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EPILOGUE

Disease is largely a removable evil. It continues to afffict humanity, not only be-
cause of incomplete knowledge of its causes and lack of individual and public hy-
giene, but also because it is extensively fostered by harsh economic and industrial
conditions and by wretched housing in congested communities. . . . The reduction
of the death rate is the principal statistical expression and index of human social
progress. It means the saving and lengthening of the lives of thousands of citizens,
the extension of the vigorous working period well into old age, and the prevention
of inefficiency, misery, and suffering, These advances can be made by organized
social effort. Public health is purchasable.
HERMANN BIGGS, 1911

The successful immunization of hundreds of thousands of preschool and
school-age children in 1930 led many observers to believe that diphtheria
would soon be a thing of the past. Health officials envisioned a rosy future in
which humanity would be free not only of diphtheria but of all infectious
diseases. In many respects they were right. Improvements in immunizations
for diphtheria and new immunizations for whooping cough, measles, and
mumps led to impressive decreases in the incidence of these discases

throughout the population. Between 1980 and 19gs, only forty-one cases o
diphtheria were reported in the United States.! Drugs and vaccines, along
with improved sanitation and nutrition, had seemingly defeated the danger-
ous nlW81M reality-abthe-beghimitig of the cen-
tury. Chronic diseases such as cancer, cardiovascular disease, and mental ill-
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ness moved to th Center Of medical-and popular attention. (,omplac-

about infections disease Sctﬂed in. As the infrastructure for menitoring and
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treating these diseases was dismantled, physicians viewed the study of infec-
tious diseases “as a dead-end as a vocation and an increasing yawn as an intel-
lectual discipline.”
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Yet by the late 1980s the future seemed farless bright than Hermann Biggs,
William Park, and Shirley Wynne had envisioned. The advent of the pan-
demic of human immunedeficiency virus (HIV), which is associated with
the production of acquired immune deficiency disease syndrome (AIDS),
shattered our complacency. AIDS had at last count reached over 5.8 million
people worldwide, with over half a million infected in the United States
alone.?

The AIDS epidemic refocused attention on the lessons learned in carlier
confrontations with epidemics of infectious diseases, Scientists, journalists,
the public, and historians all searched for analogies with past diseases to an-
swer pressing questions of the day. Whyhad AIDS emerged when and where
it did? How did the disease spread among members of particular groups?
Most importantly, what does the history of medical science and public
health in this century suggest about our ability to control the epidemic and
eventually to cure the disease?® Although such questions have spurred re-
newed interest in the history of medicine and public health, they also put

WHS in the difficult position of using the past to explain the present.
Historians are mindful that “history is not a predictive science.” What the
past can tell us about the present is always contingent and partial ®

T Wth respect to this study, I must first note the obvious: diphtheria is not
AIDS. Diphtheria evoked societal anxieties about protecting children,
about the appropriate application of scmntlﬁb and nredicatknowledge, and
about the proper b boundanes between science, Eubhc he_aA]‘th and the state.
Along with these issues, AIDS has also - triggered anxieties about sexuality,
sexual orientation, drug abuse, and other so-called deviant behaviors. Diph-
theria raised none of these issues. Diphtheria was a disease that ravaged in-
nocent children, whereas AIDS strikes the innocent as well as those deemed
guilty for engaging in dangerous behaviors,

/F(u:?hermofe, the historical moment when diphtheria was brought under
control cannot be recaptured, for institutional and societal structures and
American society itself have all fundamentally changed since thattime. It is
no longer possible for a municipal health department to singly play a pivotal
role in the control of a disease as the New York City Health Department did
with diphtheria at the beginning of this century. In particular, developments
in the institutional shape of the medical profession, the growth of the phar-
maceutical industry, the evolution of the federal drug regulatory infrastruc-
ture, and the changing role of public health agencies all have made disease
control more complex than could have heenimagined at that time.
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Yet acknowledging the broad differences between diphtheria and AIDS,
it 1s also true that i that in different ways both of these diseases reveal our depen-

dence (ﬁ%%hglahgm and its findings, and the prob]cmah( relationship
between dei%knowlcdgc anmapphcdtlons Diphtliera i sitirated at
the opposite end of the spectrum from AIDS with respect fo these issues.

The control of diphtheria made evident for the first time the promise and
the force of the laboratory in infectious disease control. AIDS, on the other
hand, has shown us how deeply dependent we have become on the labora-
tory and how aware we are of its limitations. In both cases, expectations wer

high that laboratory sciences could control disease completely. The story of
the control of diphtheria, as I have told it, reveals that the application of labo-
ratory and medical knowledge was dependent on many factors—biological,
political, and social. The history of the control of diphtheria, as told by those

involved, emphasized the power of scientific knowledge ratherthan-itslimi-
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tations, andoftechmiealrathertimiy c1a] 'solutmns to.disease.contiol. As we

sort out the conflict between the _protnchon of public health and the protec-

tion of civil liberties with AIDS, we can more “readily see what Biggs, Park,
and Wynne could not—that technical aolutlom for disease control have a

variety of compiex social implications. -

DcsPﬁmn}rh% to use diphtheria to provide specific lessons for the
control of AIDS, in a more general sense there are three aspects of the his-
tory of the control of diphtheria that could provide oceasion for more serious
interrogation of our current AIDS policies: mandatory testing, education
campaigns, and government provision of vaccines.®

Mandatory ‘Testing

The introduction of mandatory throat cultures for the diagnosis of diphthe-
ria provldes an ehample of mandatory testing of the pepulation. The success
of this diagnostic program was due, first, to the distribution of culture kits
and of test results to all physicians at accessible locations and at public ex-
pense. More important, criticism of the program by physicians arm-
lic was muted when testing was linked to the use of antitoxin, which was also
initially provided at public expense. In the case of diphtheria, testing was
scen in a more positive light when it became a way lo ensure treatment and

- prevention.

We cannow track a similar change in attitude toward ATIDS testing, as new
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nore effective treatments have emerged. Initially, calls for mandatory test-
ing for AIDS were widely resisted, in part because there was no effective
/reatment available, and also because the stigma associated with an AIDS
diagnosis resulted in severe social costs, Currently, tensions are easing as new
" treatments offer compelling reasons to notify and test people who might
carry the virus, However, as T will discuss be]ow thtmg remains problematic

if it is not connected to treatment.

The diphtheria case also shows that accessibility to testing was a factor in
its acceptance. We must remember that because the stigma associated with
" diphtheria was not as severe as that with AIDS, the New York City Health

Department did not have to address in any significant way the ethical dilem-
mas that testing raises today in pitting people’s confidentiality rights against
the state’s duty to inform and protect the public’s health.

Education Campaigns

Biggs, Park, and other leaders in the New York City Health Department
were well aware that they had to convince a skeptical medical community
and the public of a radically new way of understanding disease; therefore,
educating the public about diphtheria was an important part of their work.
As T have pointed out, the antidiphtheria campaigns did not provide a forum
for critical review of plOPOSLd 1ntervult10ns to control dlphthena T h(_y dld

dlfﬁcu]t to dzrectly assess the results of these educatlonal campaigns in a city
with a multiethnic population of varying degrees of literacy, what is notable
is the concerted attempts to reach all ethnic groups. The recognition that
New York City had an ethnically diverse population that required specific
strategies targeted to these groups was a singular aspect of the antidiphthe-
ria programs.

Surprisingly, what was recognized as a fairly obvious need for public
health programs to address the diverse populations found in New York City
in the 19205 seems to have been lost in the decades between 1930 and 1980,
when AIDS appeared, Well into the first decade of the AIDS epidemic, edu-

/eational efforts in communities of color in marny urban and rural areas were
\fragmented and haphazard, as I have discussed elsewhere.” Reports indicate

that many people in groups thatare 1ncream1gly at risk—Native Americans,

lower-income Hispanic and African Americans—continue to lack some vi-
tal facts about the transmission and prevention of AIDS.® Treatment and
prevention information in accessible language levels and in languages other
than English were slow in coming.

Provision of Treatment

I have argued that the public antidiphtheria campaigns were critical to the
successful control of diphtheria. It is significant that these campaigns fo-
cused on removing the stigma associated with diphtheria and providing ac-
cess to treatment and preventive vaccines for the entire population at risk. In
the case of the campaigns to immunize the preschool population, Wynne
and his supporters did not ignore the need to subsidize the costs of these im-
munizations through public and private efforts. _—y
Again, the contrast with AIDS is striking. Now that viable treatments are\\
available, many are unable to use them because the costs are prohibitive.
The federal-state partnership designated to pay for ALDS drugs for the indi-
gcn‘[ has run out Uf funds in twenty-five statcs so that the cpid(,mic can now

nots.”® This is p:cuse]y the kind of 50(,13] frélgndclltatlon and stigma that the
“public health leaders in the diphtheria story sought to avoid. Biggs's ability to
marshal public and private funds for diphtheria antitoxin, for example, was
predicated on the argument that the funds would be used to provide relief to
the poor. Containing diphtheria among the poor would then directly benefit
those more well off. Public financing of diphtheria antitoxin was justified b{Q
cause evervone would benefit.
The ultimate success of the antidiphtheria programs was critically depen=

dent on their being perceived by physicians and the _Pubhc as classless rather
than class-conscious interventions. By contrast, publmalt h and govem/

ment officials have not yet identified a strategy that can effectively marshal
public support and the necessary public funding of drugs for many poor
people with AIDS. Although the obvious complexities of our current health™_
care financing crisis cannot be ignored, the lesson from the history of diph-
theria is that public financing of drugs for treatment or prevention is key to ,
the successful control of infectious disease thatstrikes a large part of the pop- /
ulation. /
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Conclusions

In sumn, these lessons from the history of diphtheria do not offer simple solu-
tions or easy resolutions to our current problems in the control of diseases
like AIDS. These lessons cannot tell us, for example, whether widespread
testing of the population is good or bad; nor can the control of diphtheria
offer a blueprint for how new treatments should be dispersed to those most
in need. This history reveals the deep tensions inherent in the research and
policies that we develop to control disease. These tensions between public
health and private medical interests, between private pharmaceutical firms
and public health, between government and private interests, and between
the public’s fears of contagion and death and individual rights can only be
addressed if we acknowledge them.

* Diphtheria was controlled because Hermann Biggs led an effort that com-
* bined research in the new science of bacteriology with public health policies
that applied that research to the broadest possible population. Though his
ability to manipulate the public and the political system with outside money
and publicity waxed and waned over the period under study, the search for
the perfect control of the.disease—the-eradication of diphtheria—led his
successors to develop a research and policy agenda that engaged every bar-
rier im _ped?g this goalBiggs way aware thatareductionist focus on the de-
tection and eradication of pathogenic bacteria was not the solution to all the
problems associated with diphtheria and other diseases. Yet he and his suc-
cessors held firmly to the belief that once the technical means for the pre-
vention and eradication were available, efforts to control a disease such as
diphtheria would be maintained.

This belief was misguided. The questions of long-term sustainability of
immunization i)rog_rérhs public access to immunization, and long-term
- public financing of vaccine production and distribution were not ad-
dressed.!? “Puhlgbfﬂth is purchasable” was the slogan that characterized
the vision of Biggs and his colleagues. The slogan expressed the beliefs of a
generation of public health reformers that had witnessed what was for them
a dramatic decrease in infectious diseases due in part to their own efforts.

From the vantage of the present, the kind of leadership in public health
that Biggs and Park exemplified and the powerful role that the institution
they guided played in disease control were relatively short lived. Yet they left
an important legacy that has largely faded from view. They recognized that
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infectious disease poses extraordinary challenges to public health ina multi-
ethnic, class-stratified country such as the United States. In their minds, the
control of these diseases placed an equally extraordinary obligation on the
state to prevent such diseases by all available means, in all segments of the
population. In an era when there are increasing calls for the national govern-
ment to turn over the implementation of public programs to private-inter-
ests—a time, indeed, when the notion of any central role for government is
suspect—it is important to remember that the public health triumphs de-
scribed here could not have been realized without a serious commitment of
resources and leadership by those in the public sector.
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