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Popular medicine

The discussion so far has focused upon medical men, their knowledge
and skills. But trained medical personnel comprised only the tip of the
healing iceberg. From peasants to princelings, everyone held deeply-
entrenched views about living and dying, health and sickness, healing
and treatments. Across most of Europe and her empires overseas, med-
ical professionals were still few and far between, mainly serving affluent
court and city clienteles; suspicion of doctors was, in any case, rife.
Under such circumstances, ordinary people felt driven to take steps to
protect their health, and, upon falling sick, largely treated themselves,
at least in the first instance. For disease and death were ever threaten-
ing in a biological ancien régime in which life expectations might be lit-
tle more than a third of today’s — around 1750 an Englishman had a
life expectancy of about 36 years, a Frenchman around 27. Christianity
revolved around the great mystery of death; artists symbolised it with
their skulls, death’s heads and memento mori’s; funerals were celebrated
with solemn pomp; and with the invention of the newspaper came the
obituary column. Small wonder that popular culture boasted a compre-
hensive medical lore.

Journals, sermons, letters, and diaries confirm the grip of illness and
death upon people’s minds. Such documents give glimpses of wider
‘sickness cultures’, revealing beliefs about the meaning of life and
death, the causes and purposes of sickness, its prevention and cure, the
relations between body and soul, suffering, and sanctity. The body’s
condition in health and sickness provided the basis for wider ideas of
identity and destiny, of social, moral and spiritual well-being, that were
handed down in families, droned from the pulpit, gleaned in works of
piety, or picked up from health-care manuals.

Nowadays good health is a normal expectation, while disease is
widely regarded as alien and invasive. None of this would have rung
true to sufferers in the world we have lost. Illness was widely viewed
not as a random accident but as providential. Individuals were expected
to exercise control over their constitution, their internal humoral bal-
ance. One's life was, in principle at least, in one’s own hands (and in
God’s). Worlds apart from modern ‘doctor dependence’, such views
made good sense at a time when curative medicine was a weak reed
and the doctor often a day’s ride away or unaffordable. For many,
‘medicine without doctors’ was both necessity and choice. People coped
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with the fact that doctors were not miracle-workers by viewing health
as ultimately their personal responsibility and the decree of the
Almighty.

POPULAR IMAGES OF THE BODY
Taking care of one’s héalth meant understanding one’s body. This was
both simple (it was directly experienced) and appallingly difficult (the
interior was hidden). Unable to peer directly inwards, to inspect food
being converted into energy and excrement or to check the causes of
pain, people relied upon analogy, drawing inferences from the natural
world. Cottage economies in rural societies offered prompts for body
processes: the curdling of milk into cheese suggested the transformation
of semen into a fleshy foetus. Similarly, food simmering on the hob
became a natural symbol for its softening and decomposition in the
stomach; in kitchen chemistry, the gut merely completed the work of
the fire, the stock, and the stirring-spoon. Homely views were enter-
tained of the insides. ‘The Generality’, remarked the surgeon, Daniel
Turner (1667-1741), had the ‘Notion of their Stomach ... as a Bason
to Receive’ and their ‘Bowels ... as a Pipe .. to convey off what is left’.
Peasant mentalities thus mapped internal body events onto the wider
environment; magic, folksong, and fable explained conception and
childbirth; and growth, decay, and death found mirrors in the seedtime
and the harvest. Natural symbols were called upon; hoping to assist
conception, country women treated springs as fertility shrines. To
fathom abnormalities and heal ailments, peasant thinking enlisted the
suggestive qualities of strange creatures like toads and snakes (hiberna-
tion, the shedding of skins), and the evocative profiles of natural fea-
tures like valleys, caves, and, above all, the Moon. A sapling with a
cleft trunk suggested wounding and recovery, and would by conse-
quence be used in healing rituals. In the traditional living world of
Mother Nature, analogies implied efficacy and rural experience sus-
tained a symbolic physiology, whose accent was on organic wholeness,
rhythmic flow, and change.

The explanatory potential of living nature for imagining the body’s
interior has been superbly elucidated in a study by the German medical
historian, Barbara Duden, of nearly 2000 women from Saxony, whose
experiences were documented in the casebooks of their physician,
Johann Storch (1681-1751). As Storch’s medical records show, no
physician ever probed inside these women'’s bodies (even post-mortems
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were exceptional); their bodies were opaque and known only by what
was taken into them and what was evacuated. It was possible to form
inferences about the interior only thanks to their own testimony and to
signs emanating from the body. Storch’s patients clearly regarded their
insides as theatres of ceaseless change. The maladies registered — com-
plaints presented to the doctor by the women themselves — reflected
convictions that the innards were involved in constant transformations.
Patients might claim, for example, that their sweat sometimes stank of
urine; that if they failed to menstruate, they developed diarrhoea or
that the delayed monthly discharge was finally expelled as bloody spu-
tum. The interior was a magic mixer, a source of limitless metamorpho-
sis, and almost any element could turn into any other. The healthy
body had to flow. In an agrarian society preoccupied with the weather
and with changing seasons, the system operating beneath the skin was
naturally viewed as fluid, a succession of transactions — digestion, fertil-
isation, growth, expulsion. Not structures but processes counted.

Storch had no difficulty in making sense of his patients’ images. For
the fluid body image was also held by traditional learned medicine, and
maladies were thought to migrate round the body, manoeuvering,
probing weak spots, and, like marauding bands, being at their most
perilous when they targeted central zones. Therapeutics, it was argued,
should counter-attack by forcing or luring ailments to the extremities,
like the feet, where they might be expelled in the form of pus or scabs.
In such a view a gouty foot might even be a sign of health, since the
big toe typically afflicted was an outpost far distant from the vital
organs — disease in the toe was disease held at bay.

Holding similar beliefs about the complicated processes going on in
their insides, the Saxon women offered Dr Storch very ‘subjective’
accounts of their maladies. They complained, Duden notes, of the fol-
lowing ailments:

Slight headache, darkness of the eyes, a feeling that their hair was
falling out or sight was fading or hearing was disappearing, a tear-
ing in the jaw, a dizzy and dull headache, heavy tongue and
speech, toothache, nosebleed, a flux in the ear, hiccups, a sore
throat, a rising in the throat and constriction of the same, contrac-
tion of the throat, withdrawing of the gum, bilious vomiting, chok-
ing, hoarseness and coughing, phlegm dripping from the head onto
the throat, neck pains, tightness of throat, sweating of the head,
gloominess of thoughts,
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— and hundreds more similar conditions. It is an exhausting list, but
that is the point. These women experienced practically no ‘diseases’
that match the diagnostic categories of modern scientific medicine.
Rather, changes were happening to their bodies that they could feel but
not control, and which, being strange and painful, incommoded and
frightened them.

In this milieu of unseen bodily processes, how was the prevalence of
sickness and death explained? Above all, how did people cope with the
question: why did it happen to me? Facing that dilemma, popular cul-
ture tended to see sickness as the finger of Providence. God used illness
for higher purposes. It could, for example, be a test of the righteous or
an affliction to smite the ungodly, like the Old Testament plagues
hurled against the Egyptians. The notion of suffering as a spiritual edu-
cation was widely endorsed by Pietist followers of Stahl in Prussia.
Belief that disease had divine meanings did not, however, contradict
the idea that it also had natural causes to be treated medically; few
anticipated later Christian Scientists in thinking that faith was at odds
with medicine.

SELF-CARE AND DOMESTIC MEDICINE
Self-reliance was both necessary and prized. Diaries show that when
people fell sick, they frequently framed their own diagnosis. Explaining -
symptoms was reassuring — it quelled anxiety. But it also helped suffer-
ers to make their next decision — whether to summon professional help.
Many still had recourse, as discussed earlier, to folk or magical means,
and Robert Southey (1774-1843) noted in 1807 that ‘a cunning man,
or a cunning woman, as they are termed, is to be found near every
town'. But magic was losing its place in lay healing. Its decline, at least
among the literate, was one facet of what Max Weber called the
‘demystification of the world’ and also of the withdrawal of elite from
vulgar culture. Other expedients took its place. The aid of friends, fam-
ily, wise-women or the priest was widely sought. ‘Agues are much
about’, wrote an English country parson in the mid-eighteenth century,
‘and my wife being a professed Sangrado [a bleeding doctor] for that
distemper, has a multitude of patients, that come to her three or four
miles round, and great success she has with her powders’.
Contemporary letters abound with recipes and treatments swapped
among families and friends. Many households maintained manuscript
recipe books, bulging with health advice. Family members cultivated
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healing skills. The American preacher, Cotton Mather (1663-1728),
had a trio of daughters; he wanted one to grow up good at cooking,
one at sewing, and one at home physic.

Families also had recourse to kitchen-physic, and increasingly there
were shop-bought items: purges, vomits, pain-killers, cordials, and feb-
rifuges (medicines to reduce fever). In mid-eighteenth century England,
where medicine, like everything else, became highly commercialised,
it was common for middle-class families to stock up with patent
medicines like Dr James’s Powders, the Georgian equivalent of aspirin.
Ready-made medicine chests became popular. Overall, medicine
was spreading as a commodity as part of the general triumph of the
capitalist, service economy in Northwest Europe and on the Atlantic
seaboard of America. In England above all, a national market devel-
oped for proprietary concoctions, centrally manufactured and distrib-
uted from franchised warehouses to retail outlets, including newspaper
offices which served as advertisers and distributors. Some were
respectable, though many were just swindles, like Solomon’s Balm of
Gilead, Brodum’s Cordial, and similar best-selling ‘restoratives’ and
‘rejuvenators’. Others were sinister, such as Hooper’s Female Pills and
other abortifacients. Where they flourished — mainly in urbanised
regions with high literacy rates — proprietary medicines changed the
face of lay healing. Those falling sick developed the habit of swallowing
a pill or taking a dose from ready-made medicaments stored in home
medicine-chests.

POPULARISING MEDICINE
Crucial to this more ‘rational’ domestic medicine was the spread of
printed health manuals, supplanting a traditional, quasi-magical oral
health culture with simplified versions of elite medicine. Scores of cheap
texts poured off the presses in many European nations with titles like
The Poor Man’s Medicine Chest (1791). In his immensely popular
Primitive Physick (1747), John Wesley, the founder of Methodism,
taught the literate poor how to treat their ills with the aid of simple
kitchen ingredients like onions, garlic, and honey. Because professional
medicine was a scam, Wesley warned, each man should take health, as
well as salvation, into his own hands. William Buchan’s Domestic
Medicine (1769) and Samuel Tissot’s Avis au Peuple sur la Santé (1761)
(Advice to the People Regarding their Health) ran to scores of editions, and
were translated into numerous languages. Buchan’s was to become the
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favourite health manual in Spain, Tissot’'s in France and Central
Europe. A Swiss Protestant, Tissot hoped to impart medical education
to peasants, suspecting that wretched health-care was contributing to
rural decline. But he also wrote for all strata of society, penning works
on the disorders of literary men (1766), and of the fashionable rich
(1770), as well as a diatribe against masturbation (1760).

Buchan’s work carried a more radical charge. Though an Edinburgh-
trained physician, he denounced the medical profession as oligarchic
and monopolistic, and stressed the capacity of ordinary people to treat
their disorders, not just chills and fevers but major conditions like dislo-
cated limbs and venereal disease (‘in nineteen out of twenty cases,
where this disease occurs, the patient may be his own physician’),
trusting to the healing power of Nature. Buchan aimed to ‘lay open’
medicine to all, in later life advocating a kind of medical democracy as
a fulfilment of the rights of man declared by the French Revolution.
Like Wesley, Buchan set great store by simple treatments, regarding
diet, hygiene, and temperance as more beneficial than pricy polyphar-
macy.

Buchan devoted attention to industrial and occupational accidents,
which might need urgent treatment before expert aids were to hand.
He popularised the new resuscitation techniques being developed by
Humane Societies, concerned to halt the rise in deaths from drowning
accidents. Prudent households, he advised, should possess a medicine
chest, containing items like adhesive plaster, agaric of oak, cinnamon
water, and so on.

Authors of many nationalities ploughed similar furrows. In his
Catechism of Health (1794), the German physician, Bernhard Faust
(1775-1842), used a question-and-answer format to impart his advice,
and, like Wesley, portrayed healthiness as next to godliness. Embodying
Enlightenment ideals, such writers made much of the duty of parents to
minister to their children (infant welfare had long been disregarded by
the medical profession, being left largely to mothers, nurses, and mid-
wives). Not least, if common people were instructed to treat their own
diseases, argued popular writers, they would no longer fall prey to
cheating quacks.

Works like Buchan's proved immensely popular, giving medical
instruction to literate people eager to improve themselves. Their
authors expressed mixed feelings, however, about the idea of everyone
being his own doctor, fearing that too many foolish practices retained
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credit among the people. ‘Some try bold, or rather fool-hardy experi-
ments to cure agues’, noted Buchan, ‘as drinking great quantities of
strong liquor, jumping into the river, &c’. But Buchan deemed it best to
drive out bad practices with better. Other, less sanguine, popularisers
sought a compromise, aiming to teach readers how to preserve their
health, but urging them, when sick, to consult a doctor.

What happened, then, once the sick person decided to call the doc-
tor? Much depended upon rank and class. Affluent patients did not hold
practitioners in awe; all but the boldest or most eminent physicians
deferred to social superiors, and sick patients expected doctors to fall in
with their self-diagnoses and favourite treatments. Samuel Johnson — a
man who respected doctors, though he was a trying patient — bullied
his medical attendants, on one occasion insisting against his physi-
cian’s advice that his surgeon bled him. Dr Thomas Percival's
(1740-1804) pioneering Medical Ethics (1803) advised physicians to
accommodate themselves to the whims of moneyed clients — while, of
course, denying any such indulgence to charity patients in hospital.
Indeed, books of medical ethics began to appear in the latter part of the
eighteenth century precisely as part of an attempt by members of the
medical profession to develop codes of conduct that would increase pro-
fessional leverage over their patients. Such works were not profound
philosophical inquiries into the theoretical grounds of the duties of doc-
tors, but rather supplements to the traditional gentlemanly codes of
honour that had long dictated the proper behaviour of professional
men.

The sick felt no compunction about shopping around for second and
third opinions, and made free use of quack, family, and unorthodox
remedies as well, adopting a try-anything mentality. They picked some
healers because they were trained, others because they possessed great
experience; some because they were orthodox, others because they
promised something out of the ordinary; some because they had high
status, others because they were close to hand, or charged nothing, or
were family acquaintances, familiar, reliable, obsequious, or bene-
volent.

The medical profession and medical education

Nationally and internationally, medicine today is highly organised
through professional structures that grant the profession considerable
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autonomy under state protection, while also purportedly protecting the
public from malpractice and quackery. These ideals and structures are
not timeless; nor can they be accepted at face value. Recognisably mod-
ern professional structures emerged in the nineteenth century. Before
then, medicine was differently organised, or, in some cases, hardly
organised at all — there was still a profusion of healers, with different
skills and credit.

Medicine’s organisation differed from nation to nation. In all the
great kingdoms, medical professionals had succeeded from late medi-
eval times in achieving some self-regulation and corporate identity. For
the lesser ranks — country and small-town practitioners, apothecaries,
surgeons — this involved apprenticeship to a master, for five or seven
years, to be followed by entry to a guild conferring a licence to practice.
The most prestigious practitioners, notably physicians serving as atten-
dants upon the titled, tended to be dignified by a university training
that culminated in an academic degree, followed by admission to a fac-
ulty and a college or court appointment. All such arrangements were
authorised by royal or city government. Formal status conferred pres-
tige and quasi-monopolistic privileges to practise specified arts within a
defined region and also to prosecute interlopers. As was discovered,
however, by many a German town physician, a price had to be paid for
such rights. Official prerogatives presupposed official duties and supervi-
sion from above; and, for the aspirant junior practitioner, the formal
regulation of the medical profession often meant that gaining initial
entry and then climbing the ladder of promotion entailed long, arduous
and expensive drudgery.

FRANCE
In ancien-régime France, medical regulation was chiefly in the hands
of faculties attached to the main universities — Paris, Montpellier,
Rheims, Toulouse, Tours and so forth. Candidates fulfilling prescribed
conditions, passing examinations and paying fees, were licensed to
practice within the local jurisdiction. Entry into such corporations was
restricted, to cap numbers, reduce competition and swell rewards.
Licensing a restricted pool of privileged practitioners, the French
medical profession had a conspicuously corporate appearance, laying
itself open in the Revolution to devastating attack, for, condemning
professions as elite monopolies, the Jacobins dismantled all the
traditional medical faculties. Chaos ensued. The Napoleonic regime
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restored order, replacing, through the Law of 1805, the old particular-
ist, localist faculties with a unitary, Paris-based system of professional
licensing under centralised government. The organisation of physicians
changed from the corporate self-government typical of the ancien régime
to uniform state regulation. To enlarge what was still rather an elite
medical corps, a lower stratum of healers was created for the lower
classes, the officiers de santé, the French equivalent of the paramedics or
medical orderlies called feldshers in Russia and sekundire Arzte in
Germany.

THE GERMAN-SPEAKING TERRITORIES

Medicine was regulated in the German-speaking principalities and the
Austrian Empire through a system emphasising qualification via uni-
versity qualifications. In states like Prussia where princes recruited a
service aristocracy and cultivated the ideal of professional government
service conducted by obedient functionaries (the Beamtenstaat), physi-
cians tended, not surprisingly, to pride themselves upon operating as
civil servants, fulfilling administrative ends in a rationally-organised,
hierarchical bureaucracy. Top physicians and medical professors typi-
cally belonged to a medical college (collegium medicum) attached to the
royal court. Formal qualifications counted for much. In Prussia, for
example, candidates for the magister medicinae (MD) were required to
take anatomy and to discuss a clinical case (casus medicopracticus)
before the Collegium Medicum and the Medicochirurgicum (state board
of health). Similar requirements applied in the Austrian Empire, where
licenses to practice were conferred by the universities of Vienna and
Prague. In 1749, a state executive was designated in the Habsburg
domains to superintend the curriculum and medical examinations.

In the German principalities, chains of command and responsibility
descended from the collegium medicum through city councils to indi-
vidual town and village physicians, whose local status was dignified by
bureaucratic offices and bundles of parchment diplomas. In theory, offi-
cial title conferred upon the licensed practitioner the exclusive right to
local practice. In actuality, it standardly involved stacks of trivial and
irksome supervisory chores, book-keeping and administrative obliga-
tions — attending law courts, sanctioning military exemptions, regulat-
ing poisons, making examinations of lunacy, pregnancy or paternity,
inspecting the poor for venereal disease, documenting epidemic out-
breaks, and serving as a public witness — and all for meagre pecuniary
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reward. In any case, in the face of itinerants and amateur healers,
exclusive rights to practice proved impossible to enforce.

BRITAIN

In England, the formal regulation of the medical profession instigated in
the sixteenth century was threatened by rapid social change — while in
the newly-independent United States, Congress had virtually no part in
controlling or directing medicine’s growth. The Royal College of
Physicians of London, which under the Stuarts had aspired to extend
its jurisdiction, dwindled into a gentleman'’s club, reserved for the fash-
ionable elite. The College’s statutes restricted its fellowship to graduates
of Oxford and Cambridge and members of the Church of England. It
resisted reformist pressures to open its fellowship to London physicians
at large — despite the fact that by 1750, the finest physicians were
Dissenters by religion, trained either at Leiden or at Edinburgh. Such
eminences as William Hunter, John Fothergill, and John Coakley
Lettsom resented being consigned to the status of mere ‘licentiates’ —
non-voting members or second-class citizens. Their campaigns to
democratise the College met successful opposition.

Yet if the College did little to promote medicine, it also did little to
restrict its practice. Its jurisdiction extended only to a seven-mile radius
of the capital; and it barely exercised its authority to debar interlopers.
And when it acted, the College suffered reverses. Following the House
of Lords’ judgment in the Rose Case (1704), the College lost its mon-
opoly of prescribing medicines; henceforth apothecaries might also
prescribe and act as doctors.

London’s Company (later College) of Surgeons failed to ripen into a
teaching and examining body worthy of the modern world. The
Surgeons’ Company formally separated in 1745 from the Barbers, thus
signalling that surgery was a craft in its own right; but one untoward
consequence of the divorce was that the new hall occupied by the
Surgeons long lacked that basic requisite, a dissecting theatre! The
Society of Apothecaries officially regulated pharmacy in London, but
dozens of unregulated chemists and druggists arose, provoking noisy
but impotent protests from the Apothecaries. The consequence of this
general atrophy among the regulating bodies was that quacks and
fringe practitioners freely plied their trade in the metropolis.

Beyond London, there was a broad liberty to practise. In all but a few
corporate cities, little medical regulation applied and a free-for-all
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ensued, in which assorted healers set up shop wherever they thought
prospects were good. ‘Without going a hundred miles from Clifton,
Bristol, and Bath’, lamented the hammer of the quacks, Thomas
Beddoes, around 1800,

you may meet with practitioners, whose genius has transported
them at a single bound from the side of the mortar to the bedside ...
As to consumption-doctresses, cancer-curers, mechanics professing
to treat divers disorders, and particularly those of the female sex,
there have arisen within my short memory, several, on whose
behalf to speak with the cricket players, one might safely challenge
all England.

In Britain, there was not even the pretence of a uniform system of med-
ical education and qualification to channel entry onto and promotion
up the professional ladder. Some doctors had degrees from English uni-
versities (though the output of medical graduates from Oxford and
Cambridge dwindled almost to vanishing point, and all Oxbridge med-
ical professors were nonentities). Many possessed degrees from Leiden,
or a French or Italian university, and a swelling number had gained an
education in Scotland, predominately Edinburgh, though by no means
all had a degree (or a diploma issued by the Royal Corporation of
Surgeons of Edinburgh). And many practised in England without any
formal qualifications at all. There was no nationally or regionally
enforced system of medical licensing; nor were there, as in France,
provincial medical faculties. Prosecution for unauthorized healing was
unusual and malpractice suits were rare. It was the market place
rather than government or the judiciary that regulated practice in
Britain. Yet the calibre of medical men was improving, not least
because medical students commonly walked the wards of the new hos-
pitals springing up in London and the provinces.

As Britain became a burgeoning free-market economy, medicine tac-
itly espoused the principles of Adam Smith, a sort of competitive indi-
vidualism. In town and country alike, medical professionals were
essentially on their own. Success depended upon a capacity to satisfy
public demand, to be inexpensive, sycophantic, or cut a dash. Medicine
in Georgian England was thus demand-led and beholden to its clients.
Aspiring physicians had to bow to the behests of the fashionable, and
common-or-garden practitioners tailored their services to market forces.

Criticism abounded. Proverbs expressed distrust: ‘one doctor makes
work for another’ was heard alongside the Biblical ‘physician, heal thy-
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self’. Following Moliére’s barbs, physicians were pilloried in novels as
‘Dr Slop’, ‘Dr Smelfungus’, or collectively, in Hogarth's (1697-1764)
engraving, as the ‘Company of Undertakers’. Yet many practitioners
proved highly successful, getting on and getting rich. For top physi-
cians, incomes soared. William Cheselden reputedly charged £500 for a
lithotomy operation (a stunningly good ‘piece’ rate, since his forte lay
in extracting a bladder-stone in a few minutes — £500 was the annual
income of many a country squire). London physicians like Lettsom
topped £10,000 a year, while a provincial physician like Erasmus
Darwin could make over £1000 a year. Whereas their predecessors
had gone by foot or on horseback, by 1800 the cream of the provincial
practitioners were gadding around in carriages — though doubtless they
worked hard for their rewards, Darwin calculating he travelled 10,000
miles a year on his rounds. In his pioneering Medical Ethics (1803),
Thomas Percival warned of a lack of professional esprit de corps, and
insisted that the medical profession could not be upheld ‘except as a
lucrative one’.

MEDICINE IN THE COMMERCIAL SOCIETY

Doctors flourished because demand for medical services was rising.
Much of Europe and the North American colonies was enjoying greater
prosperity. In thriving consumer economies, the expanding middling
ranks of tradesmen, shopkeepers, clerks and farmers had money to
spare for services, of which medicine was one. And profitable sidelines
were in the offing. English country practitioners increased their income
by engaging in parish Poor Law practice. The ‘trade in lunacy’, based
upon the private madhouse, proved profitable for others.

The first English medical registers, published in 1779 and 1783, list
about 3000 practitioners (the total must have been higher). Thousands
more made a living, or topped up their income, from healing. Grocers
and pedlars sold drugs, blacksmiths and farriers drew teeth and set
bones, doubling in human and horse medicine. In England at least,
doctors seized the opportunities that booming consumer capitalism was
offering. Yet the resultant ‘sick trade’ naturally attracted critics, who
avowed that physicians pursued wealth more than health. The nine-
teenth century opened to a dawn chorus of critics demanding that
medicine must elevate itself above mere trade. The new century was to
prove an age of reform, dedicated to ending privilege and nepotism,
opening up careers to talent, and enhancing professional dignity.
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Developments in America resembled those in England. Medicine
emerged without guild or university guidelines. Professional medical
bodies arose fitfully from the 1730s, and regulatory legislation more
slowly still. In 1765 the first American medical school was founded, at
what later became the University of Pennsylvania. Its founder, the
British-trained John Morgan (1735-89), in due course tried to promote
qualifying examinations so as to ensure minimum standards of perfor-
mance for military medicine during the War of Independence. Yet, after
1783, neither Congress nor state legislatures were anxious to reinstate
old world monopolies; medical sects proliferated, and individualism
remained dominant over esprit de corps. Only slowly did some sem-
blance of licensing emerge. The Harvard medical school was established
in 1783, and 20 years later it was agreed that either a Harvard
diploma or a qualifying examination would serve as a Massachusetts
license; in 1810 similar rules were formulated in Connecticut; South
Carolina followed suit in 1817.

Overall, with its acceptance of a medical market place, the Anglo-
Saxon world diverged notably from the Continental. Formal regulation
under an absolutist administrative state set the mould for continental
medical organisation, where the state assumed some responsibility for
the health of subjects and the regulation of professions, and doctors
became quasi-civil servants. In Britain, health became essentially an
individual and family matter, and doctors served their clients on a pri-
vate, contractual basis. But nakedly commercial medicine was a set-up
that could not last. Rapid change and startling demographical growth
meant that every nation became obliged in the nineteenth century
energetically to interfere in matters of health and professional regula-
tion. Questions of medical education also played their part in the turn
of events.

It is unnecessary to explore medical education here in great detail,
since eighteenth-century arrangements broadly perpetuated the six-
teenth- and seventeenth-century patterns already discussed in Chapter
6. The rank-and-file learnt on the job by apprenticeship; the officer
class enjoyed an academic training, with lecture courses, typically in
Latin, leading to examinations, dissertations, and degrees. The yoking
of academic teaching with the practice of anatomical dissection had
confirmed the central place of the university, first and foremost Padua
and Bologna.
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MEDICAL TRAINING AND THE UNIVERSITIES

The eighteenth century saw other universities blossom. Developments
in Paris have already been discussed in context of surgery. Leiden
assumed towering prominence thanks to Boerhaave, a man who, if no
great original genius, became the medical instructor of Europe for a
generation. He began teaching anatomy at Leiden in 1701; in 1709 he
became professor of botany and medicine, and by 1718 he was profes-
sor of chemistry — all the time keeping up an extensive private practice.
His Institutiones medicae (Medical Institutes; 1708) and Elementa Chemiae
(Elements of Chemistry; 1731) were popular teaching texts, and his
strong personality inspired thousands of students. Like Cullen after him,
Boerhaave endeavoured to create good clinicians. His inaugural lecture
was significantly a call for a return to the study of Hippocrates.
Boerhaave admired Sydenham’s work, and might be said to have syn-
thesised Sydenham for university use. Students flocked to his classes
from all over Europe, and his influence grew especially powerful at the
universities of Vienna and Edinburgh.

Leiden’s success shows the importance of professors with a strong
appeal. Personal factors were also crucial in launching modern educa-
tion in America, where the great promoter was John Morgan
(1735-89), a Philadelphian who learnt his medicine in Edinburgh from
the Monros, Cullen, and Whytt. Returning in 1765, he published a
Discourse upon the Institution of Medical Schools in America, founding in
1765 the medical department of the University of Pennsylvania, where
he held the chair of practice of medicine. Another Philadelphia-born
Edinburgh graduate, William Shippen, Jr (1736-1808), worked along-
side Morgan, becoming professor of anatomy and surgery. In 1769
Benjamin Rush was elected professor of chemistry in the University of
Philadelphia. Rush succeeded Morgan as professor of practice in 1789,
assuming the chair of institutes of medicine in 1791. He was also
physician to the Pennsylvania Hospital (1783-1813) and founder of
the Philadelphia Dispensary.

Edinburgh’s eminence, by contrast, derived from collective circum-
stances, in particular the handiness of Scotland as a tuition centre for
English-speaking students. As Leiden’s star waned, Edinburgh’s rose.
The Edinburgh University medical school dates from the appointment
in 1726 of the Leiden-trained Alexander Monro (primus) (1697-1767)
as professor of anatomy. By any standards, Edinburgh medicine in the
following century affords a stunning success story. This was partly
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because of its galaxy of talent: the Monro family in anatomy (three, all
Alexanders, were professors in succession Monro II (1733-1817) suc-
ceeded his father in 1758, and Monro III (1773-1859) followed his
father in 1798; he stayed till 1846, the three Monros holding the post
some 120 years); Black in chemistry; Cullen and John Gregory
(1724-73) in theoretical and practical medicine, and other lesser lights
besides. But Edinburgh’s eminence was largely due to its collective
identity and its operation in a university environment that was uncom-
monly user-friendly and responsive to demand. By the 1780s, when
medicine was moribund at Oxbridge, Edinburgh University was attract-
ing, from all corners of the English-speaking world, around 200 med-
ical students a year — a tally that had doubled by the 1820s; a
staggering 17,000 medical students studied in the first century of the
School and there were additionally apprentices studying surgery at
what was known from 1778 as the Royal College of Surgeons of
Edinburgh.

Edinburgh had unsurpassed attractions for a student. It was cheap,
there were no religious tests, and the lectures were in English. True,
graduation examinations were held in dog-Latin, but there was no
obligation to graduate, or even matriculate, and many students felt no
need so to do. Above all, Edinburgh’s appeal lay in the fact that it oper-
ated on a supermarket system: students attended only the lecture
courses they desired, and paid for those alone. This student-power, pay-
ment-by-results regime kept the professors on their toes. If pupils occa-
sionally griped that Cullen and his cronies droned from old notes, the
remarkable thing about the Edinburgh professoriate, in an era when
Oxbridge dons routinely forgot their duties while pocketing their fees, is
that a cohort of Europe’s pre-eminent medical men performed so con-
scientiously, sometimes twice a day, six days a week. Edinburgh, judged
Thomas Beddoes, who knew it first-hand, was ‘almost the only place in
the three kingdoms, where at once degrees were conferred and lectures
systematically read’.

What did the student want, or get, out of Edinburgh? Not an inten-
sive bedside training. Though Edinburgh pioneered infirmary-based
teaching, only around a third of the students signed up for clinical lec-
tures. Nor did they want, it seems — and they certainly did not get —
prolonged personal practice with the dissecting knife. Edinburgh’s
Burke-and-Hare image did not apply to the eighteenth century — stu-
dents typically had to take the high-road south to London to get their
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knives into cadavers. The strength of an Edinburgh education, rather,
lay in inculcating the elements of anatomy, surgery, chemistry, medical
theory, and practice, with system and clarity. After just three years of
learning medicine by the book, an Edinburgh man was ready to go out
into the world and make his fortune as a medical practitioner, trained
in both medicine and surgery, and hence fit to practice the new trade of
‘general practitioner’ or family doctor; and his patients would feel toler-
ably confident he would heal not harm. Someone falling sick in 1810
in Newcastle, Newfoundland, or New South Wales would almost cer-
tainly have been examined by an Edinburgh man.

Britain developed two other modes of medical instruction that served
the needs of paying students, eager to acquire, rapidly and cheaply, a
practical medical training. One was the private anatomy school. Private
medical lecturing was a key feature of the English commercial
approach to learning. From the 1720s, primarily in London, medical
lecture courses mushroomed, delivered by first-rank instructors and
open to anyone caring to pay class fees. At least 26 medical lecturers
had performed in the metropolis before William Hunter started in the
mid-1740s; by the 1780s, over 20 classes were running during the
course of a single year. The core subject was anatomy, but practical
physic, materia medica, chemistry, and specialisms like obstetrics were
also taught. Courses typically extended to 30 or 40 sessions, but some
were more elaborate. William Hunter’s series ran to 112 meetings, held
six days a week for three and a half months, ensuring comprehensive
coverage of anatomy, practical surgery, and midwifery.

PRIVATE LECTURES AND ANATOMY SCHOOLS
Offering thorough and inexpensive vocational instruction for students,
such lectures were delivered by the cream of the profession, men such
as William Cheselden, the leading early eighteenth-century surgeon; by
the chemist, George Fordyce (1736-1802), who lectured six days a
week, from 7 to 10 a.m. throughout a teaching career spanning 30
years; and, above all, by the Hunter brothers, unmatched for anatomi-
cal, physiological, and obstetrical expertise. In 1768 William Hunter set
up in Great Windmill Street, Piccadilly, what became the capital’s lead-
ing anatomy and obstetrics school, where he trained leading British
anatomists and surgeons, including his brother, John, William Hewson
(1739-74), William Cruikshank (1745-1800), and Matthew Baillie.
Hunter prized his position as a ‘breeder of anatomists’.
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Such courses had many attractions. Some imparted discoveries
unavailable elsewhere. William Hunter’s auditors heard of his
researches on aneurysm, the placental circulation, the lymphatic sys-
tem, and the gravid uterus, nowhere available in print. Hunter never
distilled his findings into a textbook, knowing, as a canny Scot, that his
livelihood came through the spoken word. Another attraction lay in
the high-grade specimens, preparations, models, and demonstrations
devised as teaching aids by such instructors as the Hunters and Joshua
Brookes (1761-1833), who developed vast private museums of speci-
mens available to students. Pupils of the top midwifery lecturer,
William Smellie, could practice delivery techniques on his life-size dolls.
At William Hunter’s school, they had the benefit of the teaching and
specimen collections of William Hewson, who had gone into partner-
ship with William Hunter. Hewson was an experimental physiologist of
note. His Experimental Inquiry into the Properties of the Blood (1771)
explained the coagulation of the blood, showing it was due, not to mere
cooling or exposure but to a coagulable plasma. Between 1768 and
1771 Hewson made more than 200 preparations, dry and wet; many
were injected with highly-coloured substances rendering them striking
for teaching purposes. Another important teacher was William
Cruikshank, a Scot who succeeded Hewson as William Hunter's assis-
tant, becoming a partner in the Great Windmill Street School, and, on
Hunter’'s death, joint proprietor with Matthew Baillie. Cruikshank
investigated the regeneration of divided nerves, the passage of the
impregnated ovum through the Fallopian tube, and, in his Anatomy of
the Absorbing Vessels of the Human Body (1786), the physiology of
absorption. In his Experiments Upon the Insensible Perspiration of the
Human Body (1778) Cruikshank demonstrated that the skin, not just
the lungs, gives off carbon dioxide.

Private lecture schools, in short, could be centres of research excel-
lence. They also proved popular with students because of the superb
opportunities they offered — unlike the universities — for practical
anatomy. ‘The young Surgeon’, noted Robert Campbell’'s The London
Tradesman (1747), ‘must be an accurate Anatomist, not only as a specu-
lative but practical Anatomist; without which he must turn out a mere
Bungler. It is not sufficient for him to attend Anatomical Lectures, and
see two or three Subjects cursorily dissected; but he must put his Hand
to it himself, and be able to dissect every part, with the same Accuracy
that the Professor performs’. Yet this was easier said than done. For the
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law and popular antipathy to dissection restricted legal supply of cadav-
ers. From 1752, the Company of Surgeons was granted the corpses of all
executed felons but Surgeons’ Hall dissections were formal exercises, stu-
dents being mere spectators. By contrast, the best private anatomy
instructors won customer loyalty by ensuring that students had per-
sonal access to bodies. George Fordyce, while one of ‘Hunter’s men’, dis-
sected three corpses. To achieve such a supply, operators like William
Hunter needed to be in cahoots with shady body-snatchers. Their will-
ingness to turn a blind eye to legal niceties ensured private lecturers stu-
dent devotion and meant they could offer unmatched hands-on
anatomical experience. Hunter had studied at Paris, supposedly the
finest anatomy school in Europe; ‘there I learned a good deal by my
ears’, he recalled, ‘but almost nothing by my eyes; and therefore hardly
anything to the purpose. ... The professor was obliged to demonstrate all
the parts of the body ... upon one dead body’. Even at Edinburgh,
corpses for dissection were notoriously scarce, and the Monros taught
mainly from models. Things were different in London.

The half-century after 1760 was the great age of the private
anatomy school. Alongside William Hunter’s, Joshua Brookes' Great
Marlborough Street school began in 1787, Brookes supposedly taught
5000 students, and at its peak, his museum was reckoned to be worth
£30,000. Academies outlived their founders. On Hunter’s death in
1783, Matthew Baillie and William Cruikshank inherited it; later James
Wilson (1765-1821) took it over; subsequently Charles Bell
(1774-1842), Herbert Mayo (1796-1852) and Caesar Hawkins
(1798-1884) ran it till its demise around 1831, by which time the
state, the hospitals, and London University were insisting, in the name
of professional regulation, on a more structured and less demand-led
mode of medical education.

THE TEACHING HOSPITAL

The other new site for medical teaching was the hospital. The life of the
infirmary will be examined below. Here the point must be made that
hospitals increasingly opened themselves to students as places to learn,
and teachers used instructive cases on their doorstep as training mater-
ial. In Vienna, for example, the hospital reforms carried through in the
1770s by Anton Stoerck (1731-1803) led to clinical instruction on the
wards. ‘This great man, born for the good of science, his country and
those who govern it’, remarked Maximilian Stoll (1742-87),
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has undertaken a great number of improvements facilitating clini-
cal study... The students have ... the advantage that when they
have learned enough from the restricted number of patients con-
tained in the hospital clinic they can be presented with a much
larger field in which to perfect their practice. They may then be let
into the large wards which daily contain all species of disease... and
by practising at their own expense, they form a certain practical
judgement and obtain a singular faculty of discernment, indispens-
able qualities for whoever wishes to practise medicine with success
and which reading alone will never give.

The Edinburgh medical school’s success owed much to its links with
the town infirmary. Professor John Rutherford (1695-1779) inaugu-
rated clinical lecturing there in the 1740s, and from 1750 a special
clinical ward was set up, whose patients served as teaching material for
professorial clinical lectures. ‘A number of such cases as are likely to
prove instructive’, noted the medical student, John Aikin (1747-1822),
in the 1770s,

are selected and disposed in separate rooms in the Infirmary, and
attended by one of the college professors. The students go round
with him every day, and mark down the state of each patient and
the medicines prescribed. At certain times lectures are read upon
these cases, in which all the progressive changes in the disease are
traced and explained and the method of practice is accounted for.

Students were expected to visit patients’ bedsides for themselves, studying
the professors’ reports. This practice became normal throughout Europe.
Similar developments occurred south of the Border. Hospital facilities

mushroomed in Georgian England and developed in them on-site lec-
turing. Cheselden started private surgical lectures in 1711. From 1718,
he moved his lectures to St. Thomas’s, delivering four courses a year.
The practice spread. It offered an excellent way of learning. The
Philadelphian William Shippen (1736-1808) attended London’s hospi-
tals in 1759. ‘4 August’, he recorded,

saw Mr. Way surgeon to Guy’s hospital amputate a leg above the

knee very dexterously 8 ligatures...(23 August) attended Dr

Akenside in taking in patient and prescribing for them, 58 taken

in...(5 September) examined particulars in hospital several small-

pox 3 out of 4 die, saw Mr. Baker perform 3 operations, a leg,

breast and tumor from a girl’s lower jaw inside, very well operated.

...(7 November) went to Bartholomew's Hospital and saw the neat-

est operation of bubonocele that I ever saw by Mr. Pott a very

clever neat surgeon.
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And so forth. In his poem, The Hospital (1809), the actor, Joseph Wilde,
laid up in the Exeter Hospital with a gammy leg, noted the house sur-
geon and the physician were routinely attended by their pupils,
‘sprightly harbingers of their grave principal’, a ‘train/ Of youths,
observant of his every motion’. Pupils became common in provincial
hospitals. Student training likewise was essential to specialist institu-
tions like maternity hospitals. One such, London’s General Lying-In
Hospital, admitted student man-midwives as pupils to the attending
accoucheurs. By 1800 London was, according to Thomas Beddoes, ‘the
best spot in Great Britain, and probably in the whole world where med-
icine may be taught as well as cultivated to most advantage’.

These developments highlight the wider question of the organisation
of medicine. In Enlightenment Britain, high-quality student-centred,
demand-led medical education emerged precisely because medicine was
thrown back upon its own resources, having to tailor itself to market
needs in an age in which the state and the universities kept what
might euphemistically be called a low profile. In Britain, doctor training
and the practice of medicine had remarkably little interplay with gov-
ernment. Medicine became detached from academe and the state.
Nineteenth-century Britain was to witness a double transformation,
two interconnected movements; the reconstitution of organised medi-
cine under the state, and the consequent centralisation and systemati-
sation of medical education. These processes of professionalisation must
be read not as ‘progress’ but as realignments of priorities to meet new
needs.

Quackery

The eighteenth century has been dubbed the golden age of quackery.
Where state and professional control are weak, quackery (that is, mar-
ket-oriented healing) flourishes. With growing central and professional
regulation after 1800, quackery was squeezed and ‘alternative medi-
cine’ blossomed — or, so to speak, quackery dignified itself into a matter
of principle.

As demand for regular medicine grew, so too did the call for irregular
medicine. After all, regular medicine had no monopoly on effectiveness.
From the 1780s, the French state attempted to limit quack medicines
through the policing powers of the Société Royale de Médecine, a body
whose prerogatives included the right to assay and certify proprietary
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