8 Conclusion

MICHAEL NEVE

No idea of tradition, let alone an idea of the ‘Western medical tradition’
can be coherent without making certain assumptions. One of them is
that this proposed tradition is visible, or comprehensible, through the
examination of the historical record, and through other texts that guide
the reader through that record — these other texts being the work of
historians. As with certain ideas of literary tradition, the use of the con-
cept of greatness may, in some versions of the tradition in question, be
invoked. Indeed, as suggested in the introduction, current writers of
medical papers often appeal to this idea of greatness, thereby miscon-
struing the historical record and producing a series of historical icons
instead of a historical context. The appeal is made to what currently
passes for orthodoxy, marginalising other parts of the historical story.
Another similar assumption may be present (indeed almost always
is) that is equally important. This is, that the tradition in question has a
kind of a backbone, a backbone that is the product of evolution and a
backbone that is the mark of progress. One way of thinking of what
this backbone may look like is to trace the history of influence, the
influence of ancestors for example, in the historical record. These
ancestors can be imagined as founding fathers whose work still counts,
or as past masters whose work has been acknowledged as great and
then improved on, even overthrown. But especially in the history of
medicine, conceived as an account of mankind’s struggle with disease
and with death, the possibility that the historical record is not just a
story of progress is hard to accept. And the related possibility, that
there has been a successful struggle within human history against dis-
ease and death, but that medicine's part in that struggle has been mar-
ginal, may be equally hard to come to terms with. The historian’s task,
once these possibilities have been included, becomes complicated; the
idea of progress can seem more a fantasy than reality, and the back-
bone of tradition begins to disappear. ‘Progress’ begins to look too
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simple a story, attractive for that reason but needing to be examined
with scepticism, with a sense of historical flexibility rather than iron law.

The Western medical tradition, as an idea, speaks not only of the his-
tory of learning, of the history of natural enquiry and more recently,
the advances of a medicine that employs scientific procedures. It also
assumes a comprehensible story about the making of that tradition, the
long journey from fake remedies to technical understanding, from
magic and superstition to rationality and practical defeats of disease. At
its most ambitious, the Western medical tradition turns out to be an
account of how a certain trained body of activists, called doctors, or
healers, gradually pushed back the frontiers of ignorance in the hope
that (at the culmination of the tradition as it were) they would conquer
death itself. Few histories, in the human story, involve such urgent
issues as those that surround the history of medicine. To call into ques-
tion a simple idea of progress, to attempt a different history, can some-
times be seen as doubting the purposes and longings of medicine itself,
out of an unhappy combination of ignorance and spite.

One way to begin to grasp the nature of Western medicine and the
history that it is made from is to remember just how different the world
of modern medicine, with its organised profession, its hospitals, its tech-
nical know-how, indeed its sheer size, is from any conceivable earlier
world, from the classical era to the end of the Enlightenment. It is this
pre-modern world, its municipal organisations, its hospitals, its chari-
ties, its monasteries, its universities, and its many varieties of medical
practitioner that have been covered in this volume. All kinds of
assumptions, about who practised medicine, and where: about the
qualifications required; about the number of human individuals who
would automatically assume that their health was something a doctor
should be consulted over; all these assumptions have to be put to one
side. To enter the historical arena is to enter a world where we see
what we assume has always been present actually being manufactured,
being created in political circumstances, in educational contexts, even
in the marketplace, where we may think doctors, in the modern sense,
are out of place. The importance of this part of the story is that it
allows the reader to imagine that the history of the Western medical
tradition is in fact an account of the doctor’s rise to social power and
social prominence in ways that are not simply explained by the suc-
cessful therapeutic outcomes of a doctor’s knowledge. Medicine, to put
it simply, is not necessarily the historical possession of the doctor. The
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story of the Western tradition may indeed be the story of how this
came to be achieved, how this argument was won and, in that sense, it
may be partly the story of the subordination of the lay community and
the marginalisation of the patient.

In not a few previous histories of the Western medical tradition, that
is indeed the forgotten part of the story. We travel, thankfully as it
were, from the suspect world of folk-mythology, numerology, priests,
shamans, and the ‘evil eye’, to the world of learning, of honesty, and of
heroic, and often unpaid, labour. Furthermore, this merciful release
from the fake past is achieved because doctors come to understand, not
just funny talk about herbal remedies from village ladies, but the inde-
pendent existence of diseases themselves. The doctor will be different, in
the Western tradition, because he will be looking through the ill person
to the disease that is causing the illness. The trained doctor will have a
form of contact, not with individuals, but with the diseases that use
these individuals as media. The celebrated medical historian Owsei
Temkin has written on the tradition of medical science which empha-
sises the independence of diseases as an ‘ontological’ one. The alterna-
tive, where the individual's own circumstances are as important, for
example in the work of Hippocrates and his followers, Temkin calls the
‘physiological’ tradition. It would not be fruitless to see the advantages
and disadvantages of these two ways of thinking about disease as
appearing and reappearing throughout the history of Western medical
practice. Physicians attempt to relate individuals to independent disease
entities, while at different times, ontological thinking predominates in
medical theory and practice, especially in the era of modern clinical
medical work, starting in the Enlightenment. This contradiction is an
important one in the development of Western medicine.

It may follow from this that one aspect of the doctor’s education is to
propose that, should the patient have particular views on the nature ?f
his or her illness, such views in fact constitute a feature of the patient’s
disease. Part of the progressive ambition of the history of Western medi-
cine, some of its backbone, will be the attempt to see off various ‘back-
ward’ forms of thinking, recasting them as the language of a
pre-scientific world of magic and superstition. This will be as true %n
Christian Europe, with its apparent privileging of the ill person, as In

classical or secular Europe.
Anthropological writers have provided the evidence that suggests

that all human cultures, Western and non-Western, ancient and mod-
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ern, display certain beliefs about bodies, food, and the environment,
that pre-date the successful development in Western medicine of the so-
called biomedical model, the model that proposes that explanations of
disease and of illness can be explained by materialist biology as the true
order of reality, the reality that underlies everything else. Before the rise
to power of this model, in the period from roughly 1700, the cultures of
the world, including the West, display what might be rather grandly
called ‘transactional’ medical systems of belief. Bodies, for example, are
healthy if they balance the elements at work within them, if they can
inhabit the right harmony between diet, environment and supernatural
agency and the internal influences, for example, humours, at work
within bodies. The external and the internal, if balanced, produce
health. Disease is imbalance, and needs to be harmonised out of exis-
tence by the removal of excess (by bleeding or purging, say) or by the
replacing of a deficiency (by special diets). At the origins of the Western
medical tradition, in the work of the Hippocratics, humoral theory
played as central a part as it did in the medicine of ancient China and
India, based on the idea that health was a balance between the internal
humours and the external environment, not least as it changed
through the seasons. The emphasis on diet was especially stressed, with
divisions between food and non-food, or some foods that were sacred,
others profane, being culturally widespread. In discussions of mental ill-
ness, the power of supernatural forces, the actions of the gods, or the
activities of witches and of witchcraft were widely agreed to be causal
agents. But the essential point is that interactionist, processional ebbs
and flows constitute the pre-biomedical idea, and that part of the his-
tory of Western medicine is the journey away from this world, one that
earlier had been shared with non-European cultures.

It would be quite wrong and even insulting however to assume that
the history of, say, Arabic medicine, and the history of medicine under
Islam, were merely footnotes to a mainstream Western tradition that
had its mythical roots in Hippocrates and Galen. As with the rise of
Islamic science from the middle of the eighth century, the growth of
Arabic medicine derives from a rich and varied heritage which it would
b.e.a caricature to incorporate into an idea of the Western medical tra-
dition as if it were a footnote to Western ideas of medical classicism.
This fact also makes it difficult to portray the rise of Islam as simply
part of an inexorable move from interactional models of sickness to sci-
entific understanding of actual disease entities. The rise of Islam does
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see the policing of certain animistic beliefs, but not the banning of prac-
tical therapies, some of which may have had their historical roots
within such earlier belief systems. Throughout the centuries, as dis-
cussed in the preceding chapters, religion and medicine display compli-
cated relationships, sometimes appearing inseparable, sometimes
coexisting in their separate spheres. The rise of Christianity, as we have
seen, does not lead to the overthrow of Galenism. Indeed, an emphasis
on the divine creator helped to strengthen Galenism against alterna-
tives. In the middle of the eighteenth-century Enlightenment and its
secular hopes, ordinary sufferers might well go on believing in witch-
craft and folk remedies. The medicalisation of life, as an Enlightenment
task, was as much an agenda as an actuality, meeting resistance in
ordinary life. Despite these external facts, the particular goals made
within the profession of medicine in the West, from Galen onwards, can
still be usefully seen as the task of replacing individual stories with a
scientifically understood, physico-chemical, and properly classified dis-
eased world. Medicine's past can be characterised as an age when such
a diseased world was not understood or properly mapped.

All social systems of healing may thus share certain characteristics —
categories for diagnosing illness, or socially derived metaphors that
improve the modelling of pathological states, or various competing
groups of healers from the folk, or popular, or professional sectors.
What makes the Western medical tradition different is the prolonged
move away from an explanatory world that was also shared with other
social systems to one that attempted to do away with such religious or
folk dimensions. But as we have seen, this story took up centuries of
time, and may not even have been achieved by the end of the eigh-
teenth century. But a commitment to explaining illness by invoking dis-
eases that have an independent natural existence is a hallmark of the
idea of medical progress.

Other areas of ‘reality’ (the psychological, the social, and the moral)
become cover stories, that hide the bedrock of natural truth. The med-
ical practitioner, freed from the need for an individual patient’s version
of their story to be seen as part of their history, looks through the
patient to the disease. Illness as an experience becomes replaced, or
pushed to one side, as the trained doctor tracks the authentic but hid-
den world of disease as biological pathology. The disease entity, the
object of attention, splits from the experience of suffering with which it
had once been linked, not least in humoral theory. Importantly, this

481




Michael Neve

split may be accompanied by a marked increase in professional respon-
sibility, at least theoretically, with a move away from the charismatic
emphases in folk medicine and a corresponding de-mystification of the
previous languages of what will now be called superstition.

Medicine and its claims to see through to the disease embody the
progressive ideal of the Western medical tradition. Forms of non-
Western medicine — acupuncture, or herbal remedies — become rele-
gated as do Western medical practices that do not fully enjoy the
organic, therapeutic interventions of mainstream medicine — psychia-
try, chiropraxy, sexual therapy. Medicine has, in that sense, departed
from the population and community-based public health orientations
that constituted the explanatory systems of early man. The backbone of
progress that makes up one version of the Western medical tradition is
formed out of the possibility of the successful application of biomedicine
and its technology.

As the chapters in this book show, and show quite often with that
important historical aid a sense of humour, the idea of a backbone of
progress must not be allowed to oversimplify the historical story.
Tracing the long journey from the Greeks to the late Middle Ages for
example, the reader’s attention is drawn to a number of historical
lessons. Firstly, that part of the Western medical tradition may itself be
the invention of doctors evoking other doctors. Greek-born but active in
Rome in the second century ap, the physician Galen may among other
things be thought of as the inventor of the historical figure we think of
as Hippocrates. Famously prolix, self-aggrandising, dismissive of quacks
and even partners, and emphasising the ability to make a prognosis as
the true sign of the able doctor, Galen was also a historian, bringing
Hippocrates to life, partly to enable himself to be seen as his legitimate
successor. Uncovering some of Galen’s medical politics does not detract
from his philosophical and practical genius, nor does it disfigure the
nature of his enormous historical influence. The history of medicine
can easily accommodate both aspects.

Such a medical history illustrates how traditions are made up, in this
case with the doctor acting as a historian of himself. It also indicates, as
historians of science have recently done, that certain stresses on con-
ﬂ.ict or disagreement in medicine can be historical exaggerations. That
disease is spread by either contagion or miasma would not have been
the choice for a medieval Galenist. The two explanations were often not
separated. The same holds in searching for explanations of illness that
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might be religious or natural. Once again the two would mix. Even
with the arrival of Christianity, the historical notion that this would see
the disappearance of partly natural explanations of disease is false.
Sometimes the humours were responsible, sometimes sin. As we have
seen, the sixteenth century in Europe saw bitter contests between
Galenists and Paracelsians, contests that were certainly about agencies
of disease and about therapies. Even more importantly however they
were quarrels about social authority, about medical elitism, about insti-
tutions and their relevance. The importance of institutional life and cir-
cumstances, as directly affecting developments in medical practice and
medical theory, has been stressed throughout this volume. These would
include armies, monasteries, universities and just as important, the
appearance in thirteenth-century Northern Italy of doctors working on
behalf of magistrates and civic authorities. The politics of the profession
of medicine is historically linked to the presence (or indeed absence) of
governing institutions. The commitment to Galenism in the late
medieval period received an institutional setting in universities and
hospitals, which in turn permitted the historical creation of a new fig-
ure, the graduate physician. By providing an institutional context and
a social history, historians can for example examine plague in Europe
in 1348 and speak properly of the power of sheer terror as reaction to
such an event, and insist nonetheless on historical differences between
plague and modern epidemics such as AIDS. The historian comes to
stress the local history of actions taken, in individual cities and towns
in the attempt to deal with plague. Even something as apparently sim-
ple and fatal as the Black Death has a complex social history.

Another danger of an over-simplified model of progress in the
Western tradition would be to ascribe revolutionary breakthroughs to
historical figures who might actually have regarded their actions as
homages to past authority. The most famous case in the period covered
by this book is perhaps William Harvey, publishing on the circulation
of the blood in 1628. Placing this achievement in a much broader his-
torical context, a strong case is made for Harvey’s practical skills (that
one can actually see for oneself, and draw real conclusions) and for his
completing a task, not as a revolutionary in anything like the modern
sense, but as a firm follower of Aristotle, whose remarkable influence in
the medieval and post-medieval periods has been traced with care. In a
historical story full of endless divisions between medical theory and
practice, where diagnoses based on reports or specimens from unvisited
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individuals were common, this account of Harvey combines the theo-
retical and the practical, while reminding the reader that what later
generations see as innovatory, contemporaries may have seen as con-
firming the authority of the distant past.

The making of a tradition then, and the slow growth of biomedical
explanations of disease and sickness, is not to be oversimplified. The
history of midwifery for example, or the relationship between religious
beliefs and medical explanations help us to see this.

Disease and the environment

The question that nonetheless has to be asked is: what is the evidence
for the progressive history of the biomedical model? Have the historians
of medicine been persuaded by the progressive history which argues
that the history of medical relief has gone from a time that saw most
human beings believe that illness was caused by things, or other peo-
ple, or, sometimes, spirits or departed souls, to a time when the beliefs
of such human beings were circumvented by the medical practitioner?
Does the practitioner see through all such subjective beliefs, to an eso-
teric knowledge about natural causes? Does the orthodox history of
medicine play no part in questioning the progressive account that med-
icine then chooses to give to itself?

One famous and well-documented history has proposed that when
examined from a demographic point of view, and from a historical per-
spective that examines the geography of diseases and their periodicities,
medicine’s part in the prolongation of human life is slight. In this work,
the idea of diseases as objects of scientific understanding is left to one
side. Instead, human cultural evolution is examined alongside the main
parameters of such an evolution: social structure, food supplies, eco-
nomic organisation, and patterns of social hierarchy. Placing particular
emphasis on the importance of nutrition, and the effects of nutrition on
human health, this demographic analysis attempts to keep alive an
influential tradition in the history of medical history, one that accepts
the connection, not between medicine and health, but between social
status, social position, social experience, and health. Medical demogra-
phy, partly by employing the medical statistics that were developed
from the eighteenth century onwards, stresses the causal connection
between health and class, and between health, water and food. Much
of the controversy in medical historiography in the West, during the
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twentieth century, has been to do with the political claims, made in a
decidedly socialist, often Marxist, historiography, of the causal connec-
tion between health and poverty. For some observers, the absence of
such a committed historiography helps to explain the absence of a per-
suasive, or accurate, social history of medicine.

Employing rather ambitious models of social evolution — from
hunter-gatherer cultures through to industrialisation — a history of
medicine based on demographic evidence, rather than one persuaded
by the progressive claims of biomedicine described earlier, has proposed
the following. Disease is not a fact of life, nor is it a group of conditions
that are easily brought under control by the activities of doctors.
Instead, patterns of human cultural practice — forms of economic activ-
ity, migration, warfare, and not least ideas on what constitutes a
proper trade with other countries — all help to provide what might be
called a natural history of disease, a history that deliberately chooses
not to concentrate on the claims of the progressive record. In this his-
torical work, removed from the heroic ideas and images of other med-
ical histories, public health is the issue; public health conceived as a
relationship between human beings and their social environment,
rather than-a relationship between human beings and their doctors.

The story might go something like this. Hunter-gatherer societies had
small populations, mobile, and without experts, especially ‘medical
experts. Concern over health, in these groups, would play a relatively
small role, in the face of other concerns, and the general shortness of
life would be due to food deficiency. Early human groups did not suffer
from smallpox, yellow fever, typhoid, measles, polio, let alone hyperten-
sion, obesity, or coronary heart disease. With the arrival of settled, agri-
cultural society, the historical record suggests an increase in the size of
the general population, with competing social groups, and an increase
as well in the sedentary nature of much economic activity. An increase
in trade between these settled groups led to an increase in epidemics
partly due to the growth of irrigation and an increase in the prevalence
of faecal-oral transmission. So, at the agricultural stage, as it were,
infectious diseases become the predominant causes of sickness and death,
both within agricultural societies and between them. In no serious sense
does the existence of a medical corps of practitioners effect these social
fundamentals. In terms of the overall incidence of mortality, not least in
early life, the medical presence counts for little in the face of social forces
and economic practice, with their accompanying disease outcomes.
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In a third stage of social evolution (or historical change), urbanisa-
tion and then industrialisation, historical demography has proposed
that human beings create conditions of life far removed from those in
which they initially evolved, and that this stage sees an increase in the
destructive effects, not of infectious diseases (although these by no
means disappear) but of non-communicable disease, sometimes called
diseases of civilisation. Cardiovascular disease, cancer, diseases of
degeneration, become, within industrialised societies, more prevalent
than in the agricultural stage. The increase, at the same time, of the
industry of medicine, and medical research (not least for possible cures
for cancer) does not, in this version of the story, make a huge differ-
ence. Rather, as an irony, an infectious disease, such as smallpox, is
conquered at the very time that non-communicable diseases defy scien-
tific medicine, and become matters of public health in the old-fashioned
sense. The plagues of earlier periods disappear, not for medical but for
socio-historical reasons. This irony is overseen, as it were, in the indus-
trial world, by a now highly organised medical profession, facing the
incidence of non-communicable disease.

The usefulness of the demographic perspective in the history of medi-
cine and its Western tradition is nowhere better served than in discus-
sions of Western imperialism and its ecological outcome; that is to say,
the diseases that Europeans exported to ecological worlds that were not
unlike Europe but which had known little of European disease. The his-
torian A.W. Crosby has shown in his book Ecological Imperialism (1986)
that in most temperate zones of the world (what he calls ‘neo-Europes’)
the bulk of the population in the modern age are people of European
descent. In migrating to these ecologically attractive places, the
Europeans took with them not just firearms, but their common diseases
— smallpox, whooping cough, measles, TB, mumps, gonorrhoea — and
these granted the Europeans a way of visiting death on the indigenous
inhabitants of the Americas and Australasia. Without any prior immu-
nity (as might also be said of their experience of alcohol), native popu-
lations were decimated. Diseases played an evolutionary part in the
history of human migration, not simply because diseases themselves
might be thought to evolve, but because medicine had not seen their
elimination, and they went on to play their part in the occupation of
appropriate ecological worlds at the expense of native populations. And
the important point is that these sudden depopulations in areas of con-
tact did not occur just through viral or bacterial assault. This assault
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was made manifest through social collapse, through an increase in
infertility, through — once again — the social and political structure. The
biological expansion of Europe therefore occurred at the same time as
the biomedical model of disease, in the Western tradition, was most
(theoretically) prominent. Once again, the demographic story, linked in
this case with colonialism, suggests the limits to medicine’s achieve-
ment, and the merits of the natural history/anthropological model in
the discussion of the history and geography of diseases.

Doctors, patients and medical history

The wide-ranging character of the demographic and anthropological
accounts of medicine and its history provide useful insights, from a very
broad perspective. These insights are less obvious if the historian is anx-
ious about the details of medical practice and the scientific develop-
ments within medicine itself. Many of the chapters in this book provide
these details and the advances made in medicine up to 1800. But the
anthropological perspective stresses that the increase in medical com-
mitment to the biomedical model, with diseases as alien entities attack-
ing the body from the outside, and then seen off by the trained doctor,
fundamentally altered previous historical ideas of what illness was.
From the Elizabethan age to the mid-nineteenth century, illness and
suffering were events that occurred within the life of the sufferer, and
gave reasons to suppose that the personal story (self and environment)
or the personal relationship to Fate or to Providence, was badly
arranged, and that the patient had to learn from this and not necessar-
ily learn what it meant from a doctor. Your life in your hands. It is of
considerable importance to remember that in many of life's rites de
passage and duels, not least birth and death, physicians may have
been rarely present until at least the end of the seventeenth century.
The anthropological account of medical history reminds the student
not merely of medicine’s weakness in the face of infectious disease
and a large number of surgical mishaps, but of the relative absence
of doctors from what might now be seen as events in life that doctors
have understood and made their own. Not merely does the history
of medical advance seem less of a progressive surge, more of an ebb
and flow. So too is the varying amount of medical interest in the
experience of sufferers themselves. Under some extreme versions of
the biomedical model of disease and illness — the extreme versions of
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the ontological approach mentioned earlier — the patient can bring no
real news from the land of suffering, only haphazard misreporting
that has to be decoded and explained away. It may be, again ironically
that patient power has been strongest when the commercial elernent,
in the doctor/patient relationship has also been strongest — a good
example here is the English experience of the eighteenth century, an
age when the patient answered back, or even ministered to himself or
herself.

It is a notable feature of previous histories of medicine, designed for
students and the lay public, that the bulk of the evidence for medicine's
advances appears in three historical epochs. There is, initially, a foun-
dation stone laid down in the classical era, with the Hippocratics
receiving their reward from Galen (and maybe even being partly histor-
ically invented by him) and with high regard being placed on the philo-
sophical and natural - the historical work of Aristotle. There then
follow long periods of blankness, before the anatomical renaissance of
the period 1500-1700, and various individual achievements in the
description of bodily function (the circulation of the blood, the physiol-
ogy of respiration and digestion and so on). From the late eighteenth
century onwards, with the establishing of reformed medical education
the arrival of the germ theory of disease, of bacteriology, of radiology'
r’md the rise of the clinical laboratory, the story becomes more hearten-y
ing — the Western medical tradition alters its historical form, and
becomes recognisable to the modern mind: scientific, technical, and
professional. Much of the history of the preceding period can agz;in be
forgotten: it was as an age of agony, of quackery, of ignorance. Of
course, there were heroes, fighting back against charlatans and against
folly, but the nineteenth century sees medicine in the West (in this
account) leaving behind another Dark Age.

'I.'he’ chapters in this book have examined the history of this ‘pre-sci-
entific’ era. They suggest that in the period 1650-1800, it would not
be necessary to hold a cynical view of the medical profession to propose
'that medicine’s achievements were limited, and not just because of
1gnorance or malpractice. When the plague disappears in the late sev-

gntf:e.nth century from Britain, it was probably to do with the political

emsmn.s made over quarantine. There can be little doubt that human
populations developed immunity — to certain fevers for example — and
not- because medical breakthroughs had taken place. Remarkable
achievements, notably vaccination against smallpox, stood out on their
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own, rather than being part of a general story. The history of medicine
until modern times has been at least as much the story of knowing
what cannot be done (not least in surgery) as of what can be done. The
partial destruction of infectious diseases by antibiotics, first developed in
the 1940s, leaving aside the difficulties of employing such drugs
against destructive viruses rather than bacteria, should not require a
heroic history of the past to heighten current achievements. The best
histories of epidemics show this conclusively. Likewise, responsible his-
tories of public health movements, or the hospital, or the history of
fighting against cholera or tuberculosis, all have as strong a sense of
defeat as of victory. Cholera and tuberculosis — and even bubonic
plague — are as likely to reappear, perhaps even in strengthened forms
in the late twentieth century, as to disappear. The late twentieth cen-
tury is certainly witnessing the evolution of drug resistant bacteria,
with obvious implications for bacteriology and health policy, not least
because of the relationship between the spread of such bacteria and the
scale and rapidity of international travel. The remarkable break-
throughs of the biomedicine of the twentieth century do not need histo-
ries that conceal the distresses, the failures, and the courage, of past
doctors and past patients. The face of the medicine, and the suffering, of
the Western past may well be the face of scepticism combined with
knowledge, not the face of certainty combined with victory. Employing
both demographic and anthropological models of Western medicine
can assist in generating a more accurate account than the progressive
clichés of some medical history.

One great advantage, from a historical point of view, in toning down
medicine’s language of (recent) triumph is that the shadowlands of
fringe practice, or of medical techniques that elite physicians found
improper but which continued to find a market, can be properly exam-
ined. Take quackery. Recent accounts of quackery, of how quackery
was made into something it was not appropriate to endorse, have man-
aged to rescue the subject from cliché by showing that in an age of
commercial medicine and with all kinds of practitioners peddling their
wares, quacks had their place. Indeed, quacks and formally qualified
practitioners, in the early modern world were similar in the use of
advertisement, in therapeutic methods, and, perhaps most surprisingly,
in a shared sense of conservatism in public life. Not until the nineteenth
century was this a conflict between professionals and disreputable out-
casts — in the pre-Victorian world, medical men were entrepreneurs,
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and the public could pick and choose. It is in the historically specific
context of Victorian medical specialisation and professionalisation that
‘fringe medicine’, be it homeopathy, hydropathy, or hypnotism, fights
back, in an organised manner, against a profession now closing its
doors partly through the involvement of the state and the ending of the
outright laissez-faire beliefs of the previous century. And rewriting the
history in this way does not, in any necessary sense, detract or make
less persuasive the nineteenth-century denunciations of quacks and
quack remedies. These attacks could be heartfelt, even accurate, but
at last can be seen inside a historical context — the developing of
the biomedical model as the true science of modern Western medicine.
In such a story, the emergence of the hospital as the headquarters
of the qualified practitioner is of great importance, quackery being
excluded. Quackery has been rewritten, and its history opened to
view, by relating the practice of medicine to the concrete social
world where it resides. The story gives additional force to the already
existing accounts of the revolution in ‘scientific’ medicine in the
nineteenth and twentieth centuries. And this in turn connects the his-
tory of scientific medicine to the financial role of the state and the
growth of a health industry on a huge scale, leading in its turn to
the appearance of a dependent civilian population — dependent that is
on the doctor and the hospital, and perhaps, the state — in ways that
form a marked historical contrast with the commercial marketplace of
the eighteenth century.

It is the nature of that market and the kinds of medicine that it gener-
aFed that is one of the concerns of the chapter on Enlightenment medi-
01.ne. Previous histories of medicine have tended to concentrate on
disputes within what comes to be called ‘the medical profession’ (the
most famous of these being debates between physicians and surgeons)
Yvithout paying quite enough attention to the economic history underly-
1ng. such disputes. Whether in societies based on slavery, or within feu-
dflllsm, or monarchical courts, or the liberal commercialism of much
eighteenth-century life, doctors had to take their place within the context
of 'social life. In the eighteenth-century example, the commercial relation-
ship between doctor and patient allowed the patient certain claims on the
docto.r that may not have existed previously. Furthermore, the patient’s
own ideas as to how to negotiate illness were often as important as the
floctor’s. and this examination of the historical record allows us glimpses
into lay perceptions of illness that are particularly valuable. We can also
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see how non-medical individuals could involve themselves in the financ-
ing and administration of hospitals and medical charities.

The Enlightenment also saw an enormous increase in medical theo-
ries and in the aspiration towards an environmentalist and naturalistic
medical science. And there were apparently heroic medical advances,
for example in the war against smallpox. But the eighteenth century
again tells an ironical tale, one that was understood as such by
Enlightenment writers and doctors. Firstly and most simply, advances
in medical theory did not always mean changes in medical practice.
Indeed the scale of this paradox becomes itself a major issue in the
medicine of the late Enlightenment. Just as the disappearance of plague
and the control of smallpox could be cruelly counterbalanced, as dis-
cussed earlier, by Europeans exporting their diseases to North America
and the Pacific, and then by the appearance in Europe of new diseases
like venereal syphilis, so the medicalisation of the human sciences in
the Enlightenment was by no means the same thing as the successful
conguest of sickness and disease. For as we have seen, the final paradox
in Enlightenment medical thinking was that commercial and urban
society might itself turn out to be the chief cause of many forms of sick-
ness, including a renewed emphasis on mental illness and diseases of
the nerves. An organised commitment to biomedical and naturalistic
models of human nature, the growth of sea bathing and of versions of
popular Hippocratic medicine, did not make huge inroads, did not for
example bring much change to the death rate in European populations.
Enlightenment medical writings stand on the brink of what will come
to be called the scientific medical revolution of the nineteenth century,
when the pursuit of ontological, biomedical explanations of disease
would be advanced in the clinic, the hospital, and the laboratory. But
the Enlightenment paradox — where might nature be found in commer-
cial society to allow its healing power to do its work? — set new terms
for discussion. Neither a desert nor an oasis, the Enlightenment as dis-
cussed in Chapter 7 invented an extended idea of public health and its
problems and suggested a social explanation for what might have been
seen in some earlier writings as an individual problem.

The healing power of nature

No version of the possible historical claims made by the Western medical
tradition can avoid being simplistic, and an explanation of the biomedical
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