chase de Krafft, M.D., a volunteer
assistant surgeon with the American forces in the Philippines, reported from
his post at Balayan the death from “hemoglobinuric fever” of Private Glenn
V. Parke of the 28th Regiment. In January, Parke had fallen out of a march
“from physical exhaustion” and was sent to the hospital in Manila. When he
rejoined his company a few months later he appeared to be well but soon
succumbed to “malarial fever intermittent.” On the long, hot march to
Balayan, Parke had fallen out again and was admitted to the post hospital with
an acute attack of diarrhea. After daily doses of quinine and thrice-daily
strychnine, the soldier soon returned to duty. But his malarial fever recurred:
back in hospital he was “seized with a severe attack of bilious vomiting,” and
later his urine was red and scanty. The bilious vomiting, diarrhea, and fever
persisted, along with pain over the liver; his entire body was soon “saffron-
colored.” His urine became darker and more concentrated. Within a few
hours, the patient sank into delirium and then coma, dying early in the
morning. Parke had told the surgeon he was twenty-three years old, though
most suspected he was no more than twenty-one; in any case, his body was
quickly buried in the north side of the cemetery at Balayan. De Krafft then
turned his attention to ensuring the well-being of the remaining troops.’

Tropical disease would take the lives of many U.S. soldiers during the

Philippine-American War. From General Wesley Merritt’s assault on Manila
on July 3 T, 1898, until the war gradually eased in T900, more than six



hundred soldiers were killed or died from wounds received in battle, and
another seven hundred died of disease.2 The record of Parke’s clinical course
presents in unusual detail an example of diagnosis and treatment in the
medical corps of the U.S. Army during the first year of the campaign. The
army surgeon in the field was still likely to attribute illness to exhaustion or
reckless behavior and to favor explanations that implied a mismatch between
bodily constitution and circumstance. In his extensive case notes, de Krafft
nowhere mentions germs, even though the microbial causes of diarrhea and
malaria had been established for many years. Parke’s feces were not cultured
for bacteria; his blood was not examined for the malaria parasite. Instead, the
surgeon carefully described the vitality and appearance of the patient, the
strength of his pulse, the qualities of his dejecta, and the hourly variations in
body temperature. The diagnosis was expressed not in terms of any causative
organism but as a type of fever, a bodily response not identified with any
inciting agent. In a tropical environment, in conditions that supposedly
depleted white constitutions, the surgeon turned naturally to stimulants -
strychnine, quinine, mustard plasters, and eggnog-to rally Parke’s resisting
powers.” There was no suggestion that a medication might attack directly a
microbe or other specific cause. The surgeon hoped to restore his patient’s
balance and vitality and thus combat the nonspecific challenges of overwork
or feckless behavior in trying foreign circumstances.

The surgeon’s meticulous attention to this individual case reveals more than
just the expediency and deftness required in clinical engagement under such
grueling conditions. It also indicates medical priorities in the U.S. military at
the outset of the war. In an elaborate epidemiological reconstruction of the
effects of the Philippine-American War on the local population, Ken de
Bevoise has estimated that the annual death rate in the archipelago, previously
a high thirty per thousand, soared to more than sixty per thousand between
1898 and 190z, and that more than seven hundred thousand Filipinos died in
the fighting or in concomitant epidemics of cholera, typhoid, smallpox,
tuberculosis, beriberi, and plague.4 Displaced and destitute, sometimes
crowded into reconcentration camps, ordinary Filipinos were especially
vulnerable to disease. Endemic infection, previously contained, flared into
epidemics; new diseases, some perhaps carried by invading troops, soon



became rife. But the spread of disease among local communities was not, in
the early stages of war at least, the main concern of the medical corps of an
attacking army.

The job of a military surgeon, recently codified in the U.S. Army, was
clearly delimited.5 During battle, the care and evacuation of sick and
wounded soldiers would inevitably preoccupy the military surgeon; at other
times, in the respite from the demands of surgical treatment of acute cases, the
surgeon worked to ensure the sanitation of camps and the hygiene of troops.
“A military surgeon who believes he is appointed for the sole purpose of
extracting bullets and prescribing pills,” according to Captain Charles E.
Woodruff, M.D., was “a hundred years behind the times.“6 The medical
officer was also a sanitary inspector, responsible for the scrutiny of food,
provision of adequate clothing, ventilation of tents, disposal of wastes, and
the general layout and “salubrity” of camps. In the past, according to
Woodruff, the military surgeon might have restricted himself to preventing
and eradicating “hospital contagion” - gangrene among the wounded and
fever (usually typhus) among long-term inmates - but now, in the “modern
era,” he had a duty to provide for the well-being of troops. Thus de Krafft,
after hastening the disposal of Parke’s body, had gone about trying to prevent
other cases. “The army medical officer,” noted a contemporary observer,
“ceased to be primarily a general practitioner in becoming the administrative
officer of a sanitary bureau, with certain clinical duties when accident or the
failure of prevention placed the individual soldier for special care in a hospital
ward.”’

In seeking to protect white soldiers, the military surgeon in the
PhilippineAmerican War repeatedly assayed the nature of the territory and
climate and the character and behavior of troops and local inhabitants. Like
medicine more generally, army sanitary science was heedful of environment,
social life, and morality; always conservative, it tried to guard against any
radical departure from the body’s accustomed locale and mode of existence.
Alterations in living conditions, in patterns of human contact, and in exposure
to different climates might exert a direct impact on the soldier’s body and
temperament, or they might imply some perilous modification of his



microbial circumstances. For troops like Parke, going to the tropics to fight a
war meant encountering a peculiar new physical environment and exotic
disease ecology. The conditions would be incongruent with those that whites
experienced in most of the United States, and therefore potentially harmful in
ways as yet undetermined. To predict and stave off disease, the medical
officer had to understand the effect of an alteration in circumstances or habits
on his charges and learn how to mitigate or combat the pathological
concomitants of change and mobility. To stay healthy the soldier must either
reassert his previous pattern of life or establish a different means of coping
with the novel environment and deployment. Military medicine in the
Philippines thus was predicated on appraisal of territory, climate, and
behavior; it sought constantly to protect the vulnerable alien race from strange
circumstances and dangerous habits and to teach presumably transgressive
soldiers how they might inhabit a new place with propriety and in safety.
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FIGURE 1. U.S. troops on the road to Malalos, 1899 (RG 165-rW-81608,
NARA).

Most of the troops in the Philippines would describe themselves as white -
the term crops up repeatedly in letters and reports - so it is tempting to regard
military medicine, at least in part, as an effort to gauge white vulnerability



and to strengthen white masculinity in trying foreign circumstances.8 Indeed,
it often proves difficult to extricate concerns about the character of whiteness
from fears of disease in the tropics. Would the white race degenerate and die
off in a climate unnatural to it? Would the discord of race and place produce a
deterioration of white physique and mentality that shaded into disease? Were
the tropics inimical to the white man? Such questions still puzzled medical
officers and soldiers alike. Most of the time, of course, military surgeons like
de Krafft were preoccupied with alleviating disease and treating injuries. But
sanitary duties ensured that medical officers would also strive to restructure
and secure the boundaries of white masculinity in the colonial tropics, to
determine how to preserve Anglo-Saxon virility and morality in a hostile
region, a place bristling with physical, microbial, and native foes. As so often
in the past century, the U.S. Army provided a model, an ideal space, for
working out political and social problems that also beset the unruly public
sphere -whether in the metropole or the colony. Thus the care and disciplining
of white troops would come to serve as a test case for how to manage white
American colonial emissaries and later as a guide to how natives might be
reformed into self-disciplined “nationals.“9 In order to understand these
subsequent transfers and substitutions it is necessary to take a closer look at
the fighting white man and his tropical burden.

TO THE PHILIPPINES

Admiral George Dewey’s victory over the Spanish fleet in Manila Bay on
May i, 1898 - one of the early engagements of the Spanish-American War -
signaled the entry of a new colonial power into Southeast Asia. President
William McKinley hurriedly arranged to send a military expedition,
assembled mostly in the western states, to take possession of the Philippines.
But by the time the U.S. Army arrived later in 1898, Spanish authority had
collapsed, and Emilio Aguinaldo’s rebel forces had taken control of most of
the provinces. The commander of the Spanish garrison in Manila surrendered
to the expeditionary forces, and so Filipino troops, spurned as allies, decided
to entrench themselves around the city. In the Treaty of Paris, signed on
December To, 1898, Spain disregarded Filipino nationalist aspirations and
formally awarded the United States sovereignty of the archipelago. During the
next four years, American forces engaged in a bitter and brutal campaign



against the Philippine insurrectos in order to secure the new possessions.10
The logic of westward expansion was to leave the United States with a
Southeast Asian empire, one that would last another forty or so years. In
supplanting Spain, America thus unexpectedly took its place in the region
alongside the Dutch in the East Indies, the British in Malaya and Hong Kong,
and the French in Indochina. But for U.S. colonialists, these older European
imperial entanglements would more commonly constitute object lessons than
models worth emulating.

The troops had arrived in an archipelago of over seven thousand islands,
supporting a population of close to seven million people, most on the island
of Luzon. With a mean annual temperature of eighty degrees Fahrenheit, an
average humidity of 79 percent, and distinct wet and dry seasons, the climate
of Manila assuredly is tropical, however one might imagine that indefinite
quality. The rainy season lasts from June through November, after which the
weather can be quite pleasant, tempered by sea breezes. Although Manila’s
average temperature may be a little higher and its humidity a little less, it
seemed to many Americans that the weather there might be similar to
conditions prevailing in Rangoon, Bombay, and Calcutta.” It was in any case
a climate few Americans had experienced.

As Benedict Anderson has remarked, “Few countries give the observer a
deeper feeling of historical vertigo than the Philippines.“12 In the late
sixteenth century, the Spanish had occupied Luzon and made Manila their
capital. After three hundred years of Spanish clerical colonialism, fewer than
to percent of the local inhabitants were literate in Spanish, yet some of the
Catholic religious orders-the Jesuits and Dominicans especially-had supported
pioneering natural history and astronomical research, and from the
seventeenth century had even sponsored universities in the archipelago. Thus
Jose Rizal, novelist, physician, and nationalist, in the 11880s reflected that
“the Jesuits, who are backward in Europe, viewed from here, represent
Progress; the Philippines owes to them their nascent education, and to them
the Natural Sciences, the soul of the nineteenth century.” Various religious
orders had established hospitals for the poor, and colleges for the small
mestizo and criollo elite. The San Francisco Corporation founded the San



Lazaro Hospital in 11578, initially for the poor in general but after F6311
reserved for the increasing number of lepers. In Manila, the Hospital de San
Juan de Dios, for the care of poor Spaniards, opened in 11596; and the
Hospital de San Jose was established in Cavite in 1641. The University of
Santo Tomas, which the Dominicans founded in 1161111, belatedly allowed
the organization of faculties of medicine and pharmacy in 1871. Scientific and
medical journals soon proliferated: the Boletin de medicina de Manila
(11886), the Revista farmaceutica de Filipinas (F893), the Cronicas de
ciencias medicas (1895), and others. Provincial medical officers, the medicos
titulares, were first appointed in 1876; and the Board of Health and Charity,
equivalent to a public health department, was established in 11883 and
expanded in 11886. Sanitary conditions in the capital were changing during
this period. The government put sewers underground in Manila during the
T850s; in 11884, the Carriedo waterworks opened, giving the city the purest
water in Southeast Asia.13 The central board of vaccination had been
producing and distributing lymph since T806; by 1898 there were izz regular
vaccinators -notoriously inept and lazy- passing the time in Manila and the
major towns.14 In 1887, the Spanish colonial authorities set up the
Laboratorio Municipal de Manila to examine food, water, and clinical
samples - but evidently it was rarely used.15 Nonetheless, it is clear that
recognizably modern structures of public health and medical care were taking
shape in Manila and its immediate hinterland.



FIGURE 2. Manila street scene, Binondo 1899 (RG 165-PW-3 5-9, NARA).

The 1870s had witnessed vast improvements in communication with
Europe and an expansion of traffic between metropole and colony. From
1868, vessels could use the Suez Canal, reducing the journey between Europe
and the Philippines from four months to one month by steamer. In 1880, cable
linked Manila more closely to Europe than ever before. Better connections
with Spain reduced the influence of foreign traders in Manila and encouraged
Spaniards to move to the islands. In 18io, there had been fewer than four
thousand peninsulares and Spanish mestizos in the archipelago, mostly
clustered in Manila (compared to several million indios throughout the
archipelago); in 1876, four thousand peninsulares and more than ten thousand
mestizos and criollos lived in the Philippines; by 1898 the numbers had
swelled to more than thirty-four thousand Spaniards, including six thousand
government officials, four thousand army and navy personnel, and seventeen
hundred clerics.16

As they increasingly became committed to nationalism, science,
anticlericalism, and political reform, a growing number of mestizos and
criollos in the archipelago began to call themselves Filipinos and to represent
themselves as ilustrados, or enlightened reformers.” In part, the progressive



sentiment, expressed first in the Propaganda movement, derived from Spanish
liberal and secular agitation, which had culminated in the revolution of 1868-
just as the conservative reaction in Spain was echoed in the Philippines after
the 187z Cavite rebellion. But local factors also contributed. The school
reforms of 1863 had established a framework, still grossly inadequate, for a
state system of primary education. Improved commercial opportunities
allowed the expansion of the middle class; ambitious and progressive
Filipinos began sending their sons to France and Spain for higher education;
talented local candidates resented the peninsulares, who took most of the top
government posts; and more efficient communication helped to break down
regional separatism and conflict in the islands. Furthermore, racial
distinctions became especially marked toward the end of the century, and
there emerged “a tendency to thrust the native aristocracy into a secondary
place, to compel them to recognize "white superiority,” to a degree not so
noticeable in the earlier years of Spanish rule.“18 Initially, local ambitions
and resentments found expression in moderate groups such as Rizal’s Liga
Filipina. But in 189x, Andres Bonifacio organized the Katipunan, an
anticlerical and anti-Spanish brotherhood that in 1896 led an insurrection
against Spanish control. The friars attributed disaffection to “Fran c-
Masoneria, ” for them the epitome of everything pernicious in modern life;
and the Spanish army attempted to suppress the rebellion, employing such
brutality that even moderates turned against Spanish rule.19 But by the time
Aguinaldo was able to declare the Philippine Republic in 1899, the United
States had claimed the archipelago.

Jose Rizal, the so-called First Filipino, was one of the leaders of the rising
generation of nationalists. From the Jesuits at the Ateneo de Manila Rizal had
received a solid grounding in the sciences, even if he subsequently argued that
Jesuit education had seemed progressive only because the rest of the
Philippines was mired in medievalism. But at Santo Tomas, studying science,
he found that the walls “were entirely bare; not a sketch, nor an engraving,
nor even a diagram of an instrument of physics.” A mysterious cabinet
contained some modern equipment, but the Dominicans made sure that
Filipinos admired it from afar. The friars would point to this cabinet,
according to Rizal, to exonerate themselves and to claim that it was really “on



account of the apathy, laziness, limited capacity of the natives, or some other
ethnological or supernatural cause [that] until now no Lavoisier, Secchi, nor
Tyndall has appeared, even in miniature, in this Malay-Filipino race!“20
(Still, it should be recalled that nowhere else in Southeast Asia was education
available at such an advanced level.)21 In 1882, Rizal traveled to Spain to
study medicine, and he later visited France and Germany. He was astonished
and embarrassed by the political and scientific backwardness of the imperial
power. In Europe, medicine, political activism, and the writing of his
brilliantly sardonic novels occupied most of his time, but after Rizal returned
to the Philippines and was confined at Dapitan, he also began collecting
plants and animals and discovered new species of shells.22 During this
period, Rizal engaged in a copious, self-consciously enlightened
correspondence with Ferdinand Blumentritt, the Austrian ethnologist, and
translated into Spanish many of his works on the Philippines.23 For Rizal, a
commitment to science and reason informed patriotism, and patriotism
implied a scientific orientation to the world. Unimpressed, the clerical-
colonial authorities executed the First Filipino in 1896.

FIGURE 3. Interior of the Spanish Bilibid Hospital. Courtesy of the
Rockefeller Archive Center.

Rizal did not live to see the United States completing the work of Spain and
crushing the nationalist forces. The Philippine-American War would directly



and indirectly cause widespread sickness, injury, and suffering as well as
destroy much of the recently constructed apparatus of education and public
health in the archipelago. The nascent, weak public health system broke down
completely, the Filipino sick and wounded overwhelmed local hospitals,
vaccination ceased altogether, and colleges and universities either closed or
struggled to graduate students. Thus as Americans assumed control they
found little evidence of previous scientific and medical endeavor and felt
justified in representing the Spanish period as a time of unrelieved apathy,
ignorance, and superstition, in contrast to their own self-proclaimed
modernity, progressivism, and scientific zeal.

THE ARMY MEDICAL DEPARTMENT

When John Shaw Billings addressed the graduating class of the Army
Medical School in T903, he celebrated the great progress in military medicine
he had observed over the past fifty years. Billings recollected that the
president of the Army Medical Board who examined him in 1861 had been
inclined to reminisce along the same lines, praising the recent introduction of
anesthesia and the new operations for excision of joints. The examining
surgeon in those days had heard of the clinical thermometer and the
hypodermic syringe but doubted that either would prove useful. The young
physician, soon to join the Army of the Potomac, was asked to describe
“laudable pus” and the best means of securing healing by second intention.
He was questioned on the means of preventing malaria and typhoid fever
among troops. “If I had referred to bacilli, hematozoa, flies and mosquitoes,
as you would probably do, I don’t think I should have passed.” Just as the
symbol of the old military surgeon was the scalpel, his new emblem ought to
be the microscope. “Forty years ago the microscope was mainly used by
physicians as a plaything, a source of occasional amusement,” Billings
recalled. “Today the microscope is one of our most important tools.“24
Although the bookish sanitarian was perhaps overestimating the
bacteriological grasp of most military surgeons and ignoring the difficulties of
using the new techniques in the field, it was true that during the previous forty
years the role of the army medical officer had changed beyond recognition.

The intellectual and professional transformation of military medicine



encompassed both its therapeutic and its prophylactic aspects. The new
medical officer combined clinical duties with administrative tasks designed to
prevent disease outbreaks, or at least to provide early warning of them. Of
course, in times of war it was still the care of the sick and wounded that took
most of the time and energy of the military surgeon. Since the Civil War,
changes in the combat zone and in medical technology had transformed the
scope and char acter of these clinical duties. By the 1890s, antiseptic methods
prevailed in the operating room, primary union could be secured in gunshot
wounds, depressed skull fractures were operable, and wounds of the intestine,
once considered beyond surgical relief, on occasion were sutured in risky
laparotomies. The military surgeon was more confident and optimistic than
ever before in his ability to intervene clinically. General George M. Sternberg,
M.D., the surgeon general of the army and the president of the Association of
Military Surgeons, in 1895 observed that his colleagues, as a consequence of
these advances, would have “to devote much more time to individual cases
than was thought necessary during our last war.“25 The army needed more
medical staff, with better training, and it needed more ambulance officers and
sanitary assistants to take on the first-aid work. The trained surgeon could
then move from the firing line, where staunching hemorrhage was the most
that could be done, to the new field hospital, where he now might operate.26

If all had gone well, by the time the wounded soldier arrived at a distant
field hospital, an elastic bandage (or, more likely, the old-fashioned
tourniquet) would have been applied on the firing line to stop any
hemorrhage, and at the dressing stations bleeding vessels tied with ligatures
of catgut or silk and wounds plugged with gauze.27 In the field hospital, the
patient might receive opium to relieve pain and to prevent the “depression of
shock,” though some medical officers preferred to administer alcohol by
mouth, enema, or hypodermic injection, on occasion combining it with
nitroglycerine. At the hospital, surgeons took special care to remove any
foreign bodies, any contaminants, and they would enlarge the wound if
necessary. “One speck of filth, one shred of clothing, one strip of filthy
integument left in ever so small a wound will do more harm, more seriously
endanger life, and much longer invalid the patient, than a wound half a yard
long in the soft parts, when it is kept aseptic,” warned one military sugeon.28



If the campaign had been long and severe, with the soldiers hard-pressed and
huddled together without bathing facilities or changes of clothing, “they are
quite apt to get into a horrible condition of filth and the presumption will be in
favor of every wound being infected and apt to do badly.“29 In such
conditions, conservative treatment was often fatal, and any attempt at asepsis
would be better than none.

Of course strict asepsis was usually impossible in the field. And even when
antiseptics were available, it was sometimes hard to find the large quantities
of pure water required to dilute them. “You can imagine our horror,” a
surgeon recalled, “to find ourselves in the midst of a dozen or two operations
with dirty, bloody hands and instruments, blood, vomited matter and other
filth strewn on the ground, and no water to clean up.“30 Nor was it easy to
keep boiling water clean on an open campfire: the smoke would rise and
spread dirt and soot on it. Operations in the open and even in tents would
quickly be covered in dust if the wind rose, often making even “the antiseptic
lotions look like mud.“31 The exigencies of battle left no time for
microscopic examinations or bacteriological cultures: the surgeon depended
still on his senses and acted in response to his disgust with obvious filth and
foreign matter. For surgeons, even those trained in microbiology, dirt simply
implied the presence of germs of infection. And on the firing line and in the
field hospital, dirt was everywhere.

Increasingly, between battles and skirmishes, the military surgeon
performed sanitary duties too. “The progress and popularization of sanitary
science were such that commanding officers did not dare to pass unnoticed
the suggestions of their medical officers,” noted a contemporary observer
(and an inveterate optimist).32 The sanitary science of the military officer was
still, in practice, largely predicated on knowledge of the geographical
landmarks of disease, although empirical suspicions of unhealthiness could in
theory be tested bacteriologically. Most physicians at the end of the
nineteenth century expected to find a specific microbial pathogen for each
disease, but these etiological agents, even the more cosmopolitan bacteria,
might still have a distinctive geographical distribution. Captain Edward L.
Munson, M.D., in his massive Theory and Practice of Military Hygiene,



conceded that mosquitoes might transmit malaria, but still he wondered if
drinking water from marshes or swamps would also give rise to the disease.33
Professor J. Lane Hotter, an international expert on military hygiene, advised
an audience of medical officers that, while each disease is “due to a specific
microorganism,” all diseases “like plants and animals, can only flourish
within certain geographical limits.“34 Qualities of soil, water, and climate
gave some pathogens sustenance and not others: the sanitary officer therefore
continued to monitor the situation and ventilation of the camp. For the
moment, bacteriology might adjust or extend the preexisting framework of
geographical pathology; it would take another decade or more to dismantle
the old conceptual edifice altogether.

Medical geographers during the nineteenth century had suggested a great
many landmarks to identify pathological agency. For most of the century
scholars had assumed that the environment might exert a direct noxious effect
on the human constitution, with the exact outcome depending ultimately on
hereditary and behavioral factors.35 But since the 1870s, it seemed that in
direct mechanisms -microbiological mediators of physical and social
circumstances-would incite most diseases.36 This presented a practical
problem for the military surgeon in the field since conditions were not stable
enough for a detailed, painstaking search for microbial nuisances. Medical
officers rarely had easy access to a laboratory, and microscopes and culture
media were scarce; nor was there time to wait for bacteriological confirmation
of pathogenic organisms. In order to act expeditiously, the military physician
often fell back on the old, timeworn geographical settings and correlates of
pathology.37

In practice, then, bacteriology had touched little more than the margins of
the military surgeon’s spatial imagination. Munson advised that the location
of the camp was “a matter of the greatest importance in maintaining the health
and efficiency of troops,” but this precept was rarely put to bacteriological
test. Thus Munson drew on commonplace empirical knowledge when
remarking that “newly ploughed ground should never be employed for
camping purposes, although a site which has long been under cultivation is
usually healthful.” He generally recommended a pure, dry, sandy soil:



“Exhalations from damp ground are powerfully depressing to the vitality of
the human organism, and favor the occurrence of rheumatism and neuralgia as
well as the invasion of the system by infectious germs, certain of which best
retain their vitality and perpetuate their kind amid such environment.“38
More fastidiously still, Colonel C. M. Woodward advised his fellow surgeons
that the ground for camp should be elevated, bordering on a rapidly running
stream, and away from any swamps. Every tent must be raised during the day
to permit free circulation of air. “Company quarters,” he advised, “should
always be kept thoroughly policed and freed from all appearance of evil -that
is, all scraps of paper and refuse of any kind should not be allowed to collect
on or about quarters or in camp, for although they may not be positively
unsanitary in their presence, they look s0.“39 Professor Totter urged medical
officers to avoid valleys so narrow that the air stagnates, ground immediately
above marshes, and fresh clearings. “Dampness of soil adds immeasurably to
camp diseases”; but he argued that sandy soils also “act prejudiciously both
by not disinfecting these organic matters and by their drying power, so that
when clouds of sand are raised by the wind, these clouds carry particles of
organic matter.” Men should never be allowed to sleep below the level of the
ground, in excavated tents, “exposed to ground-air emanations .1140 The
decaying of organic material in the soil suggested the presence of pathogenic
germs - but on few occasions were these suppositions tested.

Colonel Dallas Bache, M.D., expected that “certain sanitary interrogatories
will be put to any important situation, and the replies carefully considered,”
before a place was chosen for camp: “manifestly a very great range of
questions upon climate, soil, water, and waste disposal must be met.“41
Evidence pointed, for instance, to a “malady of the wind” -as of the sea -
requiring the hygienist to consider carefully the lay of the land and its
ventilation. The attributes of the soil, including its texture, temperature, and
water and mineral content, also had “well-established or highly probable
relations to health,” contributing to the origin or spread of many diseases.42
“We cannot afford to neglect the evidence,” Bache warned his colleagues in
1895, “that makes a close ally of the soil with malaria, and proclaims it the
nursery of neuralgia, catarrhs, rheumatism, and consumption; more constant
and insidious foes to the military community than the Indian.” He suggested



that the new science of bacteriology had simply indicated that the soil “offers
itself as a culture medium or refuge in general terms” for the agents of
cholera, typhoid fever, diarrhea, and dysentery.43 These diseases might lurk
in the environment, ready to subvert the soldier’s health.

Conditions of military life also drew attention to the health threats of
overcrowding and the need for meticulous group discipline and personal
hygiene. Thus concern with the management of populations would often
accompany territorial appraisal on the march. Just as the new bacteriology
might be superimposed on old landmarks of geographical pathology, so too
might it give further pathological depth to old fears of bad behavior and
unregulated social contact. The danger of contracting venereal disease,
especially from prostitutes of another race, was well recognized, but
increasingly it was suspected that even nonvenereal social contact with one’s
peers might prove risky.44 Therefore the bodies and habits of soldiers, as
much as the territories they passed over, needed constant surveillance and
care. It was important, from the beginning, to ensure that recruits derived
from sturdy and reliable stock. Since the 1880s, all recruits went through a
physical examination and a cursory assessment of mentality and character
before enlistment. The advantage of this procedure, according to Bache, was
that it rejected “material that would swell the death and discharge rates.“45
“A man who is incapable of sustaining the fatigue of a four-mile march,”
noted Colonel Herbert Burrill, M.D., “would be an incubus on the rapid
movement of troops.“46 Worse, he was also more susceptible to disease,
whatever its cause, and perhaps more likely to pass it on. Munson observed
that “recruits must be of trustworthy physique and sound constitution before
the military char acter can be developed, and the physically, mentally and
morally defective are hence to be uniformly rejected as unfit for service.” The
army would take sober men from the “lower walks of life and the laboring
classes” and train their character and body.47 Those resistant to military
discipline must be excluded. In his revision of Tripler’s Manual, Colonel
Charles R. Greenleaf, M.D., an assistant surgeon general of the army, insisted
that no recruits be drawn from the “vagrant and criminal classes.“48 Munson,
too, advised against admitting “men whose physical faults render them unfit
for duty and susceptible to disease, whose undetected affections may be



transmitted to others or whose moral obliquities induce malingering and
desertion.“49

Military surgeons knew from experience that physical training and
discipline could transform eligible raw material into good soldiers. As
Munson wrote, “Strength, activity, endurance and discipline, combined with
sound bodily health, are the first requisites of the soldier.” These qualities, he
argued, were “the foundation upon which the whole structure of military
efficiency rests.” But mental and moral training must always accompany
physical development; otherwise the recruit would become just “sluggish
muscle piled on the back of a listless and indifferent mind and an irresolute
and halting will.” Instead, the ideal citizen-soldier should be “of manly
character, willing, brave, steadfast, zealous, enthusiastic, of good humor, and
possessed of initiative.” Munson wanted thus to make “the man in the ranks a
part of an intelligent machine to act at the voice of a commander. 1150 This
efficient performance demanded an education in temperance and self-
restraint. In accordance with the emphasis on a simple mode of life, the
soldier was advised against dietary indiscretion and alcohol abuse. It was
important more generally to regulate intake and excretion to achieve a balance
of the bodily system. The soldier’s clothing, for example, ought to ensure that
he maintained a stable temperature and evaded heatstroke, fatigue, and any
diseases brought on by chill. The army ration would deliver a balanced diet of
protein, starch, fat, and salts.51

The well-trained soldier was expected to recognize and avoid sanitary
hazards, especially those related to disposal of excreta. Munson, throughout
his career in the army, and later as advisor to the Bureau of Health in the
Philippines, would warn of the dangers of promiscuous defecation, a failing
that at least seemed readily disciplined in white soldiers. Experience had
convinced him that “the care of latrines is a most important factor in the
preservation of the health of the command.” Indeed, “raw troops living like
savages in their disregard of sanitary principles, without moving camp as
often as do these savages, cannot fail to be scourged by epidemic disease as a
result of their ignorance and neglect.” Education and camp inspection were
unremitting; “camp police” would discipline those who refused to find the



distant latrines.52 In the military service, the removal of excreta and the
maintenance of personal cleanliness would normally receive more emphasis
than in white civilian life, in recognition of the special health risks of shared
and often crowded living conditions. The personal hygiene of soldiers in the
line was regulated as never before. Since the i88os, far in advance of the
British army, all military posts in the United States had provided bathing
facilities for troops. Each American soldier was now required “to wash the
face, head, neck and feet once daily, cleanse the hands prior to each meal and
bathe his entire body at least as often as once in five days.” His personal
cleanliness and propriety had become “a constant object of solicitude on the
part of his superiors.“53

When epidemics broke out among troops, as they often did despite even the
best policing, the military hygienist set about to inquire into their history and
predisposing causes and then recommend measures of control. In the 1890s,
the sanitary officer could draw on a large repertoire of interventions. These
included isolation of the diseased, prevention of crowding, purifying of food
and water, avoidance of unripe or decomposing vegetables, eradication of
“soil pollution,” whitewashing or burning of infected localities. destruction of
infected articles. disinfection of privies, urinals, sinks, and drains, checking of
ventilating appliances, protection from dampness, the daily airing of bedding,
healthy amusements and exercise, prevention of intemperance and
promiscuity, and, in the case of smallpox, vaccination.54 It was gradually
becoming more likely that the surgeon would seek to identify a microbial
cause of the epidemic and, if successful, attune his response accordingly. In
the summer of 1898, when typhoid, or camp fever, spread among the troops
assembling in the United States to fight the war with Spain, General Sternberg
appointed a board of investigation that included Major Walter Reed, M.D., to
show what could be done with new scientific techniques.55 The board visited
all the large camps in the United States, studying the water supply, the quality
and quantity of food, the nature of the soil, the arrangement and size of tents,
the location of sinks, and the disposal of human waste. “Scientific
investigations of the blood,” including application of the Widal test for the
typhoid organism, indicated that most of what had passed for “malarial fever
of a protracted variety” should have been diagnosed as typhoid. Frequently,



the presence of typhoid was deliberately hidden: “in one command the death-
rate from indigestion was put down as fifteen percent.“56 The board carefully
assessed the various proposed explanations for the epidemic. They concluded
it derived not from sending northern men into a southern climate or from the
locality or simply the massing of so many men in one place. Rather, the cause
was “camp pollution,” that is, the improper disposal of excreta. On hearing of
this conclusion, Sternberg recommended to the adjutant general that
subordinates clean up the camps, discourage flies, and sterilize the excreta of
typhoid cases.57 But by then the disease had mostly run its course.

At the end of the nineteenth century, an education in the principles of
modern hygiene was supposed to inform the military surgeon’s sanitary work.
When a candidate passed the medical department’s competitive examinations,
he had to attend a four-month (later eight-month) course at the Army Medical
School in Washington, D.C. Sternberg had established the school in 1893 to
teach army regulations, customs of service, examination of recruits, care and
transportation of the wounded, and field hospital management. Special
emphasis was placed on military hygiene and sanitation and on “clinical and
biological microscopy, particularly as bearing on disinfection and prevention
of disease .1151 Billings taught military hygiene, Reed instructed students in
bacteriology, Major Charles Smart, M.D., was in charge of sanitary chemistry,
and Professor C. W. Stiles lectured on parasites in man. According to Dr.
Charles H. Alden, the school’s director, the courses provided for “a study of
Hygiene in all its various branches, of air and water and their impurities,
clothing, food, exercise, barrack and hospital construction, sewerage and
drainage, sanitary chemistry and practical bacteriology.” Laboratory work
was a prominent feature of the course, supposedly “consuming most of the
students’ time.“59

In 189 8, at the beginning of a long tropical war in the Philippines, the army
medical service appeared to exercise more influence over the care of troops
than ever before. Even if the medical department’s grasp on bacteriology was
still weak at times, its organizational structure was stronger than ever. At the
outbreak of the Spanish-American War the department consisted of 177
commissioned officers and 750 enlisted men. A permanent sanitary



organization was attached to each regiment. For every i,000 of strength, there
were now 3 medical officers, i hospital steward, z acting hospital stewards, i
nurse, i cook, and 3 orderlies; z company bearers were detailed for every zoo
men on the line. Each division, io,000 men strong, was provided with a field
hospital, including 9 medical officers and z7 privates, members of the hospital
corps, male nurses or “sanitary soldiers,” who cared for the sick and
wounded.60 In the recent past, line and staff were inclined to scorn medical
officers for their attempts to “coddle” soldiers. But this attitude was changing.
The military surgeon possessed the authority accorded to his rank, the
growing dignity of his profession, and now the freshly minted currency of
laboratory science. Woodruff found that he rarely needed to compel ordinary
soldiers “to get well,” for they would “readily submit to all reasonable
restrictions and methods of treatment, and many unreasonable ones t00.“61
The military surgeon toward the end of the nineteenth century was gaining
confidence in his new expertise, grappling with bacteriology, and attempting
to incorporate novel pathogens into familiar patterns of environmental and
social etiology. But his skills would be severely tested abroad, among the
foreign disease ecology of the tropics.

AMERICAN MILITARY MEDICINE IN THE TROPICS

The warfare around Manila at first was mostly of a continental type, with the
deployment of columns and the entrenchment of positions. The medical
department was hard-pressed with the care of wounded and the establishment
of divisional or general hospitals, though some public health work did begin
soon after the occupation of Manila. During the first year of the war, the
medical service concentrated on surgery and devising an easily movable front
line, a more or less constant means of supply and evacuation, and
welldetermined depots for the sick in the general hospitals. The volunteer
surgeons and those from the National Guard generally proved unprepared for
war conditions. According to Lieutenant Colonel John van Rensselaer Hoff,
M.D., the leading administrative reformer in the sanitary bureau, there was,
among regimental medical officers and hospital stewards, “scarcely an officer
or man who possessed the slightest knowledge of medico-military matters.”
Indeed, the medical department was “quite as much in need of training in the
theory of the special military work of the sanitary corps, as were the troops of



the line in their routine of “fours right and fours left.” 1162 Lieutenant Colonel
Jefferson D. Griffiths, M.D., the medical director of the Missouri National
Guard, found his new circumstances particularly challenging. “As surgeons,”
he recalled, “we thought we could amputate a limb. We were familiar with
laparotomies, and had an idea that we were fully competent to deal with the
necessities of the occasion. Many of us even thought we knew something
about the proper sanitation of camps, and disinfection.” But after a few weeks
in the military, “we found our ignorance was sublime.“63

Most of the surgeons streaming into military service found themselves in
Griffith’s predicament. In particular, the contract surgeons had no special
training in military hygiene and knew nothing of army administrative
procedures. So pressing was the need for surgeons that the rigorous physical
and professional examinations for entry into the medical department had been
suspended. Few volunteers possessed Henry F. Hoyt’s experience of frontier
medical practice and knowledge of modern hygiene. The “red-haired
Indianfighter,” as he called himself, had set up a practice in New Mexico and
tended railway workers there, before becoming commissioner of health for St.
Paul, Minnesota, where he vaccinated widely and opened a bacteriology
laboratory. Assigned as chief surgeon in the Second Division, Eighth Army
Corps, Hoyt arrived in Manila in December 1898. The general advance of the
army on Aguinaldo’s trenches around the city was his first experience under
fire. Wearing a white cork East India helmet, “being fearful of sunstroke in
the tropics under a campaign hat,” the medical officer gave first aid to the
wounded and then sent some back for “aseptic surgery.“64 Regulations called
for two men of the hospital corps to carry each litter, but Hoyt soon saw that
“even six white men” could not manage it “in that hot, humid tropical
climate,” and he recommended that “Chinese coolies” be substituted .6 - The
army continued to advance through “rough country and impenetrable jungle,”
all the while dodging brisk sniper fire, leaving transportation for the wounded
far in the rear. The retreating army had destroyed the bridges, and ambulances
could not cross the streams. Although the railway track was quickly repaired,
Aguinaldo had kept most of the rolling stock. But using “a bunch of Igarote
[sic] prisoners as motive power,” Hoyt was able to improvise boxcars as
ambulances for the wounded. When a fierce battle outside Malalos left four



Americans dead, thirty wounded, and eleven with “heat exhaustion,” he even
tried ferrying the casualties by canoe.66
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FIGURE 4. Square at Malalos, March 1899 (RG 165-PW-3 x, NARA).

In May 1899, Hoyt established the first field hospital in the islands. He
selected five “commodious houses” and connected them with a bamboo
porch, an expedient that won praise from Senator Albert Beveridge when he
visited. Soon afterwards, an ambulance brought Simon Flexner and Lewellys
Barker, a pathologist and a physician from the Johns Hopkins University,
keen to study tropical disease. According to Hoyt, they were like most young
American men, “wild to get a taste of real war at the front.“67 But they did
not linger. Hoyt himself had by then tasted rather too much of the Philippines.
During the advance from Malalos he was “seized with a severe attack of
amebic dysentery” and “fainted away.” Sent to the new convalescent hospital
on Corregidor Island, he grew worse and was ordered home. “The change and
sea air did wonders,” and, as he neared his homeland, he began to gain
strength .61

Lieutenant Franklin M. Kemp, M.D., also remembered clearly his first time
under fire, as the army attacked Aguinaldo’s trenches. Kemp, like Hoyt an



experienced hygienist, had arrived in Manila in August 1898 and spent the
next few months in “the teaching of men to save their lives, or those of their
comrades when wounded.” During his daily drill and lecture, Kemp gave the
men practical instruction in minor surgery, first aid, and transportation of the
wounded. “They were taught to regard the first aid packet as their most
precious possession, after their rifle.“69 On the night of February 4, 2899, as
the American forces moved out of Manila, Kemp stationed the hospital corps
with litters along the Singalong Road and was soon busy dressing the
wounded who staggered out from the brushwood. As they retreated, Filipinos
kept up a “constant and severe cross-fire,” yet “the hospital corps men seemed
to be ubiquitous, going from one pit to another, across open spaces,
apparently bearing charmed lives.“70

By April, when the army was advancing on Santa Cruz, Laguna, Kemp had
learned to put the hospital corps five or ten paces in the rear of each company,
with Chinese bearers a further hundred yards behind. The Chinese were
proving themselves better able to withstand the intense heat than American
litter-bearers, and with “the usual Oriental stoicism” they often worked
“apparently beyond the limits of human endurance.” They were under the
charge of a private in the hospital corps “who could swear volubly in Chinese
and was further assisted by a huge navy revolver and a big stick. 1171 For
two weeks the troops moved through country that had never carried wheeled
transportation before: they were compelled to make roads, build bridges, and
ford rivers, with little to guide them. But Kemp and his corps were by then
prepared for such conditions: “My coolies would have the locality all cleaned
up before the train arrived, the carts containing the medical, the surgical and
the sterilizing chests coming next. In a few minutes the division field hospital
would be established and in thorough running order, rounds made, operating
table improvised and all dressings and operations performed. Ambulances
would be parked and cleaned and made ready for instant use.“72

And before long, they would pack up and move on again. After crossing the
Pasig River, the troops endured the hardest day’s march that Kemp could
remember. All day, under fire from the enemy, they trudged across rolling
land, “destitute of water,” covered with “rank weeds and grass to one’s



waist,” intersected with deep ravines, with absolutely no shade and a
temperature of i to degrees Fahrenheit. “Water gave out early in the morning,”
Kemp wrote; “tongues were so swollen that one could not speak; men
dropped down in simple heat exhaustion or in convulsions, not one at a time,
but in squads of five or six.” Even in the seasoned 14th Infantry, almost 40
percent of the complement succumbed that day.73 Kemp was kept busy in his
improvised hospital till late at night.

Lieutenant Colonel Henry Lippincott, M.D., the chief surgeon for the
Division of the Pacific and Eighth Army Corps, recalled that the wounded and
sick generally did well during the early stages of the Philippines campaign,
and the medical department performed its duties “cheerfully and
efficiently.“74 “Of course we had excellent surgeons on the firing line”-men
like Hoyt and Kemp-who “saw the wounded were well cared for before
transportation, whether by ambulance, rail, or water, to the First Reserve
[Hospital], and the men arrived in as good condition as could be expected.“75
Lippincott had converted the Spanish military hospital into the First Reserve
Hospital in August 1898, a few days after the fall of Manila. Erected just
twelve years earlier, the hospital accommodated between eight hundred and a
thousand patients. The wards seemed well constructed “and very large and
roomy, but the location [was] bad owing to the swampy surroundings.” Not
surprisingly, the “sewer and closet arrangements, like everything of the kind
in Manila, were unsanitary,” but they were soon altered to resemble “the good
features of the hospitals in America.” Initially, all the sick and seriously
wounded came to this large hospital, but less than a month later Lippincott
established the Second Reserve in an abandoned convent, for the overflow
from the First Reserve. In November 1898, the Corregidor Hospital opened
on a site that Lippincott described as “a model spot for a large hospital.“76
The environmental conditions of the island seemed to revitalize most
American soldiers: the temperature was ten degrees below Manila’s, there
was no malaria, shade trees abounded, and the saltwater bathing was
excellent.



FIGURE 5. Wounded arriving in Manila, c. 1899 (RG zoo-PI-46A, NARA).

Yet medical conditions were not as satisfactory as Lippincott implied.
Lieutenant Colonel Alfred A. Woodhull, M.D., Lippincott’s successor as chief
surgeon in Manila, reported that the two reserve hospitals were “swollen out
of all proportions,” and barracks had to be used for the overflow.” He was
disturbed above all by the condition of the First Reserve Hospital: “The
hospital grounds have been in a wretched state of police; the Hospital Corps
seems to have neither system nor order for its control; there is no dining
room, no proper facilities for the preparation of food or its distribution ... the
wards that I have incidentally passed through have been dirty and in poor
order, they are horribly overcrowded and insufficiently manned.“78 He had
found a “large and foul bathroom and privy” next to the main kitchen; many
of the wards were “polluted with the remains of food.“79 During the wet
season, the tent wards were awash with water, “literally an ankle deep.“80
Lieutenant Conrad Lanza, confined to the hospital in June 1899, complained
that the army ration he received was “uneatable” and members of the hospital
corps were “habitually disrespectful and inattentive.”” Nurse Mary L. Sloper
alleged that the sputum of tuberculosis patients overflowed receptacles onto
the floor; and the two large jugs in the center of the ward, filled daily with
fresh drinking water, contained bugs and worms in the slime at the bottom.
According to Nurse Sloper, patients slept in dirty linen, discarded by previous



inmates, and their bodies were never washed.82 Conditions in hospitals
outside Manila were scarcely better. The hospital at Corregidor remained
under canvas six months after its establishment. The field hospitals proved
woefully inadequate too. “There are innumerable regimental hospitals that in
my j udg- ment are pernicious,” Woodhull lamented, “but which are
authorized and supported. These are rendezvous of idlers and malingerers
made possible merely because efficient medical officers, or in fact any at all,
cannot be assigned to them.“83

Others echoed Woodhull’s complaints of inadequate medical staffing. Hoyt
repeatedly pointed out the deficiencies in personnel, ambulances, and
transportation at the front. He could count on only two surgeons on duty with
each regiment when, for “service in the tropics,” there should be at least three.
Kenneth Fleming, in the hospital corps, wrote to his “dear ones at home” to
tell them that “the Stuerd is sick and the Dr. is in Bunate and that leaves me in
a pretty tight place but their is nothing much to do hear but hold sick call and
I can atend to one company ... I havent killed any body yet and I don’t intend
to do that.“84 Major General H. W. Lawton criticized the scarcity of medical
attendants in his division: “At present one surgeon is forced to travel a line of
mud and water ... a distance of some four miles by road in performance of his
duties, and he is far from being well himself.” To send someone to his
assistance would leave another command entirely without medical services.85
In response to these and other complaints, Sternberg dispatched more contract
surgeons and hospital corps. But soon after arriving, many of them would fall
ill. Of the medical officers “actually on duty in Luzon, seven are disqualified
on account of sickness,” Woodhull reported, and many others had been
“placed upon selected duty on account of their health.” The chief surgeon
found himself constantly shifting the remaining healthy medical officers from
one battalion to another. It was difficult to keep up. Woodhull’s first
knowledge of an expedition was often “an announce ment from [the regiment]
that it was moving off with an inadequate medical force.“86 Sternberg sent
out even more contract surgeons, but within months Woodhull was listing
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another twenty-five vacancies, each case a result of “sickness,” “gastro-
enteritis,” “dysentery,” “repeatedly breaking down,” or just “weakened

health.“87



FIGURE 6. U.S. Ambulance Corps, c. 1899 (RG 200-PI-IIC, NARA).

The duties of those medical officers who remained fit were long and
arduous. During the wet season the roads they traveled became quagmires,
and on crossing the rice fields “not infrequently the officers are wet up to their
waists even when it is not raining.” The daily sick call often took several
hours when companies were scattered across many miles of defenses. “The
weather is always warm,” Woodhull reported, “and the atmosphere is
generally humid, so that when the sun is unobstructed its direct rays are
distressing and it is always oppressive in the field.“88 Woodhull found many
of his contract surgeons lacking in aptitude and industry under these
conditions. Among them was a man who had worked well in the field but had
“no more judgment than to turn over sick call to his wife” and therefore
marked himself as “certainly not the sort of person from whom the best
service can be obtained.” Indeed, Woodhull constantly expected “to hear of
his breaking down.” Another was “notoriously frail physically” and
“exceedingly slow and over-cautious.” Others appeared to be malingering or
else just “dead wood.” “It is very trying,” Woodhull wrote, “to be credited
with such as these and expected to get good work out of them.“89 Most of the
contract surgeons were merely “young men of small personal experience,”
and very few had made “a special study of the diseases of this climate.“90



FIGURE 7. Operating station, c. 1899 (RG 165-PW-G, NARA).
THE RACIAL ECONOMY OF THE TROPICS

In January T9oo0, Lieutenant P. C. Fauntleroy, M.D., proudly described his
Second Division field hospital at Angeles, which then consisted of nine
adjoining dwellings, all connected by bamboo and nipa covered ways. The
water from the well seemed pure enough, but even so Fauntleroy made sure it
was always filtered and boiled. The hospital bedding was regularly
disinfected and boiled to prevent the spread of tinea, measles, and other skin
irritations. Fauntleroy suspected that the origin of the many cases of malaria
and intestinal disease he encountered was “to be found in the constant
exposure while on the march and especially on outpost duty at night, to the
prevailing conditions natural to this section, and to the flooding of the land for
agricultural purposes,” which had made the ground damp. “Irregular and
often hasty eating of food” may have added to the level of morbidity.91 These
environmental and behavioral explanations did not mean that the medical
officer discounted germs as the causes of disease; it was just that germs
seemed to possess older geographical and moral correlates. In perplexing
cases of fever, Fauntleroy would look for malaria parasites in the blood, but
generally he could discern clear clinical signs -often a distinctive rash or fever



pattern - indicating a specific disease and excusing him from deploying the
microscope.

Lippincott reported that most of the “diseases incidental to the tropics”
could be encountered in the Philippines. Dysentery was always present;
leprosy was common, and enteric fever, or typhoid, “long ago became
fastened to the coast line.” The “inordinate activity of the skin” made severe
“dermatic affections” nearly universal among white soldiers. “Slight injuries
often result in long unhealed ulceration,” the chief surgeon noted, “and this is
due to excessive perspiration with its attending debility.“92 Vaccination and
revaccination of the troops against smallpox “of a type especially severe to
the white”93 and endemic among Filipinos went on “as systematically as the
drills at a well-regulated post.“94 “Malarial poisoning” was widespread,
though not nearly as malignant as first feared; all the same, many regiments,
beset with sporadic outbreaks, had required quinine prophylaxis. Not
surprisingly, the wet season was the harbinger of death and disease, since “the
camps were not only quagmires, but the soldiers were often drenched for days
together.” The results of this miserable predicament were dysentery, persistent
diarrhea, rheumatism, enteric fever, and more malaria. During 1899, the worst
year of the campaign, 36 officers and 439 soldiers were killed or died from
wounds received in action, 8 officers and 131 soldiers died from “other forms
of violence,” and 16 officers and 693 men fell to disease, principally diarrhea
and dysentery, smallpox and typhoid. Additionally, more than T,900 soldiers
were transferred back to the United States on account of sickness. The
American army in the Philippines therefore lost through death, discharge, or
transfer almost 14 percent of the average mean strength present (which was a
little under z8,000 men). The sick rate - a more accurate measure of the
incapacity of an army-was of course much higher.95

Although it was now generally accepted that “climate cannot generate fever
no more than it can generate plants and animals,” most physicians and their
patients continued to believe that tropical conditions would reduce an alien
race’s general resistance to disease and present it with novel microbial
pathogens for which it was unprepared.96 Malaria had become prevalent
among white troops because “the depressing influence of the tropical climate



lessens the individual’s normal resisting powers and thereby prepares a
favorable soil for the invasion of parasites.“97 Even familiar, cosmopolitan
diseases exerted a more deleterious effect in the devitalizing tropics.
Smallpox “in this latitude and longitude,” according to Hoyt, was “very fatal,
especially to the white man.“98 The experience of Major Charles F. Mason,
M.D., in treating typhoid among American soldiers in the Philippines
convinced him that “the disease is more severe than in the temperate zone,
and more fatal in its re- sults.“99 Sternberg warned, “The spread of diarrhea
and dysentery is indirectly promoted and their danger aggravated by the
alternate heat and rains of a tropical climate and by the lowering of vital
powers consequent on heat exhaustion.” 100 Hotter, too, had observed that
“the mortality from enteric fever in hot climates is always more than in
temperate zones,” owing no doubt to “the diminished resistant power of the
individual.” The more potent “undermining factors” appeared to be youth and
recent arrival in the foreign environment. Yet he had also noticed how
“prolonged residence in a hot climate doubtless deteriorates the system” and
led to the diminution of AngloSaxon “energy” -though he hastened to assure
his readers that “the influence of "climate’ as a direct etiological factor of
cholera or enteric fever ... is baseless in fact.“101

The encounters of military surgeons in the Philippines seemed to confirm
that the white race was likely to degenerate and sicken in the tropics.
According to Greenleaf, “the principal medical feature” of the San Isidro
campaign in April 1899 was the “severe physical hardship” white troops
endured: “The very bullock trains had to be helped by hand, under intense
heat and atmospheric humidity.” As a result, many soldiers succumbed to
exhaustion, and 530 of them, almost 15 percent of the command, were
admitted to the field hospital. Such incidents reinforced the conviction, held
by physicians and ordinary soldiers alike, that “the Anglo-Saxon cannot work
hard physically in the tropics without suffering physical harm from the sun
and cli- mate.“102 This meant in practice that only Filipinos and Chinese
should perform heavy manual labor, such as lugging ambulance litters. But
what was fighting a war if not a form of hard labor? Few medical officers
doubted that the typical white soldier, marching and fighting “under very
exhausting conditions of country and climate,” could not “endure the same



amount of nerve tension and physical strain that he can in a temperate zone.”
“Recuperation and convalescence in this climate are slow,” reflected
Greenleaf, and “were an epidemic of any character to occur among men in
that condition, its effects would probably be very disastrous.“103 In Mason’s
opinion, “the great majority of white men in the tropics suffer a gradual
deterioration of health and year by year become less and less fit for active
service.“104 American sojourners might watch as “the sun cast long fingers
of light” through the banana palms; they might gaze on “a blue sky, a gray
beach, besprinkled with beautifully tinted shells” - but they were never
allowed to forget the “generally accepted fact that [whites] cannot
permanently adapt to the climatic conditions of this zone.” 105

The mental and moral qualities of the white race, finely attuned to a more
stimulating environment, seemed especially likely to jangle and twang in
tropical circumstances. The common enervation might on occasion slide into
serious mental disorder. In the opinion of Surgeon Joseph A. Guthrie, “The
Philippine sun seems to have a powerful influence upon the body, an
overstimulating effect, like unto the surcharged x-ray, penetrating the skin
along the nerve fibers and exerting its influence upon the entire nervous
system.” 106 Munson, in contrast, was convinced that tropical service
inevitably caused “a depression of vital and nervous energy” and bred
“nostalgia, ennui and discontent” among nonnative troops. Soon they became
“wearied, fagged, and unable to concentrate their ordinary amount of brain
power on any one sub- ject.“107 Episodes of the “depressing condition
known as nostalgia,” brought on by fighting far from home in a foreign
climate, occurred regularly, especially among the less worldly rural recruits.
“In individual cases of illness,” Greenleaf reported, “nostalgia became a
complication that aggravated original disease and could not be removed while
the patient remained in the islands.“108 “The sudden transfer to a foreign
land,” recalled Major Louis Mervin Maus, M.D., “separation from
sweethearts, wives and family, the constant influence of conversation
regarding the horrors of tropical diseases and climate, mental forebodings as
to evil happenings, produced in a large number of the men, unaccustomed to
absence from home, nostalgia which gradually merged into mental
depression, apathy, loss of vitality, neurasthenia, melancholia and



insanity.“109 Reeling between overstimulation and depression, the common
soldier was struggling to maintain his usual equable temperament. At home,
many came to believe the heat had driven men mad. In February T9oo, the
Evening Star in Washington, D.C., warned that “during the last three months
nearly aso demented soldiers have been sent across the continent [to
Washington] and it is said that aso more will arrive soon from Manila. In
nearly all cases the men are violently insane.”” 10

In 190z, reviewing the lessons of recent tropical service, Munson concluded
that there was “ample proof that tropical heat and humidity produce marked
changes in body-function which exert an effect adverse to the health and
existence of all but the native-born.” Heat and humidity increased European
body temperature and perspiration while reducing pulse rate, blood pressure,
and urine production. The number and function of “red blood corpuscles”
diminished in whites transplanted to the tropics. Therefore, even if they
avoided specific disease, “residence in hot climates, under circumstances of
ordinary life, has an adverse effect on the white race.” Speaking from
experience, Munson could not doubt that “the Anglo-Saxon branch of the
Teutonic stock is severely handicapped by nature in the struggle to colonize
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the tropics. It mattered little whether Providence or evolutionary
mechanism had matched race to climate: whatever the explanation, whites in
the tropics were out of place, and degeneration and disease would be the

natural rewards of environmental transgression.

The apprehensions and anxieties of American medical officers were hardly
novel. Most medical authorities and social theorists in the nineteenth century
held that the boundaries within which an individual could stay healthy and
comfortable coincided with the region in which his race had long been
situated. To venture beyond this natural realm in any circumstances seemed
hazardous; to go abroad and fight a war on treacherous ground was to court
disaster. For the past century, medical geographers had discussed whether
Europeans might adapt themselves, or acclimatize, to a tropical environment -
and the answer was still, even in the T890s, unsettled. A general sense of
climatic anxiety and pessimism pervaded the medical and colonial literature.
Thus E. A. Birch, in Andrew Davidson’s Hygiene and Diseases of Warm



Climates, explained to his readers that a tropical climate would always be
“inimical to the European constitution.” A continued high temperature
seemed to produce in the white body “an excessive cutaneous action,
alternating with internal congestions.” Although “the effort of nature is to
accommodate the constitution to the newly established physiological
requirements,” there would be an inherent racial limit to this functional
adjustment.112 It comes as no surprise that the conventional concern about
racial displacement was applied to the Philippines. Benjamin Kidd, an
English social Darwinist, believed that “the attempt to acclimatize the white
man in the tropics must be recognized as a blunder of the first magnitude. All
experiments based on the idea are foredoomed to failure.” On the eve of the
U.S. Army’s invasion of the Philippines, Kidd pointed out that “in climatic
conditions that are a burden to him, in the midst of races in a different and
lower stage of development; divorced from the influences that have produced
him, from the moral and political environment from which he sprang, the
white man ... tends to sink slowly to the level around him.” For in the tropics,
“the white man lives and works only as a diver lives and works under
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water.

But not all was lost on diving into the tropics. Medical officers in the
Philippines gradually became more confident that proper attention to personal
hygiene at least slowed the decay of the white racial constitution in a foreign
environment. Thus the care of the body and the tempering of behavior might
preserve and supplement the white soldier’s powers of resistance and so
mitigate the presumed transgression against nature. In other words, personal
hygiene would perhaps allow alien Americans to function as if in sealed
hermetic microenvironments, to equip themselves with a sanitary armature
against the climate. Evidently, if a white American soldier was to withstand
his depleting circumstances, his “habits, his work, his food, his clothing, must
be rationally adjusted to his habitat” -not to make him like the locals but to
protect him from going native. The basic precepts of tropical hygiene were
simple enough: avoid the sun, stay cool, eat lightly, drink alcohol in
moderation or not at all. In Mason’s experience, “errors of diet, abuse of
alcoholics, chilling after over-heating, especially at night, excessive fatigue,
and the use of the heavy cartridge belt” had all been “powerful disposing



factors” to invaliding and death in the tropics .114

The proper attire, diet, and conduct of American troops in the Philippines
excited much expert commentary. Captain Matthew F. Stelle, M.D., in
discussing the appropriate dress for a soldier in the tropics, admitted he had
scarcely heard of khaki before 11898, but since then it had rapidly replaced
blue as the distinctive coloration of the U.S. soldier. The lighter color, which
deflected the sun, certainly seemed better adapted to the tropics. But he
remained convinced that the old campaign hat used in the Philippines
absorbed and concentrated the sun’s rays and was “the most certain, rapid and
permanent hair-eradicator that was ever invented.”” 15 Mason confirmed the
hat’s evil effects. He reported that a thermometer placed under a felt
campaign hat registered ioo.z degrees, but under a khaki hat, left out in the
sun, it never exceeded 911 degrees. His conclusion was that the campaign hat
was “not fit for tropical service.“16

When Stelle first ventured into the tropics, it seemed he was asked at least
forty times a day, “Have you got an abdominal bandage?” “People were daft
on the subject,” he said. Although he later came to believe that “no greater
fake was ever perpetrated” and that it was “a bad habit, a vice, a disease,” he
had become addicted to it, as had so many others, and “nothing but death can
rescue us.” 117 Guthrie was equally convinced that the popular flannel
abdominal bandage was unnecessary, yet he continued to advise Americans in
the tropics to protect their abdomen with a blanket when sleeping, to prevent
them “chilling” through evaporation of sweat.18 Members of the Philippine
Commission, the new executive government, also concluded that the
“abdominal band is necessary for perhaps fifty percent of Anglo-Saxons. One
can try to do without it, but if one develops diarrhea, the best thing to do is
wear it.“119 Captain Woodruff, however, expressed his objections to
abdominal bands and other warm clothing with characteristic bluntness: “We
are less in danger of chills,” he declared, “than of being devoured by polar
bears.” The white man in the tropics could not cool off day or night, no matter
how hard he tried. In these circumstances, “as little clothing as possible is the
rule, and that clothing should be such as to interfere in no way whatever with
getting rid of surplus heat.“120



The effort to formulate the ideal ration for the white man in the tropics was
similarly predicated on the perceived need to prevent the accumulation of
excessive heat and thus restore the preexisting balance of the white
constitution. Munson wanted more vegetables and less protein and fat in order
to avoid “hyper-stimulation of the liver.“121 Surgeon Hamilton Stone argued
that in the tropics, “where the excretory organs are always overtaxed,” there
was a marked tendency “for us to eat too much,” especially the bulletproof
army hardtack, some of it rumored to be left over from the Civil War.122
Greenleaf, however, did not see any need to change the quantity of the
tropical ration but suggested a decrease in the meat component and an
increase in cereals. If the “nitrogenous and fatty elements” were reduced, then
the diet would approximate that which sustained the local inhabitants.123 But
Woodruff, not surprisingly, challenged this objective too. “If we eat like
natives,” he predicted, “we will become as stupid, frail and worthless as they
are.” The real reason disease seemed so severe in the tropics was, he thought,
that “the white man is exhausted by idleness and insufficient food and has no
resistance.” Experience had shown him that “the tropical heat causes a great
expenditure of nervous and muscular force,” so to balance this, to “supply the
wastes and help to prevent exhaustion,” more animal food was required, not
less.124 Such debates over white nutrition, dress, and behavior in the tropics
would continue for the next twenty years.

MANLY WHITE TROPICAL SOLDIERS

American whiteness and masculinity were both more readily discerned and
more highly valued in the tropics than at home; they appeared at once more
vulnerable and more necessary.25 The figure of “whiteness,” whether
deficient or overassertive, became a means through which Americans
declared their presence in the Philippines. The white troops endured fatigue,
fever, and nostalgia, all of which seemed to sap or undermine the race’s
reserves of energy and character. They often felt out of place, not in sympathy
with tropical circumstances. Their medical officers attributed racial
deterioration and disease to a mismatch between bodily constitution and
environmentsometimes the environment was directly noxious, at other times
it was microbiologically mediated. Soldiers felt awry and uncomfortable;
their doctors confirmed and further specified the pathological consequences



of displacement into a foreign climate and exotic disease ecology.

If whites were proving so vulnerable to tropical conditions, what was to be
done? Medical officers sought to limit the troops’ contact with microbes,
especially the unfamiliar ones that appeared to prevail in the new territory.
Moreover, they attempted to manage the selection, conduct, clothing, diet,
and personal hygiene of soldiers in order to build up resisting powers and
strengthen the constitution. In multiple ways, then, the military sanitarian was
delimiting the boundaries of whiteness in the Philippines, counterposing it to
an unwholesome and morbific climate and ecology and thus refiguring what it
would mean to be a real white man - a vigorous American citizen-soldier - in
the tropics. Evidently, remaining or becoming successfully white in the
tropics was going to entail continual medical surveillance and discipline.

Facing west from California’s shores, some Americans observed their
whiteness become more visible again, this time in relation to the multiply
threatening tropical milieu. Frederick Jackson Turner claimed that the
struggle with savages and wilderness on the continental frontier transformed
Europeans into Americans.126 As that frontier closed, a new one opened on
the other side of the Pacific, one markedly more militarized and medical. In
the crucible of the Philippines “borderlands,” American whiteness and
masculinity would again be refashioned: now it was the medical officer who
took charge of the process and determined the results.



Chapter Two

THE MILITARY BASIS OF COLONIAL
PUBLIC HEALTH

Carl von Clausewitz once remarked that although politics and warfare
follow the same logic they use a different grammar.’ Colonial public health, as
it emerged in the Philippines under the American regime, would come to
share both logic and grammar with the military sanitary bureau. That is, the
mode of action and disciplinary tactics employed by military surgeons to
ensure the hygiene and propriety of white troops were invoked, toward the
end of the war, to manage the civilian population of the archipelago. New
practices of colonial warfare, which required the attraction and pacification of
local communities, fostered a transfer of contemporary military-medical
strategies of crowd control. Military surgeons, who once had focused
attention on raw American recruits, moved into the civil health authority and
began to retrain Filipinos in the discipline of hygiene and to render sanitary
their barrios, or “encampments.” The new tropical medicine that developed in
the Philippines was therefore as much a manifestation of military
administrative logic as an expression of the rising enthusiasm for germ
theories. Military strategy and practices of population management, more than
laboratory science, would give distinctive form to modern public health in the
Philippines. Indeed, the introduction of laboratory methods was dependent
upon, and not responsible for, the administrative reform of crowd control and

personal conduct in American colonial medicine.

In this chapter I want to chart a military genealogy of modern tropical



hygiene.2 It is necessary, then, to focus on the development of colonial
warfare, with its distinctive and novel tactics and styles of deployment.
Doctrines of colonial warfare, devised in the 189o0s, differed from those of
continental engagement. Colonial wars generally were fought in remote
countries over large areas of unknown territory: the aim was not the
destruction of the enemy, but, as Jean Gottman suggests, the “organization of
the conquered peoples and territory under a particular control.” “Instead of
bringing death into the theater of operations, the aim [was] to create life
within it.“3 In 1900, Hubert Lyautey summarized the new principle of
colonial strategy: avoid the column and replace it with “progressive
occupation.” “Military occupation,” he wrote, “consists less in military
operations than in an organization on the march.” The goal was to cover new
territory with a network of disciplinary structures, including a network of
hygiene. Colonial warfare at the turn of the century was thus recognized as
being inseparable from administration. According to Lyautey, “the occupation
deposits the units in the soil like sedimentary strata” - it created a new, more
favorable terrain.4 In this sense, the strategy and tactics of modern tropical
public health might repeat and enhance colonial military strategy and tactics.5
Moreover, in a colonial war, with dispersed and mobile military forces whose
goal was reformation of the population, there was a special emphasis on
developing intelligence (which after all is nothing more or less than military
and medical analysis of foreign bodies) and a pressing need for
communication, standardization, and registration. These military and medical
requirements gave rise to a characteristic form of administration, and it was
within this structure that bacteriology and parasitology eventually would be
recognized as useful tools.

Fought initially in a conventional continental style, the PhilippineAmerican
War late in 1899 assumed more the character of colonial warfare, as Filipinos
began to avoid fixed engagements and turn to skirmishes and other guerilla
tactics.6 In the archipelago, and especially in the main island of Luzon,
colonial warfare would, toward the end of the campaign, thus become the
major conduit through which the administrative practices of the army sanitary
bureau flowed into and recanalized a subject population. The notion that
colonialists might keep themselves healthy behind a cordon sanitaire - the



sense that a sanitary enclave might protect them from environmental and
social nuisances-was not completely abandoned, but it gradu ally gave way to
efforts, which still to some appeared quixotic, to reform the presumed morals
and behavior of “native races,” to recultivate the social ter- rain.7 The practice
of progressive occupation signaled a shift from disregard of the health of local
inhabitants to meticulous attention to their personal and domestic hygiene,
from enclavist alienation to disciplinary extension. In creating a new public
health in the tropics, American colonialists were commencing a “civilizing”
project - a “nation-building” program - that might, in the distant future,
transform their new subjects into approximate, if not to their minds authentic,
citizens.

FROM MILITARY  HYGIENE TO
COLONIAL PUBLIC HEALTH

“After things are more settled there is ample time for the germologist,” wrote
Surgeon Joseph A. Guthrie: in the meantime, “there are macroscopic topics of
more consequence.“8 Guthrie’s views were common among medical officers
during the first year or so of the Philippines campaign: neither their training
nor the exigencies of war permitted extensive microbiological investigation,
while attention to the older landmarks of pathology and to sustaining the
soldier’s resisting powers seemed to work well enough. The surgeon initially
concentrated on environmental risk and constitutional vulnerability, on
knowing the territory and watching his men, on assaying a soil both literal
and metaphoric - rarely did he focus on germs, the new seeds of disease. But
by the time Guthrie was writing, military conditions had improved for the
Americans, the war was dwindling into skirmishes with guerilla bands, and
resort to bacteriology was becoming more frequent. The new military
circumstances in which microbes were, in a sense, discovered in the
Philippines - or at least finally made salient in a war against disease-would
confer a deeper social and political meaning on these agents. Germs were no
longer mere concomitants of environmental threat: increasingly they might be
located in local fauna, which included Filipinos, and tracked through local
biological and social networks. After 1900, medical strategies and military
tactics derived from mutually reinforcing renditions of the need to contain and



discipline the hostile and increasingly mobile agents in the region, whether
germ or insurrecto.

With the advance of the army into Luzon, the settled conditions Guthrie and
others sought were gradually imposed. As Aguinaldo resorted to guerilla
tactics, the strategy of General Arthur MacArthur, the army’s field
commander, came to resemble more and more Lyautey’s doctrine of colonial
warfare. Thus MacArthur emphasized research and intelligence, that is, the
surveillance of the enemy; the column was divided into small fighting units;
and the control of populations became more important than the defeat of
opposing forces. Destruction was minimized, and a network of disciplinary
institutions was laid down, a new terrain was produced, or settled, in step with
the advance. MacArthur was obsessed with drill and discipline, clear channels
of authority, explicit record keeping, and neatness of dress in subordinates; he
found it hard to deal with civilians unless they conformed to military style.
Civilians had to be rendered obedient, not with armed force but through
administration. “We have to govern them,” he wrote, “and government by
force alone cannot be satisfactory to Americans.“9

After 1900 more than five hundred army posts were scattered over the
archipelago in an effort to hold enemy territory. As General George M.
Sternberg, M.D., reported, “This change in the character of the service
required of the troops had an important bearing on the medical
administration.“10 The medical officers who once had concentrated at the
general hospitals dispersed with the regiments. There were not enough for
each garrison in a district to possess its own physician, so hospital corpsmen
were often assigned to smaller detachments and subposts. As the army
advanced, MacArthur ordered all towns and villages to conform to stringent
health standards. He set up municipal and provincial boards of health to
manage sanitary conditions and to enforce stipulations of hygienic behavior.
Local military surgeons from a nearby post or on secondment organized and
watched over the boards. “The sanitary condition of the garrisoned towns and
villages is described as having been execrable,” Sternberg noted. “Filth of all
kinds underlay and surrounded the houses, and the hogs were not the only
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scavengers.”” Major L. Mervin Maus, M.D., writing from northern Luzon,



imparted that “owing to the hostile condition of the country and the facilities
offered for harboring insurrectos and ladrones, etc., the division commander
decided to garrison all the principal pueblos in the limits of the division.”
Maus too found that “the sanitation of the towns was extremely bad when our
troops entered them. The habitations of the natives as a rule were surrounded
by filth of all kinds - slops, garbage, fecal accumulations, rubbish, and other
debris. Weeds and rank vegetation were allowed to grow along the fences, in
the yards, and in the streets.” But post commanders spoke severely with local
officials and soon “a great reformation was accomplished.“12 Similarly,
Major Franklin A. Meacham, M.D., reported from Tarlac that “the policing of
the grounds around the barracks and buildings occupied by troops is excellent
and is regularly done.” This had set a good example for the local inhabitants,
who were exhorted to follow it. “Where troops are stationed such policing is
done by the presidente of the town and by the cabezas of the barrios, under
instructions from the commanding officers.” As a result, “countless
unsanitary evils among the natives have been remedied.“13

As Lieutenant Colonel Alfred A. Woodhull, M.D., had advised in the many
editions of his Notes on Military Hygiene, it was “the direct duty of officers
of the line in whose hands is the machinery of control, to maintain the whole
territory of occupation as unpolluted as a parade ground.“14 Major Ldward L.
Munson, M.D., recommended that “a complete new sanitary machine,
applicable to the special conditions encountered, must be established without
delay,” even though in colonial settings this apparatus frequently met with
disfavor or passive opposition. Such resistance required the military medical
officer with civil ambitions to demonstrate “high capacity for organization
and administration, combined with good judgment, discretion, force of
character and tact.” 15 Munson himself attempted to display these qualities as
a medical officer in Manila (190z-04), instructor in military hygiene at Fort
Leavenworth, acting director of health in the Philippines (1914), editor of
Military Surgeon, health advisor to governor-general Leonard Wood in the
archipelago (1911-z5 ), and finally as commandant of the Medical Field
Service School at Carlisle Barracks, Pennsylvania.16 His career thus sutured
together military and colonial hygiene, and he found no impediment to the
transfer of military practices into the colonial civil regime. In particular, he



liked to make analogies between “military efficiency” and “industrial morale”
-military drill and discipline therefore were applicable “with little or no
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modification to the industrial problems of civil life.” Munson believed
military and civil “morale work” was fundamentally a “science of human
engineering.” Reform of customs and habits and improvement in morale
could make good soldiers and better citizens. But experience showed him that
for some races, including African-Americans and Filipinos, “it takes time to
abandon old standards and establish new, even with the assistance of the
cohesion under pressure of the military environment.“17 Just as well, then, so
it seemed to Munson and his colleagues, American tutelage had some time yet

to exert its impact in the archipelago.

From the earliest days of their occupation of Manila, the army set about
cleaning up the capital. The interim military Board of Health for Manila,
organized by Major Frank Bourns, M.D., in September 2898, had developed
the basic arrangements for sanitation and health care delivery in the city. It
divided the city into ten districts and appointed a municipal physician to each-
again, usually detailed from the military. Lieutenant Harry Gilchrist
conducted a census of the city in 1899, providing a demographic inventory
that informed later medical activities. During this period, separate hospitals
for smallpox, leprosy, and venereal diseases were established, and a
veterinary corps organized. A municipal dispensary opened in late 1899.18
Colonel Charles R. Greenleaf, M.D., reported that the Manila Board of
Health, dominated by army officers, had

made great progress in cleaning the streets of the city, in removing filth
that has been accumulating for years, and in regulating, to a certain
extent, the purity of the food supply; it has practically stamped out
smallpox by forcible vaccination and revaccination, where it was
necessary, and held in check the progress of bubonic plague, that, after
lodgment in other tropical cities, has speedily become epidemic and
caused a frightful mortality; but its work has of necessity been superficial,
and the good results can only be maintained by a vigorous support from
the military authorities, and by a liberal supply of funds.19

Dean C. Worcester, a notoriously rancorous member of the Philippine



Commission and later the secretary of the interior in the civil government,
went out of his way to praise the efforts of Bourns, an old friend, in “waging
war upon the more serious ailments that threatened the health of the soldiers
and the public.“20

An extensive system of sanitary inspectors checked for violations of the
regulations. Each of the ten Manila sanitary districts now boasted an
American medical officer and subordinate Filipino inspectors, a sanitary
corps, responsible for each division. Since the 18 70s, the army medical
department had performed sanitary inspections of the troops, and now these
procedures were transferred over to the civil sphere so as to enable
surveillance of the local inhabitants. Munson, referring to military hygiene,
remarked that “the skilled sanitary officer should be of methodical and
industrious habits, competent in observation, impartial in judgment and
conscientious in action.” Civil sanitary inspectors required the same qualities.
According to the colonial military hygienist, “men, manners, mind, diet, dress
and discipline all fall legitimately within the province of the sanitary
inspector.“21 As it was in military life, so it would be in civil affairs.

The new civil Board of Health for the whole of the Philippine islands,
established in 190z, included the commissioner of public health and the chief
health inspector, with the chief surgeon of the U.S. Army in the Philippines
and the chief quarantine officer of the U.S. Public Health and Marine Hospital
Service as honorary members. This body drafted legislation to control the
practice of medicine, dentistry, pharmacy, and veterinary science and
supervised the new provincial and municipal boards of health.22 Policy came
from above, but the demands of routine work and personal contact often led
to considerable flexibility in the actual administration of public health. The
local health boards - over three hundred of them by then-were responsible for
the prosecution of any violations of the sanitary laws and enforced the
regulations of the national board. The Filipino elite took charge of these
boards, mediating between the government and local society, although there
was usually an army post surgeon nearby to supervise them.23 After 1903,
the Filipino doctors who headed the boards were sent to Manila to undergo a
training program to fit them for their responsibilities. Through these offshoots



the national Board of Health extended its operations to every municipality in
the archipelago.24

FIGURE 8. U.S. sanitary inspectors (RG 3 50-P-E41.3, NARA).

Maus, detailed from the army’s medical department, became the first
“civil” commissioner of public health.25 Just one of a cavalcade of military
medical officers passing confidently into the civil service, Maus found that
his new appointment entailed few changes in the scope and character of his
work. According to Greenleaf, Maus during the war had “established an
efficient working system, restored order, replenished supplies, established
hospitals, and procured reports that had long been neglected.“26 As health
commissioner, he worked eighteen hours a day combating new epidemics of
bubonic plague and cholera, writing new health ordinances, attempting to
isolate lepers and control venereal disease.27 But soon after taking up his new
post, he fell out with Worcester, who accused him of insubordination and



dishonesty. Maus claimed Worcester was annoyed merely because the desk of
his brother-in-law, Paul Freer, had been removed from the health
commissioner’s office.28 Eventually Maus was forced out: “I submitted my
resignation,” he recalled, “feeling I could no longer occupy a position which
was subjected to such unpleasant surveillance and criticism.“29 But
Worcester’s attempt to assert control over the Board of Health was short-
lived.

In late 190z, Major Bourns was recalled to take temporary charge of the
board until Major E. C. Carter, M.D., could take over as commissioner of
public health.30 Soon after taking up his duties, and believing that the Board
of Health had by then established “a reasonable control of sanitary affairs in
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Manila,” Carter set out to obtain accurate information on the sanitary
conditions of the provinces and to secure a public health service in these
outlying regions. He realized that “specially trained men” were required in
order to collect “reliable data.”” To this end, a number of physicians were
selected and trained as sanitary inspectors. The board piled up detailed reports
on the condition of markets and stores, disposal of garbage, the “situation” of
the villages and the character of the “terrain,” water supply, prevalent
diseases, local ordinances and laws on sanitary matters, the “customs and
habits” of the people as they affected health and sanitation, and the diseases
found among cattle and other domestic animals. Scarcely a village evaded this
rigorous scrutiny. “As each township was visited and inspected,” Carter
recalled, “a sanitary map of the Philippines” was gradually compiled -a

topography both medical and military.32

“WHAT ALCHEMY WILL CHANGE THE
ORIENTAL QUALITY OF THEIR BLOOD?”

Reporting to President Theodore Roosevelt, Elihu Root, the secretary of war,
observed that the army, “utilizing the lessons of the Indian wars, ... has
relentlessly followed the guerilla bands to their fastnesses in mountain and
jungle and crushed them.” The American military was displaying “splendid
virile energy” in difficult tropical conditions; “individual liberty, protection of
personal rights, civil order, public instruction, and religious freedom have
followed its footsteps.“33 According to Root, the military thus became a



liberal reformist force, attracting and pacifying Filipinos and rendering them
more docile and amenable to American control. Roosevelt happily endorsed
the message. He had already boasted that the army in the Philippines was
proving itself “a great constructive force, a most potent implement for the
upbuilding of a peaceful civilization.” 14 In 190z, Roosevelt would insist that
the aim of the war in the Philippines was “the triumph of civilization over
forces which stand for the black chaos of savagery and barbarism.” “Our
armies do more than bring peace, do more than bring order,” he continued.
“They bring freedom.“35 Later that year, Roosevelt returned to this theme. In
the Philippines, he declared, “the soldier’s work as a soldier was not the larger
part of what he did. When once the outbreak was over in any place, then
began the work of establishing civil administration.“36 On another occasion
he noted that “too much praise can not be given to the army for what it has
done in the Philippines both in warfare and from an administrative standpoint
in preparing the way for civil government.“37



FIGURE 9. “Uncle Sam’s new-caught anthropoids” (Literary Digest,
August zo, 189 8). Courtesy of the University of Wisconsin Library.

The republican language of civic virtue infused the rhetoric of imperialists
and anti-imperialists alike.38 Roosevelt saw annexation of the Philippines as
the latest installment of the westward expansion that had forestalled
corruption in the American republic and renewed independent virtues such as
selfreliance, industry, and temperance.39 Even as imperialism thus benefited
the United States, there was a dim prospect of it also promoting civic virtue,
with eventual citizen competence and self-government, among Filipinos. But
many anti-imperialists regarded empire as a threat to the republic because it
might permit the incorporation of races utterly incapable of self-
determination. They feared that Filipinos, who seemed permanently unable to
maintain orderly governments in the Anglo-Saxon fashion, might join the
union. William Jennings Bryan, among others, warned that Filipinos could



not become citizens without endangering the republic. He saw no reason to
exercise sovereignty over an alien race in a forlorn attempt to elevate it:
“Does history justify us in believing that we can improve the condition of the
Filipinos and advance them in civilization by governing them without their
consent and taxing them without representation? 1140 Imperialism was at
variance with constitutional government. The islands should be abandoned
and Filipinos left to their own primitive devices.

Regardless of anti-imperialist warnings, the goals of American colonial
government would be frankly reformist. With the development of modern
legal, medical, and commercial infrastructures and the instilling of bourgeois
and democratic values, traditional patterns of social organization were
expected to dissolve, and Filipinos to become reconciled to U.S. control.41 Of
course, neither soldier-administrators nor their nonmilitary successors
expected Filipinos would soon achieve the civic objectives they had been set.
Thus Roosevelt reflected that “it is a very difficult matter, practically, to apply
the principles of an orderly free government to an Oriental people struggling
upward out of barbarism and subjection.“42 The president was “extremely
anxious that the natives shall show the power of governing themselves” - but
he expected that such accomplishment would take several generations of
tutelage. “The only fear is lest in our over-anxiety we give them a degree of
independence for which they are unfit, thereby inviting reaction and disas-
ter.“43 It was, he mused, “a task requiring infinite firmness, patience, tact,
broadmindedness. 1144

William H. Taft, the first civil governor of the Philippines, heartily agreed
with the president, though he warned that Filipinos were a “sensitive people”
who rankled at the label of “savage.“45 All the same, “lacking the American
initiative, lacking the American knowledge of how to carry on a government,
any government there must be a complete failure until by actual observation
and practice, under the guidance of a people who know how to carry on a
government, who understand the institutions of civil liberty, there may be
trained a Filipino element.” The Ohio Republican thought he knew how to
carry on a government; he had been doing so through the Philippine
Commission since the middle of T9o00, teaching Filipinos “what individual



liberty is and training them to a knowledge of self-government.” “We have a
hope,” he testified, “that with the imitative character of the people, with their
real desire for improvement ... we can carry out an experiment and justify our
course.“46 But, like Roosevelt, he felt it would take many generations to lift
them up to civilization. Part of this uplift would be hygienic. Thus “the
gradual teaching of the people the simple facts of hygiene, unpopular and
difficult as the process of education has been, will prove to be one of the great
benefits given by Americans to this people.” Eventually, then, with American
guidance, Filipinos might show themselves to be “capable of exercising the
self-restraint and conservatism of action which are essential to political stabil-
ity.“47 Self-government was evidently as much a personal need as a political
goal.
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FIGURE 1 O. “The white man’s burden” (Harper’s Weekly, September



zo, 1 899). Courtesy of the Wisconsin Historical Society.

Bernard Moses, a Berkeley professor of political science and member of the
Philippine Commission, had shaped Taft’s views on native development. An
expert on Spanish-American history, Moses frequently reflected on the
problem of educating “an alien race, whose thoughts are not our thoughts, and
whose motives it is not always easy for us to understand.” For Moses, “the
facts of race distinction” lay at the foundation of colonial administration.
Local customs and habits might take generations to change, but he believed
Americans had already managed to “infect” Filipinos “with the fever of
progress.“48 Through association with “a higher form of life,” the “dependent
body is drawn into the current of a superior nation’s life, and is carried along
by the momentum of its progress.“49 However, after millennia of “barbarism”
and subjection to the autocratic control of Spain, Filipinos lacked the
“political instinct” of Anglo-Saxons. It would be necessary to eradicate the
“inordinate conceit” of the mestizo - “his inexperience, his half-knowledge
was the basis of his confidence” - and to govern the archipelago for many
decades before “habit established by long practice will supplement his
knowledge and furnish him certain direction in the conduct of his affairs
.1150 Independence, if granted within forty years, would inevitably mean a
return to barbarism.

Professional orators such as Senator Albert J. Beveridge, a Republican from
Indiana, captured eloquently the case for continued civic tutelage of Filipinos.
In T9o00, Beveridge declaimed that Filipinos were “a barbarous race, modified
by three centuries of contact with a decadent race”; therefore they were not
capable of “self-government in the Anglo-Saxon sense.” “What alchemy,” he
asked, “will change the Oriental quality of their blood, in a year, and set the
self-governing currents of the American pouring through their Malay
veins?“51 Having just returned from the islands, Beveridge was convinced
that many years of example would be required before Filipinos were fully
instructed in “American ideas and methods of administration,” for “in dealing
with Filipinos we are dealing with children.” Moreover, he believed that God
had marked “the American people as His chosen Nation finally to lead in the
regeneration of the world,” to rescue it from wilderness and savage men.52
Accordingly, if puerile natives were as yet incapable of selfgovernment, then



they must carefully and gradually be taught how to do it, whether they liked it
or not: “We govern Indians without their consent, we govern our territories
without their consent, we govern our children without their consent.”
Invigilation and constant discipline must accompany the inevitable “march of
the flag.“53

As Beveridge implied, there were obvious continental models, or
analogues, for insular reformation. Taft, for example, lamented that the
“Negroes” freed after the Civil War had never been “trained to self-support or
self-help.” He argued that education and “industrial independence” might
promote some progress of the “Negro race” and the “Filipino people”:
“advancement along that path opens up to both the possibility, indeed, the
certainty of attaining all other ideals, intellectual, political, and moral.“54
Roosevelt was somewhat less confident of African-American capacities, but
he was able to discern parallels between the civilizing of American Indians
and of Filipinos. Indeed, the president believed that the civilizing of Indians
might result in “their ultimate absorption into the body of our people,” though
“this absorption must and should be very slow.“55 Eventually, civilized
Filipinos would attain self-government, while civilized Indians might become
eligible for American citizenship. It seemed possible that hygiene, education,
and industry would in time uplift both groups of “savages,” turning natives
into proletarians. From the 188os the government had been making an effort
to transform displaced American Indians into docile, property-owning,
Christian subjects: citizenship was granted to those who took up allotments on
the reservations, and a few children attended boarding schools, such as the
Carlisle Indian Industrial School in Pennsylvania.56 But Roosevelt and many
others still felt that Indians would continue to represent a challenge to the
assimilative capacities of American society. “Some Indians can hardly be
moved forward at all,” he wrote. “Some can be moved both fast and far.... A
few Indians may be able to turn themselves into ordinary citizens in a dozen
years. Give to these Indians every chance; but remember that the majority
must change gradually, and that it will take several generations to make
change complete.“57 Organized through the civil Bureau of Indian Affairs,
plans for Indian assimilation remained underfunded, halfhearted, and
specious.



After Aguinaldo’s resort to guerilla warfare late in 1899, the U.S. army,
including the medical department, also readily recognized the similarity of
Indian and Filipino. Scattered across the archipelago in posts and garrisons,
medical officers often remarked on how fighting in the Philippines now called
to mind the occupation of “Indian country” before the coming of the railroads,
in advance of the cultivation and settlement of the West.58 Indeed, officers
and enlisted men in the Philippines, on occasion, would even refer to
Filipinos as Indians and squaws. But there were limits to such analogies. To
most it was evident that Christian, urban Filipinos were not roaming heathens.
When Taft famously claimed “it is possible for us to govern them as we
govern the Indian tribes,” he was alluding not to “lowland” Tagalogs, but to
the non-Christian Moros in the southern Philippines. He continued, “They are
nowhere near so amenable to education, to complete self-government, as are
the Christian Filipinos.” Moreover, colonial warfare in the Philippines
differed significantly from the Indian wars. For example, in the United States
the Sioux and Cheyenne had been forced onto reservations, and whites took
their land; in the Philippines, such displacement was as undesirable as it was
impractical. In America, the alleged civilizing of Indians on the reservations
was hardly more than gestural and decorous, a poor excuse for expropriation
of land. There, pauperism and dependency prevailed, tuberculosis was rife,
and agency physicians were scarce and found little time or enthusiasm for
hygiene reform.59 In the Philippines, though, hygiene and civic discipline
emerged as part of a specific military strategy and were enforced with
precision and care. The army and the emergent colonial state thus attempted
an intensive reform and disciplining of Filipinos in situ, to render them more
docile and amenable to distant American control. The U.S. government
conferred the status of national - not quite colonial subject and not quite
citizen - on American Indians and Filipinos, but different colonizing
processes meant that the implications of this term, especially its implied
potential for development and self-government, would diverge in North
American and insular settings.60

MICROBIAL INSURRECTOS

“However much beclouded by sentiment and humanitarianism they may be,”
Munson wrote in 19 11, “the motives primarily actuating the sanitary service



are, after all, tactical and economic.” Moreover, sanitary tactics were “always
to be regarded as consequent upon and subordinate to general military tac-
tics.“61 It was necessary to obtain good information on the strength, position,
and movements of human and microbial enemies, on the character of the
terrain, and on where casualties have fallen or are likely to fall. New
bacteriological techniques could be used to probe the enigmatic foreign
environment and to investigate the purity of water and food; or they might
also help to locate pathogenic agency within insect and human populations. In
the Philippines, bacteriology emerged as a practical tool just when military
tactics began to focus on the organization of the population. The earlier
medical concerns about terrain, climate, and bodily constitution persisted, but
interest in the threat posed by the local fauna became more intense and soon
dominated medical strategy, as it did military tactics. Bacteriology, as it
developed in the matrix of colonial warfare, became especially helpful in
registering individuals and populations: it could generate a standardized
documentary record that provided intelligence on past human behavior and
monitored conformity to the rules, or discipline, of modern hygiene-whether
the subjects were raw recruits to the army or “savages.” In 2899, the little
bacteriological investigation that occurred in the Philippines had interrogated
the perplexing environment and errant or ailing American troops; by 1905,
bacteriology abounded, and it focused mostly on Filipino bodies, generally
revealing their defiance of civilized military hygiene or their apparent
indifference to such discipline.

The distinctive disease ecology that the microscope was revealing in the
tropics incorporated Filipinos -as “natural” hosts and carriers of the microbes
with which they had evolved-into a network of pathological causation.
Filipinos were thus armed - only to be disarmed - with a weapon more
insidious than any rifle. “The Filipinos are never free from contagious
diseases of one form or another,” warned Lieutenant Colonel Henry
Lippincott, M.D., “and we can never be sure that they are not bringing
infection into our midst.“62 According to Maus, Americans were
campaigning against “a densely ignorant race of people, who had as little
knowledge or respect for the abc’s of sanitation as the American Indian at
home.“63 Medical officers for a time forbade contact with the “natives.” No



matter how clean Filipinos might look or smell, they were still to be
distrusted, still potentially unhygienic insurrectos. “The natives do not keep
their hands clean, although it is said their bodies are washed daily,” wrote
Guthrie; “at all events, they are not microscopically clean.“64

Americans felt they battled invisible foes, whether guerilla or microbe, that
could merge with ease into the luxuriant natural realm or into a disorderly
social world. “One day we may be fighting with thousands of their people
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[and] the next day you can’t find an enemy, they are all "amigos,”” Captain
Delphey T. L. Casteel complained. “They have hidden their rifles and may be
working for you for all you know.“65 In a guerilla war, the army took up the
slogan “There are no more amigos.“66 As for Major C. J. Crane, every thicket
suggested to him the presence of a treacherous Filipino. Insurgents were
“hiding in the mangroves or swamps” or disappearing into “rank vegetation
and dense undergrowth.” In “this struggle with an unseen yet imminent
danger,” it appeared that “every Filipino is our enemy,” and “even the dogs
seemed trained to bark peculiarly at an American.“67 An intelligence officer
reported from Binan that Filipinos “are at this date outwardly friendly to the
Ameri cans, but secretly aid the insurrection.“68 Indeed, all the fauna in the
archipelago, whether human or nonhuman, seemed increasingly duplicitous,
ready at any moment to come into focus, to sting, to infect, to shoot. Had not
Lippincott warned his fellow surgeons that all Filipinos, like the
swampdwelling mosquitoes, were potentially carriers of destructive, hidden
infection? Guthrie preferred a more explicit analogy. “The glands of the skin
are the individuals in a regiment,” he explained. “Weaken the individuals and
the regiment deteriorates.” In the Philippines, he continued, “there is in
reserve an array of living things to prey upon the poor alien’s depleted
cuticle.” For example, “insects prevail in vast quantities, their stings and bites
add to the enemy’s strength, and so we must prepare against many foes.“69
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FIGURE i i. Animal necroscopy room, Army Pathological Laboratory,
c. 1900 (Johns Hopkins University Commission). Courtesy of the Alan
Mason Chesney Archives, Johns Hopkins University.

Most Americans on arriving in the Philippines, according to Surgeon
Guthrie, soon became convinced that “the air, water, soil, the whole earth and
its sundry encumbrances (living and dead)” were actually “reeking in germs.”
Thus the visitor “contracted along with his ‘Philipinitis,” germ ania.” 1170
While Guthrie treated the ambit claims of the “germologists” with skepticism,
many of his colleagues had begun to search for local microbial pathogens and
to reveal their passage through human and insect life. From the beginning, the
First Reserve Hospital had possessed a small diagnostic laboratory, but it
faltered when its first director contracted typhoid and rapidly succumbed to
the disease.71 The eventual successor, Richard P. Strong, found himself
preoccupied with performing autopsies and making cultures of blood, feces,
and urine along with other clinical services -when he was not laid up with
Malta fever. But in 1900, Strong, a recent Johns Hopkins graduate afire with
enthusiasm for the new bacteriology, was appointed to an army board to
investigate the diseases of the archipelago.72 As hostilities dwindled to
skirmishes with bands of partisans, more time and personnel might be spared
for research. Strong developed his earlier, relatively perfunctory studies of
dysentery; W. J. Calvert investigated the transmission of plague; and Joseph J.



Curry attempted to elucidate the cause of the regional fevers, especially those
“uninfluenced by quinine administered in large doses.“73 After repeated
blood examinations and the use of the Widal test, Curry was able to diagnose
many hitherto obscure fevers as typhoid - the rest unfortunately remained
obscure. Strong, however, successfully identified an amoeba as the cause of
much of the dysentery commonly experienced in the islands. Several other
cases that came to autopsy were infected with a microorganism that grew to
resemble the standard culture of Shiga’s Bacillus dysenteriae, which had been
sent from Japan. Stirred by these achievements, Strong and his colleagues set
out resolutely to animate microbiologically the tropical environment and its
macroscopic life forms. He boasted to Sternberg that “the English as yet
apparently have no good laboratory in the East, and they have expressed
considerable surprise that one has been established and so thoroughly
equipped here.“74 From z90o0, Manila had a municipal laboratory, derived
from the army’s hospital laboratory, and before long other bacteriological
laboratories were cropping up across the archipelago.

THE COLONIAL POLITICS OF EPIDEMIC DISEASE

The first major test of American bacteriology in the Philippines was an
outbreak of bubonic plague late in 1899. The disease arrived from Hong Kong
and persisted at a low level in the archipelago until 1906. Forty-eight cases
occurred in Manila in February 1900; a year later sanitary inspectors reported
twenty-seven cases.75 Alexandre Yersin had identified the plague bacillus in
Hong Kong in 1894, but because the organism, rarely found in the
bloodstream, could be extracted only from the obvious buboes, the diagnosis
was still made mostly on clinical grounds. Moreover, the discovery of a cause
did not, in this case, imply any one mode of transmission. Some physicians
still regarded plague as directly contagious; others, like Patrick Manson,
believed it derived from contact with clothing, soil, and refuse- the bacillus
had recently been found in rats, but Manson regarded them as mere
“multipliers of the virus.“76 By 11904, Maximilian Herzog at the Bureau of
Science in Manila would wonder if rats and their fleas might actually spread
the disease, but he concluded that Bacillus pestis most likely gained entry to
the body through skin and mucous membranes.77



The early sanitary response to plague in Manila involved both control of
personal contact and a campaign against rats. All vessels arriving in the
islands were inspected for human cases and for rodents, and if they came
from an affected port they were quarantined. The Board of Health demanded
that those suffering from the disease be isolated; the sickroom was disinfected
with corrosive sublimate or carbolic acid, and “all valueless clothing and
other effects” were burned. It recommended that the public drink only boiled
water, obey “the rules of general hygiene,” and regularly remove any trash.
“Wearing of shoes and stockings,” the board advised, “is an important factor
in preventing plague gaining an entrance into the body through wounds.“78
But humans were not the only targets of the public health officers. “In view of
the association between plague and rodents,” the nascent Board of Health set
about waging an “incessant war” against the animals. It told house-owners to
replace wooden floors with more sanitary concrete ones, to remove all refuse,
and to burn any rat manure. Squads of rat-catchers fanned out over the city,
visiting each house and setting traps or laying out bane. They concentrated on
areas that had produced the heaviest caseload and examined the associated
disease ecology, attempting to confirm etiological suspicions in the
bacteriology laboratory. The presence of plague bacilli in some of the local
rats seemed to corroborate their suspected role in the transmission of the
disease. In February 190z alone, the squads delivered more than twenty
thousand rats to the government laboratory, which examined almost ten
thousand microscopically for bacilli and found thirteen infected.79

During April z90z, the Board of Health sent medical practitioners a letter
drawing their attention to the previously unrecognized phenomenon of
“ambulatory plague.” It appeared that this condition was frequently
encountered among the Chinese, “who keep up much longer in severe illness
than any other races here.” A Chinese might fall dead in the street without
evident cause, without obvious buboes - just as the rats were doing. “That
such cases are true plague,” the board reported, “is borne out by the recent
investigations of the Board of Health, autopsies resulting in the finding of the
plague bacillus and the characteristic pathological changes.“80 Laboratory
investigation in some cases could now prove more sensitive than clinical
observation and focus attention on hitherto unsuspected human elements.



While the presence of buboes remained pathognomic, “the absence of buboes
[did] not exclude plague.”” Physicians were expected to watch out for
meretriciously healthy Chinese and Filipinos and employ the bacteriology
laboratory to reveal scarcely symptomatic carriers, who were “scattering and
implanting the disease throughout the islands.“82 Where plague was
involved, there would be no more amigos.

On March zi, 190a, Worcester heard that two patients at San Juan de Dios
Hospital, both Filipino, were suffering from cholera - Strong had confirmed
the diagnosis when he observed the comma bacillus in hanging drop slides in
the laboratory. Within a day, another fourteen typical cases were identified,
many of them dying soon after diagnosis. Official notification of the spread of
the disease into Hong Kong had been received a few weeks before, so news of
the outbreak in Manila was not altogether unexpected. In an attempt to block
the entry of cholera into the archipelago, Dr. Victor G. Heiser, the chief
quarantine officer, had prohibited the importation of green vegetables from
southern China.83 Whether unexpected or not, the new epidemic represented
another serious challenge to the civil health administration. “Unfortunately,”
recalled Worcester, “there was no one connected with the medical service of
the islands who had any practical experience in dealing with cholera, and we
[would have] to get this as we went along.“84 In meeting this challenge, the
public health administration was to assume a definite and durable form.

Cholera had visited the archipelago at regular intervals during the past
hundred years. In response to the epidemic of 188z, the Spanish colonial
authorities had stepped up the cleaning of streets, vacant lots, and public
buildings and established four hospitals for the sick. Believing the disease to
be miasmatic in origin, health officials lit fires with tangal, a type of
mangrove bark, and tar at the foci of infection. Burial corps lurched through
the mud of the streets, emerging out of the smoke with the bodies of the dead
stacked on their carts. After a brief service, held outside the church gates, the
corpses were covered with quicklime to counter noxious emanations and
buried with haste. For personal prophylaxis, the mourners, priests, and those
who labored to collect the bodies filled quills with camphor and placed them
in their mouths. In the city and the provinces, the enveloping crisis mocked



the government’s plans for an orderly response. People fled in panic, hygienic
precautions were abandoned, and few victims received medical attention.
Eventually the epidemic had died down of its own accord. 15

FIGURE T 2. Burning the cholera-infected district of Farola (RG 3 50-P-
E44.2, NARA).

In contrast to the earlier Spanish response to cholera, American measures
designed to suppress the disease in 190z placed as much emphasis on
controlling personal contact and social life as on a general cleanup and
spiritual succor. With the development of bacteriology, health officials could
trace the path of the cholera vibrio and use this intelligence to intervene in
daily life and curtail its spread. Fears of diffuse emanations from the
environment and the dead had lost much of their power. Instead, suspected
cases and their contacts were isolated, removed from their homes, and placed
in a temporary tent hospital on the grounds of San Lazaro Hospital, or else
concentrated in the military “protection zone” at Santa Mesa Heights.86 With
quarantine strictly enforced around Manila, no one could trespass the city
limits without written permission of the health authorities. Officers of the
Board of Health went from house to house, day and night, rooting out cases,
confiscating and destroying dubious foodstuffs. Nor were more general



environmental measures neglected. Americans, too, lit fires, not mere bonfires
to clear the miasmatic air but great consuming blazes that reduced to ashes the
nipa palm houses at infected foci.87 The “less dangerous” wooden houses of
the more affluent were simply whitewashed to disinfect them, and the
inhabitants forcibly bathed in a bichloride solution. Patrols of sanitary
inspectors and cavalry guarded the Marikina River, the main source of water
for the city.88

FIGURE 2z3. Cholera detention barracks, San Lazaro (RG 350-P-E42,

NARA).

But the comma bacillus continued to spread. From March zo until the end
of the month, 94 Filipinos, 6 Chinese, and i American were infected. By
April, 15, 275 cases of cholera had occurred within Manila, with zi 5 deaths,
including 5 Americans.89 Corporal Richard Johnson, with the 48th
Volunteers, recalled that the cholera epidemic gave Americans “more scare
than anything coming from the insurrectors, because with them we could
defend ourselves with rifle and bullets, but cholera was an enemy whose
presence we were unaware of until his fatal stroke.“90 More resources were
committed to combat the disease. The Board of Health sought the advice of
Munson, a military hygienist already famed for his “administrative and



organizing ability, sound judgment, initiative, and forcefulness of an unusual
order.“91 The Philippines division commander ordered 3 T medical officers
to report for duty with the civil health service. Some were detailed as sanitary
inspectors or quarantine officers, others took charge of the cholera hospital
and detention camps, and a few ventured out to the provinces to take control
of the pueblos where the disease had broken out. Each sanitary inspector was
supplied with a disinfecting spray pump, disinfectants, and “a corps of men
versed in that special work.“92 Similarly, the staff at the cholera hospital and
the detention camps would resort to internal antisepsis to treat the sick.
Patients received enemata containing T/TOGO benzozone as well as the more
conventional “hy- perdermics of strychnia,” hot water bottles, and general
symptomatic remedies. Benzozone, an experimental drug discovered by Dr.
Paul Freer at the Manila Bureau of Science, promised “excellent results in the
treatment of this dreaded disease,” but it was to prove distressing and
useless.93 Most cholera patients died, and their corpses were cremated,
though some, as before, were covered in quicklime and buried in sealed casks.

Provincial centers invoked quarantine regulations in an effort to halt the
spread of the disease, but postwar population movements and food shortages
meant that protective barriers were constantly flouted. When cholera found its
way to Binan, the local authorities took to cleaning and disinfecting the
victims’ houses; they tried also to isolate all contacts for five days. But after a
physician from the Board of Health came to set up a detention camp and a
cholera hospital, the contacts “fled to all parts of the pueblo, and its barrios,
taking the disease with them wherever they went.“94 To make matters worse,
rumors about house burnings circulated. The public uproar caused the
abandonment of plans for a detention camp. Surgeon George D. De Shon
found “the sanitary work of combating this disease among an ignorant and
superstitious people, impoverished by war, locusts and rinderpest, and
embittered by conquest ... an extremely difficult task.“95 In general, medical
officers attempted, like Captain C. F. de Mey, “to rule with a rod of steel.”
While their power was never absolute, they expected to become “the
commanding officer of a city when that city is threatened with or has an
epidemic.“96



Although cholera terrified the Americans stationed in the islands, it was
principally a disease of the Filipino poor -and it was the poor, too, who
endured the heaviest burden of American sanitary intervention. Fearing the
destruction of property, the dissolution of bonds of family, and the infliction
of painful and apparently pointless experimental treatments, many Filipinos
tried to conceal suspected cases. Maus detected a feeling among the natives
that “the disease was colic, probably resulting from the use of green rice, and
that the Americans resorted to these extreme measures unnecessarily, and
probably for purposes of revenge.“97 His wife complained that “one can
scarcely realize what it meant to feed and water this horde of ignorant,
panicstricken people.“98 Luke Wright, the acting governor-general, reported
that “ignorant natives resent our modern methods of dealing with cholera.“99
Rather than report a case, many Filipinos were prepared to take affected
relatives or friends into the rice fields during the night, or occasionally they
might dispose of the dead by throwing them into the Pasig River or burying
them secretly. This resistance did have some effect. During May, Maus
decided to abolish the detention camps and instead to isolate all contacts in
their houses.IOo




FIGURE z 4. Line-pail brigade, Manila, during cholera
epidemic (RG 3 50-P-E44.21/2, NARA).

The poor might resist “passively,” but the Filipino elite, already
accommodating themselves to the new regime, could voice their objections
and make them heard. Evidently, the apparently arbitrary cruelty,
accompanied as it was by restrictions on commerce, incensed Filipinos at all
levels of society. Dr. T. H. Pardo de Tavera, one of two Filipinos on the
Philippine Commission, wrote to Governor Taft, warning that “the people fear
the Board of Health a great deal more than they fear the epidemic. The
sanitary inspectors, white, brown, black, civil and military have committed
and still commit all kinds of abuses.” From the provinces he had heard
complaints “against the barbarities committed by health agents.” At Pasig, for
example, the provincial treasurer “set fire to a house where a victim of the
cholera had died and the flames extended to two neighboring houses,” while
the provincial inspector went about with “a gun on his shoulder in order to
intimidate the people to make them obey sanitary laws.“101 Pardo de Tavera,
as a physician, appreciated the need for such laws and supported their
rigorous enforcement, but he could not condone the accompanying brutality
and disruption. Like other Filipinos (and even Worcester), he had found Maus
especially abrasive and severe; but Carter, following Munson’s advice, would
prove a little more conciliatory, at least toward local elites. It was later
believed that Munson’s style of dealing with “people of different races whose
manners and customs are alien to ours” had enabled the Board of Health “to
obtain active public support, instead of opposition, even for the extremely
stringent measures which were necessary during the cholera campaign.” This
ability “to handle difficult situations without arousing opposition, and to
secure not only acquiescence, but enthusiastic cooperation” would become an
even more valuable quality, though still a rare one, in the health department
after T90Z.102

Americans frequently used their modern laboratory to confirm and further
specify previously vague etiological suspicions. Regulations prohibiting the
peddling of all drinks and cooked foods on the streets had come into force at
the outset of the epidemic. Subsequently, Strong’s laboratory examined many
samples of food, along with some flies snared in infected dwellings. As



expected, the microscope revealed cholera vibrios in much of the cooked rice
that was left exposed and attached to some bluebottle flies. “These flies,”
observed Maus, “are commonly bred along the side of the esteros, which are
emptying grounds for numberless private sewers and latrines.... Cases which
have been observed along the banks of certain esteros may be accounted for
by food infection from blue-bottle flies.“103 On the basis of this intelligence
from the laboratory, the Board of Health inaugurated a campaign against
insects and the unsanitary human practices, especially those involving
defecation, that were allowing them to multiply and spread disease.

Within a year, the epidemic abated. After June T9oz, the number of deaths
in Manila from cholera steadily diminished; in January 1903, only 4 suc-
cumbed.104 Before the disease finally was checked in Manila there were 5,5
8 T cases and 4,386 deaths, while in the provinces more than 150,000 were
infected and perhaps as many as i0o,000 died.105 Even in May 190z, Louis
D. Baun, a teacher, wrote to his mother, “The cholera seems to be on the
decrease, but the authorities look after every case closely. The Dr. said
yesterday that the Spanish doctors claim it is not cholera at all; not enough
people have died. They do not take into account all the means that the
Americans have used to prevent its spread.” He went on, “Another sanitary
inspector just showed up.... They certainly are doing enough inspecting.” 106
As the morbidity and mortality from cholera fell during T9oz, the quarantine
around the city was lifted, and a number of sanitary inspectors left the health
service. The Board of Health had by then developed a basic organization and
mode of action-an administrative apparatus forged in the crucible of colonial
warfare and melded with the new bacteriology -that would prove
exceptionally durable.



e Ty * :LE'-'.' . - " .
= . r:}ﬁﬁ-‘}'ﬁ'&iﬂﬁ:‘.—;.-1" R =L

FIGURE 15. Fighting cholera with wholesale disinfection. Courtesy of the
Rockefeller Archive Center.

“AN ENTIRE NATION HAD TO BE REHABILITATED”

“At the end of the Spanish-American War,” Victor G. Heiser later noted, “the
United States was confronted with large responsibilities in the field of tropical
sanitation ... an entire nation had to be rehabilitated.” 107 It seemed obvious
to Heiser, who was director of health in the Philippines from 1905 until
19115, that “as long as the Oriental was allowed to remain disease-ridden, he
was a constant threat to the Occidental who clung to the idea that he could
keep himself healthy in a small disease-ringed circle.“108 Thus he hoped to
transform the Filipinos from “the weak and feeble race we have found them
into the strong, healthy and enduring people they may yet become.“109 His
method required the modification of personal habits of Filipinos -to render
them more self-disciplined-as well as an old-fashioned attention to
environmental nuisances. Heiser undertook the rigorous enforcement of
vaccination, hygiene education, isolation of the diseased, quarantine, sewage
disposal, improvement of housing, clothing, and nutrition, water and food
examination. He introduced periodic health checkups and ensured the
distribution of effective doses of quinine. By 1912, his Bureau of Health had a
staff of three thousand, two hundred of whom were physicians. He had a
small army of sanitary inspectors in the field preparing detailed reports on
every town in the islands, daily during epidemics, weekly otherwise. In these



circumstances Heiser boasted of his “almost military power” and pointed to
his “sanitary squads.“10 “Necessarily,” Heiser recalled, “we had to invade the
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rights of homes, commerce and parliaments.

Heiser did not come from the military but from an institution in part
modeled on it: the U.S. Public Health Service (PHS). An orphan who had lost
his German-American parents in the Johnstown floods, Heiser put himself
through Jefferson Medical College and then studied bacteriology and hygiene
in order to pass the Marine Hospital Service (later PHS) examination. He
soon made a name for himself devising a more efficient system for medical
inspection of immigrants from southern Europe. An ascetic and authoritarian
functionary, Heiser found the administrative goals and strategies of the PHS
entirely congenial. He had entered a career corps with military ranks and
uniforms and an emphasis on drill, hierarchy, and efficiency. Walter Wyman,
the surgeon general of the PHS, had recently compiled a manual of procedure
that reduced to writing every step in the handling of correspondence,
accounts, appointments, and other administrative tasks.llz Responsibilities
and authorizations, whether for routine transactions or policy matters, had to
be set down in detail, as they were in the military, and in the civil health
service in the Philippines. Heiser was thus preadapted to the military model of
the Philippine health service and would accept without hesitation the advice
of more experienced medical officers like Munson, Maus, and Carter. For
Heiser, the Philippines would prove “a huge laboratory in which my
collaborators and I could work out an ideal program.“13

The laboratory was emerging as an ideal discursive space, an exemplary
colonial site -a symbol of control, purity, and precision that initially was far
more significant than the routine practices of bacteriological investigation that
went on within it. Colonial military tactics and protocols of population
management remained fundamental in disciplining Filipinos, and the army
camp still presented an appealing image, but the laboratory implied an even
greater capacity for intervention and manipulation. For Heiser and his
colleagues, their representation of the Philippines as tropical laboratory sug
gested an ability to vary scale from macro to micro: it meant they might treat
its inhabitants as though they occupied the sterile, hygienic space of



experimental practice. But the notion of the Philippines as a laboratory
suggested a discursive possibility, not an accomplished technical
transformation. Achievement of this ideal would still depend on their
application of administrative techniques to manage colonial populations more
than on expert knowledge of bacteriology and parasitology. Not that
knowledge of microbiology was irrelevant to efforts to “wash up” the Orient.
It would provide useful intelligence and determine the location and direction
of public health maneuvers: microbiological reconnaissance identified the
causes and carriers of disease, tested for compliance with the rules of personal
and domestic hygiene, and registered populations. But laboratory science
alone would not imply any one course of action. The Philippine health service
remained, above all, an organization on the march: when cholera broke out,
military administrative logic suggested it seek intelligence, send out sanitary
squads, burn houses, and isolate troublemakers, in the same way the army had
suppressed or diverted insurrectos in the archipelago.

Preventive measures also were markedly homologous. New doctrines of
colonial warfare demanded intense surveillance and discipline of local
populations: it was supposed that reform of the social and moral terrain, a
policy of attraction and transformation, would pacify and subjugate the
natives, turn supposed savages into docile, disciplined subjects. It was no
longer enough to protect and bound, militarily and medically, a colonial
garrison or enclave: the goal now was to occupy and organize a territory and a
people, cultivating new forms of life, regenerating customs and habits within
the new “protection zones.” This did not mean coddling local populations,
any more than military surgeons were coddling troops: the notion of attraction
in colonial warfare did not connote enticement; rather, it implied an
involuntary, magnetic force. “Health in the tropics,” Heiser argued, “is largely
a matter of observing simple hygienic rules rather than of climate.” 114 Just
as raw recruits to the army were trained and transformed into disciplined
soldiers, so might the medical officer and sanitary inspector attempt to
reeducate Filipinos, to make them proper, retentive colonial subjects. Through
the discipline of hygiene, Filipinos might eventually become properly self-
governing. Of course, there was little expectation that Filipinos really did
possess the capacity for hygiene that even the most ignorant rural American



troops could demonstrate; hence full hygienic citizenship would in practice be
deferred, and colonial supervision and training continue indefinitely.

Colonial warfare was not the only influence on the emergence of American
public health in the Philippines, but it was a powerful adjuvant, promoting the
growth of features that might otherwise have turned vestigial. Since the
1870s, interest in social pathology had developed in North America and
Europe at the expense of older concerns with geographical and climatic
determinants of disease.15 In the Philippines, the exigencies of colonial
warfare would further focus attention on mobile human agency. Similarly, the
optimistic interventionism of the military surgeon at the end of the nineteenth
century should not be separated from the rise of Progressivism and social
reform movements in the United States during this period.” 16 But the
medical officer’s self-confidence and assertiveness would give specificity and
added impetus to these more general, diffuse reformist trends. The
increasingly widespread recourse to business models and programs for
administrative efficiency also was mirrored in the transformation of military
bureaucracy; but in the Philippines it was the military that became the sole
direct means whereby these organizational changes generated a health
service.” 17 The idea of “the gospel of hygiene,” the plan to evangelize a
Catholic or heathen population, must have struck a chord with American
colonial officials, most of whom were Protestant; but it was colonial warfare
that made proselytization a military and medical necessity. Colonial warfare
was, at least in part, a manifestation of broader social and political
developments at the end of the nineteenth century, but it became the first
major conduit channeling these general principles and practices into the
Philippines health service.

There are perhaps many routes to modern tropical hygiene, each winding
through a different colonial terrain. It is difficult, then, to generalize from the
intimate symbiosis of public health and colonial warfare in the Philippines.
Certainly the political, professional, and military situation in the Philippines
was unusual. The United States was trying to set up its first colonial health
service at the same time as it waged a war of progressive occupation; there
were no enclavist medical traditions or existing colonial bureaucracies to



overcome; and ambitious American imperialists regarded themselves as
uniquely efficient, reformist, and scientific. It was not, as they frequently
pointed out, the British Empire -it was especially not India. But American
administrators worked hard to represent the Philippines as the model colonial
health service. Worcester was delighted to observe “the impact of American
methods on those previously in vogue in neighboring colonies. At first our
efforts to make Asiatics clean up ... were viewed with mild amusement, not
unmixed with contempt; but the results we obtained soon aroused lively
interest.””’ According to Heiser, it was “generally conceded that the medical
literature produced in the Philippine Islands is more voluminous, and has a
greater scientific value than that of all the other countries combined. These
writings have also had an important role in molding opinion with regard to
medical and sanitary matters of other portions of the Orient.“19 Thus
Worcester and Heiser tried hard to make the colonial military diction of
hygiene in the Philippines the lingua franca of modern tropical medicine.



Chapter Three
‘““ONLY MAN IS VILE”

W

hen Andrew Balfour spoke to the London Society of Tropical
Medicine and Hygiene in 1914, his subject was “Tropical Problems in the
New World,” and he had new information that would startle some of his
audience and reassure others. Balfour announced that Captain Weston
Chamberlain, M.D., of the Army Board for the Study of Tropical Diseases in
the Philippines had recently reported on his investigations of the
“physiological activity of Americans in these islands and the influence of
tropical residence on the blood.” It seemed probable that the tropical climate
itself exercised no harmful influence on the white residents. “By far the larger
part of the morbidity and mortality in the Philippines is due to nostalgia,
isolation, tedium, venereal disease, alcoholic excess, and especially to
infections with various parasites.”” Chamberlain’s laboratory studies thus
challenged long-held medical theories of inevitable white degeneration in the
torrid zone. During the military campaigns at the turn of the century and
under the new civil regime, American physicians had carefully monitored
their white patients for any signs of such deterioration. Public health officials
and army surgeons sought to protect whites from insalubrious circumstances,
regulating their clothing, diet, housing, and personal conduct. Now it seemed
that such concern had been either redundant or remarkably efficacious: whites
were not-not yet, anyway-especially degenerate or unmanly in the
Philippines. They either had been robust enough to prosper anywhere all

along or were now insulated sufficiently well not to register the change in



milieu.

In the new laboratories of the Bureau of Science in Manila, Chamberlain
and his colleagues were translating colonial governance into the positive
language of biomedical science, expressing their confidence in the racial
resilience of white male colonialists, and their anxieties about the bodies and
customs of ordinary Filipinos.2 As they studied the blood and the
physiological activity of white males in the tropics, scientists allayed older
fears of physical (if not mental) deterioration in a foreign realm. Whiteness
and manliness seemed tougher, or at least more readily armored, than any of
the army surgeons in the early days of the Philippines campaign had ever
expected. At the same time, the modern laboratory was demonstrating
repeatedly that alien blonds and brunets had more to fear from contact with a
variety of native fauna -some evidently diseased and some meretriciously
healthy - than from exposure to rays of the tropical sun. Scientists in Manila
confirmed and elaborated earlier concerns about the dangers of insurrectos
and insects, giving further microbiological effect to their respective bolos
(knives) and stings. Together, the Bureau of Science and the Army Board for
the Study of Tropical Diseases produced a white male body that was more or
less indifferent to tropical relocation and European and Malay racial bodies
with apparently natural, though not necessarily fixed, differences in disease
carriage and susceptibility. That is, science helped to reframe the boundaries
of whiteness in the Philippines, neutralizing or overcoming environmental
containment and making racial contact ever more salient and medically
significant.

It is important to give equal weight to these two trends in colonial
biomedical research: the exoneration of the tropical milieu and the racializing
of pathogen distribution. Both emerged during the military period, the first a
result of rising faith in the effectiveness of sanitary management of troops, the
second a result of the strategic premises of guerilla warfare among settled
populations. With pacification, both research programs were taken up and
amplified in the biological laboratories of the civil Bureau of Science and the
army board, the bureau mostly (though not exclusively) focusing on Filipino
pathology and the board on white physiology. Colonial scientists like



Chamberlain sought to reconfigure environment and race in the tropics,
helping to resolve old fears of racial displacement and to reinforce anxieties
about racial contamination. When Balfour finished reporting to the Society of
Tropical Medicine, Sir Ronald Ross, probably the most distinguished tropical
scientist in the audience, rose to endorse Chamberlain’s findings and to
confirm that the white races, striving to conquer savages, need not fear
foreign climates: the unsanitary ways of local inhabitants were far more
menacing.” As Balfour observed, science might yet demonstrate the truth of
the couplet “Where every prospect pleases / And only man is vile. 114

THE WHITE MAN’S CLIMATIC BURDEN

During the American military campaign, fear of the deleterious effect of the
climate on the white race was for a time expressed in an especially raw and
accentuated manner. Such concern had earlier pervaded Spanish medical
theory, and it lingered in the American colonial bureaucracy until well into
the twentieth century. The Spanish colonial commitment to neo-Hippocratic
doctrines, which assumed a dynamic interaction of human bodies and their
environment, is not surprising. It was after all a commonplace of
nineteenthcentury European medical theory that a race’s temperament and
physiology were adapted to its place, and any dislodgement would imply
hazard. This “ethnic moral topography,” as David Livingstone describes it,
accorded with popular beliefs about the need to stay in harmony with one’s
circumstances.5 But the persistence into the twentieth century of this vision of
races and proper places is perhaps more remarkable. Even as scientists were
postulating theories of harder, more robust heredity and identifying
microbiological rather than physical causes of disease, ideas of environmental
fit and stress continued to appeal to the public and to many doctors. Thus the
experience of discomfort and nostalgia in foreign lands for many years still
popularly connoted pathological sequelae, whatever the staffs at the bureau
and the board might say.

The Philippines had long ago established a reputation as an unsavory spot
even for southern Europeans. In the middle of the nineteenth century, as the
number of Spanish in the archipelago multiplied, some physicians speculated
on the effect of the climate on Mediterranean physique and mentality. In 18



57, Dr. Antonio Codorniu y Nieto, a sanitary officer with the military garrison
in Manila, considered “the nature of the modification of the human body in
the Islands” and especially the potential for “degeneration of the race.“6 He
observed that “Europeans who arrive in the country as adolescents, full of
virility, especially suffer the effects of acclimatization; new conditions modify
their temperament in certain ways, generally in relation to the constitution,
and influence their growth and development.” For all Spanish sojourners,
“acclimatization in the Philippines means alteration in the organism as it is
tested in a trying, humid climate: the loss of digestive activity, diminution of
respiration, impoverishment of metabolism, and in sum, a tiring of the blood
that gives rise to nervousness, of the sort one sees in the local races.”
Codorniu was particularly worried about the insidious disease of nostalgia,
“which consists of a state of moral suffering, of sadness and desperation,
attacking most Europeans, but principally those engaged in a military
career.“7 The precise outcome of tropical residence depended on the initial
quality of the constitution and the part of the islands where one resided.
Eventually, though, all aliens would degenerate unless revived in a cooler
climate: “The European who decides to stay in this country for an indefinite
period must do what is needed to refresh his blood, that is, he must move after
six to eight years to a temperate country, staying there as long as necessary to
restore his temperament; thus he will recover his dash and enough vitality to
counteract another period of enervation in a hot and humid climate.“8

When Fedor Jagor, a German ethnologist, traveled through the archipelago
in the late 1850s he found the long-term Spanish residents “uneducated,
improvident and extravagant.” In the fertile, torrid zone-a “lotuseating
Utopia,” according to the ethnologist-they had adopted the slack standards of
the natives. The hospitality of nature had made them louche and dissolute. As
the Spanish residents acclimatized to the Philippines, they were sinking into
“a disordered and uncultivated state,” gradually becoming indistinguishable
from the natives. In Jagor’s opinion, only the Spanish and Portuguese
possessed the constitutional wherewithal to take root in tropical countries in
this lamentable way; northern Europeans like him would sicken and die
before they degenerated and so must limit themselves to brief visits.9



At the end of the century, just as they were about to be displaced from the
islands, a few Spanish commentators would come to express greater
confidence in their ability to withstand tropical circumstances. Dr. Victor
Suarez Caopalleja, for example, still expected that dampness combined with
high temperatures might produce “paludic” fevers and mental and physical
fatigue in whites. He saw some of his compatriots become “pusillanimous,”
pessimistic, “pathologically selfish,” and melancholy in the Philippines.10 He
could detect “modifications in the individual and in the race, characterized by
indolence, submissiveness and laziness, which follow the febrile activity of
the first few days, and a certain apathy especially for anything that does not
lead to fortune.” There were many cases of “facial pallor, sometimes earthy
yellow skin tone; thinness, pronounced sunken eyes; loss of appetite; restless
sleep; a general sense of fatigue that permeates all limbs.” But Suarez now
believed this doleful condition might be prevented or alleviated with proper
attention to hygiene. “The fortified body subject to good methods of hygiene
is a safe harbor undisturbed by common illness, and difficult even for
epidemics to assault. Take care that the skin, which shields the organism,”
advised the doctor, “functions well-the result of plentiful water and a wise
disposition.”” Fortunately, the Philippines were not nearly as insalubrious as
most other tropical countries and certainly not as uncomfortable for whites as
West Africa was proving. For Suarez, writing in 1897, the biological
prospects for Spaniards in the Philippines had never looked better.

On their arrival in the archipelago, American military and civil leaders
reiterated older Spanish fears of degeneration in the tropical climate. The
prospect seemed especially grim, as we have seen, for white soldiers, who
labored hard in such hostile, foreign conditions. But even members of the
executive government could feel imperiled. In 190a, Governor William H.
Taft attested that “the tropical sun induces leisurely habits,” and so was utterly
antithetical to vigorous Anglo-Saxonism. It was “dangerous for Americans to
expose themselves to the midday sun.” For most of the day, the harsh tropical
sun would “not permit the European or American to exercise under it with
impunity. There is no doubt about that.“12 (Then again, Taft, a famously
obese man, had never shown much inclination for exercise in his native Ohio
either.) The governor was especially worried about the effect of the climate on



white women and children: “The nervous strain upon adult females due to the
high temperature ... is great, and at the end of two years they ought to go and
be refreshed in a cooler climate.” He recommended too that white children
head north to temperate lands after they reached the age of fourteen:
otherwise they grew up “so rapidly that they become weedy in their make-
up.”” Evidently, Taft believed there was no hope of permanent white
settlement in the tropics. Nature had decreed that white itinerants or
sojourners, not settlers, would administer the American colonial state. In
every picture of Philippine progress there would remain “a somber
background of a baneful climate making it impossible for the American or the
European to live in health and strength in the islands for any length of
time.“14

When Hubert Howe Bancroft surveyed “the new Pacific” in 2899, he
observed that in the tropics “the heat is trying, being moist, and the air too
often malarious.” The historian of the American West concluded, “While for a
time and with care the several races may live anywhere on the globe, unless it
be at or near the poles, the white man cannot live and labor permanently in
the tropics.” Accordingly, “we may give ownership but not the occupation of
the tropics to the white race.“15 Other commentators on the new empire
echoed Bancroft’s misgivings. Charles Morris, in his imperial handbook,
announced that although no serious diseases were prevalent in the islands,
“most of the deleterious effects upon whites are direct results of the tropical
severity of the climate.“16 The Reverend William Elliot Griffis, an expert on
Japan and the Far East, went further in climatic disparagement. “Many
regions in the tropics,” he warned, “are like a steam bath, and the heat and
moisture together are oppressive beyond the power of the Anglo-Saxon to
endure.” Ever skeptical toward expansionism, Griffis thought it proved that
“the tropics were never meant for the white man to live in or to greatly
concern himself about.” 17

Some medical authorities initially endorsed Taft’s pessimism. Sitting in a
stuffy room of the Manila audencia in July 1899, the Philippine
commissioners had questioned two visiting American medicos on the
biologically correct form of American tropical imperialism. “We would like



to know particularly,” the commissioners asked Simon Flexner and Lewellys
Barker, “what effect the climate and maladies would have on Americans
coming here, whether they could endure the climate or not.“18 The
pathologist and the physician, on leave from Johns Hopkins and still on their
tropical tour, had bad news. “The climate,” lamented Barker, “seems to affect
Americans especially with regard to their assimilation. People who have lived
here a long time grow gradually pale... . Women especially grow pale, and
the European children have a tendency to anemia.” White Americans might
live in the tropics a few years, but they should never try to labor there: “I
think a great many men would sicken, and if they tried it for two or three
generations without replenishment from home, to use a slang expression, they
would peter out.” Barker had endured the climate for some months before
giving his testimony and so could speak with conviction: “Someone had said
that here the sun is always dangerous, and I am inclined to think so. I have
felt it very much.“19

For many Americans in the civil government, their experiences of
discomfort and fatigue in the tropics still readily translated into portents of
disease and degeneration. Typically, Herbert Ingram Priestley, a teacher in
Nueva Caceres [Naga City], found he had “some little trouble getting
acclimated.“20 Soon after arrival, he “went out a little too late and the heat
was sickening. It makes one sick at his stomach,” he wrote to his mother
(November io, 190i). A year later he reported that “the doctor says the climate
is wearing on me and I guess it is. I am down to 166 Ibs and tho’ I have a
normal appetite and rest normally with a little aid from drugs, I have some
very unpleasant half hours of profuse sweating, with nervous morbid
apprehensions which are especially trying to a person of my sensitive
temperament” (October 19, 190z). He felt that “the air seems to contain very
little ozone, and the steady high amount of perspiration, with the never ending
drag on one’s vitality, seems to predispose one to colds” (December zi, 190z).
But he hung on until October 1904. A sense of discomfort and displacement
also afflicted Emily Bronson Conger, an otherwise self-possessed nurse
known appropriately as Senora Blanca. On first encountering the heat of the
tropics “one gasps like a fish out of water and vows with laboring breath: ‘I’1l
take the next steamer home, oh, home!”” The climate of the Philippines



“seemed beyond physical endurance ... exhaustion without relief. The only
time one could get a breath was about five o’clock in the morning; in the
middle of the day the sun’s rays are white-hot needles ... and even if one
carries an umbrella the heat pierces directly through.” She felt the pores of her
pale skin had been “weakened by excessive exudation,” leaving her exposed
to all the evils of the region.2’

In z905, Fred W. Atkinson, the superintendent of education, observed that
long residence in the Philippines caused “loss of memory” and “loss of ability
to spell.” “Caucasians grow pessimistic and suspicious after a few years’ stay;
and those who do not stand the climate are apt to become hypersensitive and
hypercritical.” Dengue fever prevailed during the period of acclimation, and
intestinal disorders were common thereafter. By eating good food, following
regular habits, consuming no alcohol, and avoiding the midday sun, while at
the same time limiting their mental and physical exertion, whites might live in
the Philippines for a few years without too much suffering. But tropical
conditions meant that “no extensive settlements of Americans in the
archipelago are likely to be made for years to come, if ever; extensive
colonization by us seems to be precluded.“22

Major Charles E. Woodruff, M.D., confirmed the apprehensions of
Atkinson and other colonial bureaucrats. A disaffected and irritable medical
officer, Woodruff dedicated himself to warning his more complacent fellows
of the dangers of tropical light for blonds and brunets. He contended that
exposure to the “actinic,” or ultraviolet, rays of the tropical sun led to racial
decay and degeneration. The actinic rays, he argued, produced “some kind of
chemical breaking up which renders [the cell] paretic,” leading at first to a
misleading sense of “stimulation,” but soon followed by a chronic “low
vitality of tis sues.” Not surprisingly, then, the poorly pigmented “blonds
suffer in the Philippines more than brunets, have higher grades of
neurasthenia, break down in larger numbers proportionately, and in many
ways prove their unfitness for the climate.“23 In an influential monograph,
Woodruff explained that the white race should never live closer to the equator
than fifty degrees: “Even in New Zealand and Australia the native white
families are already dying out or kept alive by constant new importation from



home.“24 Accordingly, the white man should not try to colonize the
Philippines, for colonization was doomed to fail biologically. Instead,
Woodruff advocated a “commensalism”: a careful expansion into the tropics
based on mutual aid .25

In 119 13, soon after he arrived in the Philippines, Francis Burton Harrison,
the new Democrat-appointed governor-general, received a letter from
Woodruff warning him to stay out of the sunlight. “Mrs. Harrison and I,”
responded the governor-general, “are making it a point to keep indoors at
least during the hours of noon and three o’clock, and to keep ourselves and
our children out of the strong sunlight all the time that it is possible.“26 Mark
Twain once had pilloried American efforts to shine the light of civilization on
“the person sitting in darkness” - but now, ironically, it seemed it was the
white imperialist who would be compelled to recline in the gloom.27

WHITE PHYSIOLOGY IN THE TROPICS

With longer tropical experience, some American medicos gained confidence
in white robustness, or at least in the race’s ability to insulate itself from
insalubrious physical circumstances. Wallace de Witt, M.D., found the
Philippines’ climate “very enervating, lowering the natural resistive power
against disease.” But like an increasing number of his colleagues, the medical
officer attributed most disease to failure to obey “a few simple sanitary laws”
- especially those relating to contact with unhygienic Orientals - and generally
exonerated climate as the prime culprit.28 William S. Washburn, M.D., the
chairman of the Philippine civil service board, believed that the archipelago
was actually more “comfortable and hygienically favorable for the treatment
of many diseases” than any other country at that latitude. In any case, he
could cite a number of scientists who had argued that “the European may,
under proper sanitary conditions, transplant himself anywhere.“29 Indeed, it
now seemed that “evidence is accumulating that the rate of mortality among
the white race now living in the tropics is less than that of the native
population.” In the past too much reliance was placed on military statistics.
“Disease and death invariably accompany the invasion of an army into any
country,” he told the congress of the Philippine Islands Medical Association,
“whether it be in the temperate or in the torrid zone.” But as conditions



stabilized and “hygienic living” became established, rates of white morbidity
and mortality declined: “Regular habits, the leading of a temperate life, and
the absence of indulgence in excesses, have much to do with one’s health in
any country.“30 In conclusion, Washburn quoted Major General Leonard
Wood, M.D., the governor of Moro province and a former Rough Rider, who
believed that “Americans can live and do good work where any other white
race can. A moral life, with plenty of hard work, will be found to counteract

)

in most cases the so-called de-moralizing effects of the Philippines climate.

Laboratory scientists in the archipelago soon began to capitalize on the
dispute between white racial possibilists and environmental pessimists. In
1905, Dr. John McDill, the president of the American-dominated Philippine
Islands Medical Association, advocated further analysis of the “vast amount
of clinical material under the control of the Bureau of Science” in order to
determine if the tropical climate would undermine white physiology. For “if
the United States is to continue its governmental relations indefinitely, the
fact that Americans can lead healthful lives in the Philippines is important of
itself.“32 Created in 1905 from a reorganization of the Bureau of Government
Laboratories, the Manila Bureau of Science provided a haven for those
medical officers who sought a career in research. From their headquarters in
Manila, army and civilian scientists sought to reinscribe the archipelago,
producing rigorous environmental descriptions, detailed ethnographies,
laboratory reports, discussions of sanitary engineering and architecture, and
extensive physiological investigations. Statistics and scientific rationality
were supposed to supplant anecdote and mere experience. From 1906, the
investigations of the second Army Board for the Study of Tropical Diseases
supplemented the bureau’s work. Until it was temporarily disbanded in 1914,
the board would take advantage of “the vast field for original research which
has been opened up for our medical officers by service in the tropics.“33 Its
scientists undertook diagnostic work for the army, collected specimens for the
Army Medical School, and conducted experiments on white soldiers and
Filipino scouts, investigating unknown fevers, the microbial carriage of
healthy men, and the acclimatization of blond and brunet recruits.

Scientific research in the Philippines contributed to at least a partial



dissolution of the sense of trop