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Natural History and Local History

Mer dhat undertake oaly one distnet are muvch more likely to
advance natural knowledge than those iy grasp at more than
they can possibly be acquainted with: cvery kingdom, every
province, should have its own monogrupher,

GILBERT WHITE

In a volume on the idea of social chunge and development in Western histoey,
Robent Nishet devotes considerable attention to the leth—century idea of natural
history:

The method was t0 cot through the mocass of customs, $lperstitions, traditions, and
prescriptive laws, which w most of the rationalists of the age scomed to be the wery stuff
of the historic sociatl arder, to the underiying forces of the natural order What was
wanmtel was a conception of man's advancement through the apges in the werms of wha
wis fundamental and natweal uy man, cather thean o weoms of octhnary or conventional
history, !

The wlez of nature, he continues. means pristine and “uncorrupted by adven-
titious circumstances, To get to the natere of anything is Lo ger ta its shape and
substance before these have been altered by expusure to elements and forces not
bound up in its own being. "2

Nishet was particutarly interested in ideas of development and change as they
were wsed by Western social thinkers. The idea of natural history is 2 crucial prart
of the stary, for the notion that there is 4 natural history of civilization, or of
panicular social tostitutions, has been central to much Western thought, The
samne nolion of natura) history has been applicd 1o the Undemstanding of discases,
in which it has meant very much the same thing as it has in other domams of
knowledge. As Misbel uhservad:

Epidemiologists and physicians continue 1o speak of the nuiuwral history of an cpidemic
or swkness {forgetting wflentimes in the process the presence of sick peopley, just s
connomists deal with he nateral histary of e business fiem, sociologists with the
ratural history of ruvolations, erewds. crime-eyeles, and so on The distinction be-
tween 1he actual, minugely reconded. history of # thing, and the history that we conceive
as flowing from its very nature, when nol deflected or otherwsse imerfered with,
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remains a vital distinction for most of us cven (hough we rarely oday make it as cxplicit
as did the philesophers of the ciphteenth century fitalics in onginalh.?

This way of understanding social change and the nature of diseases in popula-
tions and individuals has been enormously valuable, for it attows one 1o general-
ize and 1o predict the trajectory of many phenomena. [t is, however, only one
version of natural history. Another is cxemplified by Gilbert White, the 18th-
century parson of Sclbome, wha wrote that he was “laying before the public his
idea of parechial history” (italics in original). He continued, “If stationary men
wonld pay some attention to the districts on which they reside, and would publish
their thoughts respecting the objects that surround them, from such materials
might be drawn the most complelc county-histories.™ The tradition of natural
history of which White is an inspirational figure 1 grounded in intimate knowl-
edge of particular places and the relationships among the organisms of which it is
constitated. It is nol oniversal history but local history or, as White termed i,
parochial history.

In this book I should like to argue for the value of a particularistic approach to
the study of diseases in populations. This is not unprecedented. Until the grear
scienlific advances of the late 19th century, especially the bacteriological revalu-
tion, physicians were concerned primarily with the characteristics of panicelar
paticats and the characteristic diseases of particutar places. In his mid-iYih-
century <lassic, Principal Diseascs af the Interior Valley of Narth Amevica,
Dapiel Drake wrote:

There are diseases which cecur independentty of 21l known cxternal influcnces,
which affect individeals of all races, and present in 2l cases substantially e same
sympioens and lesions of structure. . . . In peference 1o all these - it may he gl
that the phservations made in one country are, in the main, equally applicable w every
other, The maladics are the commun scourge of our race; and the koowledpe of their
sympioms, lesions, and rreatment, the common heritage of our profession,

On the other hand. therc arc diseases which scarcely ever occur but in certain
clireates, jocalitics, or states of society, . . . Here then is the foundation of [ocal
medical history and practice: a basis which docs not support the whale posology, and
yet is brozd encugh fur a large superstructure whenever an extended region constitutes
the field of enguiry

The importance of Iocal knowledge was thought to have been made obsolete
by the developments of bicanedica] scicnee, particularly by the germ theory io
the: late 19th century and by utterances in the social sciences (stemming from the
assumptions described by Nishbety abour the stages of cronomic and social devel.
apment and modemizaiion. In medicine  as in the social seiences—valid and
valued professionu] koowledge has become universal knowledge © 1 have taken a
different position, 1t is not that I belicve it 75 impossible or undesirable to make
broad peneralizutions about the misfortunes that alfeel peoples or about the way
they atempt to cape with them. Far from it. My belief is, however, that a1 our
present stage of knowledge and o the wake of e reeent collapse of many old
certatnties, it i hkely tr be more useful to understand in detail the myriad wavs
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in which different causcs of morbidity and mottality in populations are affected
by social processes, rather than to strive to build grand theories,

To impose seme order an such an immense topic, 1 bave limited my discussion
in the following ways-"First, [ ghall consider only the indigenouz peoples of the
United States, Canada, some large Polynesian islands, and Australia. Second, 1
shall consider the impact of European contact and social change on the mortaliny
and marhidity of these populations. Third, 1 shall be sclective in the topics 1
cover and the examples I choose, Fourth, in most chapters [ shall use the
comparative method to isolate important explanatory variables™

The structurs of the book moves from macrosecial intemational comparisons
1o microsocial inraculiural comparisons. The points [ should like to make by
organizing ny book in this way ac seweral. First, diseases rarely act as indepen-
deat forees bt instead are shaped by the different contexts in which they ocour,
In this regard 1 deseribe the trajectorics of population change after Buropean
conlacl to argue that factors other than disease were at least as significant as the
inreduction of new microorganisms into previously unexposed populations.

Second, preventive and curative imtervenlions bave had profound conse-
quences for disease patemns and life expectancy, but this has nol always been the
case. [n the instances [ consider, the rcasons for failure have been politicat and
institutional, as have the reasons for success. But political institutioos are them-
selves the products of historical forces and ate not easily changed sinply by an
act of what is nowadays called political will.

Third, diseases differ, and different kinds of diseases have their trajectories
shaped differently in diflerent populations, In some instances it is useful (o think
of them as having a natural, in others a social, history.

Fourth, notions of medemization as described by Nisbel have had 2 great
impact on the way thal epidemivlogists and demographers have written about
changing cpidecmictogic regimes. It is (rue that many wrilers besides Nisbet have
sariously questioned those lincar theotes. Nonetheless they are still inportant,
and I argue that they are often misteading when applicd to the indigenous paoples
[ consider in this hook. The processes by which sucl peoples bave been “mod-
cmized" are variable, as are the health consequences, In some instances it was
labor thar the Europeans wanted, in others land, and in stitl athers bath, Where
labor and Eand were wanted, as in the case of Mative Hawaiians, intcgration into
the lowest social class of an emerging capitalist society occurred. When labor
was ol wanted, bot only land, as was the case with nwst Amencan Indians and
Australian Aborigines, isolation on reservacions and missions occurred. o these
cases it i diffienlr to claim that integration into the class systemn has occwrred, bt
rather solation and encapsulation. And in cases i which lubor but not band was
wanted, a5 in Samoa, a typical colonial system developed, with @ planer class
and indigenous people cantinuing to live and work in their own villages. bn the
last (wr instances cerain traditiona] behaviors persisted because they wore z way
af adapting to econoimg marginality. Such behaviors have continuing relevange
ter some biar ot all cawses of morbidity and monality,

Fifth, this ook (s about epistemology as muech as it is about epaemialogy, |
atn making an arguoment for accepfing the importance of diversity and local
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knowledge in our understanding of diseases in populations. One reader of an
early version of this hook satd that the cmphasis on local history and the segges-
lion that a generalization of conclusions is impossible are & “postmodernist
nihilist strategy employed by scholars who feel that theit only task is to decon-
struct things.” That is not my position. Among people writing about health and
disease, vne secs the same polarization as in other aspects of our culture, be-
tween those who believe thal scientific knowledge i generalizable and eniver-
sally accessible and those who believe that wuth is local, relalive, and socially
constructed. My view is that it is possible to know the wortd and not simply
construet iF but that the kind of knowledpe that is useful depends on the question
one wants to answer. 1 am concerned with diseases in populations, and [ contend
in this book that diseases in populations arc so diverse that attempts at generaliz-
ing may often—but not always—be vacuous and go badly astray, There is still a
lot of mileage to be gollen out of thinking about discascs in their lpcal or national
contexts, even understanding that some processes are universal. Generalizations
may be parsimonicus. They may alse be impoverished.

To create a context for the detailed studies of North Amerca and Oceania, in
the remainder of this chapier [ sketch briefly the contrasts between the epidemic-
logic and demographic consequences of European contact in Africa and the
Americas and then between those in Latin and English Amerea. The contrast
between Africa and the Americas is meant to show, as many before this have
dene, thar their different disease ecologies had a profound impact on the Eu-
ropeans and on the consequences of European colonization for the native peo-
ptes. The conteast between Latin and English America is meant to illustrate that
diifcrent cotonial policies had different consequences as well. Clearly, discase
ecology placed tighter or kixkcr constraints on Europeans, but where the con-
straints were retatively loose, as in the Americas and Oceania, policy differences
had quite different epidemiologic and demagraphic consequences,

In Chapter 2 the focus namows 1o Auslralia, Cunada, New Zealand, #nd the
United States, all places where English-speaking liberat democracies were estab-
lished. | do not deal with the history of the indigenons population decling b,
rather, with the consequences for the heaith of the indigenous peoples af instite-
tional and policy differences in the 20th centwry, My paint s that different forms
of federalism have had important implicalions both for the way that central and
state governments deal with indigenous peoples und for Lheir health. These
differences have wnded w be more observable in regard to infections than o
noninfectious diseases. because the health services that have been created have
been betrer couipped o deal with infectious conditions. In gencral, where rreaties
have been signed und where the central povernment bas assumed responsibility
for relations with indigenous peaples. their general health and welfare ave bettar
than where stare governments have assumed responsibilicy.

One of the dilficelGes with the anabysis in Chapter 2 is that the indigenous
peoples of the four nations are themselves very dilffereat. Therefore in Chapier 3
| have locked lor populations that are similar in social organization and culture
but that differ in regard w their historicsd and contemporary expericnces with
Luropeuns. [ have chosen sgveral Polynesian populations that ave in common
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not only their biclogical inberitance and language but also the fact that they
reside on large islands with large, stratified populations. That is, 1 have tried to
control as best Tean for genetic backpround, cufture, and sociat organization
while observing the effects on health of different types of European contact.

This third chapter is devoted to the history of the population since the first
intensive Eurapean contacl in the late 18th century. 1 argue that the population
collapse was especially severe and prolonged on the two largest island groups,
MNew Zealand and Hawaii, becanse these were places where seitlers dispossessed
indigenous people from their lands. Tonga and Samoa had quite different histo-
ries. Bul even here one finds a poorly understood anomaly, the Marquesas,
where the population decline was espectally scvere and prolonged and where
dispossession was not a significant factor. Most of Chapter 3, however, considers
contemporary patterns of mortality and morbidity, which [ attempt to explain by
inveking a variety of palitical and economic factors.

Because the analyses in Chapter 2 and 3 are at a macrosocial level, it is
difficult ro demonstrate the details of the way that povernment structure and
policy influence health, Thus in Chapter 4 { depart from the comparative per
spective o consider in grealer depth the lationships between policy and the
health of Ahorigines in Queensland, Austratia. [ have chosen this population
because of all the peoples discussed in this book, the Aborigines {particularly the
men) have by far the lowest life expectancy. [t is therefore especially important to
ry o understand why. 1 contend first that the population decline in the 19th
century was not due primanly to diseases acting independently but to the savag-
ery with which the Aborigines were hunted and slaughtered, particularly by
pasturalists and mincrs who were intent on cocepying the fand and cxirscting its
natural resources. | then show that in the 20th century the very slow improve-
ment 10 Aboriginal health has been due to the particular]y dysfunctional foom of
federalism applied to the Aboriginal policy that bas developed in Australia,

The first four chapters all are concemed with environmental factors, either
natural or social, that have influenced the historcal and current disease patterns
of indigenous peaples. [ argue that disease ecology was an impartant constraint
bistounically and that when it is held roughly constant, one can see mare clearly
the enormous Impact that different colonial and contemporary pelictes have bad.
Buot all these analyses ignore the very real differences amang indigenous peoples
amd the contribution their own cultures make 1o shaping their discase cxpenience.

Thus in Chapter > | looked for a setting in wiich government policy and
services, us well as nateral ecology, ane the samc but where the cultores of the
peoplz differ. All my examples are drawn from the Navajo and Haopi Indians whe
live as neiphhors on the Colorado Platean in the Arerican Southwest, Whar T
wish ¢ dernonstrste in this chapter is that people with different euliures and
patterns ob social arpanization respanded (o Anglo- American contact it dilferent
wiys, with different consequences For theic health. Moreover, [ wish e shows that
cven now culiure continues w make a difference in the incidence. prevalence.
wnd rrajectory of eortatn conditions. It is in this context that T discoss the distine-
tion between the concepts of the natural history of diseaze and the careers of
patients with a disease. | argue that when attempting to explain disease (eajecto-
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ries, each concept has more or less utility, depending on the characteristics of the
condition being considered. The comparison of the same diseases in two popula-
tions with access to the same health and welfare system helps make Lhe point,

The discussion in Chapter 5 tends 10 treat the two societics as homogeneous,
whereas in fact, each is rather diverse. Some of that diversity in Hopi society is
dealt with there, but it is in Chapter § that intrstribal variability is considerad in
greater depth. Several sources of internal differentiation among Navajos (region-
al, social status, and gender) and their health-related consequences are deseribed.,
It is in this chapter that 1 address most directly the issue of “modemization™ and
health. | make the point that social change does not affect cveryone similarly, that
the differences are not random in the population, and that different measures of
health and disease are useful for understanding the impact of social change
among different scgrents and stratz of the popularion.

[ have thus organized the sequence to allow me to describe, first, the differ
ence that disease ecology made to European colonization. Then, by focusing on
English and Spanish America, | assume a relatively constant disease ecology and
%0 am able to consider the importance of diffsrent colonjal policics. Next, by
discussing only English-speaking liberal democracies in temperate zones, 1 am
able to focus on the impact of institutional arrangements on indigenous preople.
Then, by considering two dilferent populations [iving as ncighbors and influ-
enced by the same povernment policics, [ am able o say something abour how
cultere influences health. Finally, by considering differences within the same
population, I am able to describe how intrucuitural varations shape seweral
different health consequences of European contact,

THE OLD WORLD AND THE NEW

For my purposes the Old World includes Eurasia and Africa, and the New World
includes the Americas and Oceania. The expansion of Europe had an enormous
impact on all non-Europeans, but epidermiologically and demographically it ook
a somewhat different form in each world, To the degres duat Europcan contact
with non-Luropeans in Asia and Africe had health-related consequences, they
were the result primarily of palitical and economic domination. In the Americas
snd Oceania, by contmast, contact-induced diseases were as much a preiude
Evtopean domination as its aftermath. Here domination was facilitated, and even
made possible in certain instances, by devastating pandemics that often deci-
mated and demoralized whole populations and that on cecasion spresd in ad-
vance af the tnvading Furopeans, camiad by the natives who fled before them.”

These differences are accounted for by the fact that the diseases carried by
Europeans. most notahly perhaps smallpox and measles, were diseases 1o which
they themselves had been exposed, survivad, and become immuoc. This was true
az well for large pants of Burasia and some areas of Africa.® B3ut ¢ was not the
case in the New World, where the natives bud never heep exmosed 1o such
diseases and where entive populations were afflicted almost simultaneously, leav-
ing ne one (o carry on the vital tasks of nursing the sick and producing subsis-
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tence. Whether these people were also immunolagically move vulnerable be-
cause their ancestors had nover been exposed to these conditions is a matter of
debale. It is plansible but not necessary to caplain what happened. In so-catled
virgin-soil populations exposad for the fiest time 10 an acute infectious disease,
cveryone who is exposed pets sick. In severe diseases sech as smallpox and
measles, the debility may be such as to make it impessible for people to care for
themsctves, High deathrates, demoralization, and social coliapse ensve. Often
the religion of the invaders was thought (by both Europeans and natives) to be
maore powerful than the relipious beliefs and practices of the patives, funher
increasing the demoeralization of the natives and making congquest that much
easier,

Population decline as a result of epidemics is most likely if the young arc
selectively affected ® 1If people of afl ages are afflicted equally, as is the case in
virgin-soil epidemics, then it is likely that—short of annihilation of the entire
population—enough young people will remain to reproduce and begin the pro-
cess of population recovery. But if the young are lost sclectively, such a process
cannol cecur, unless of covrse they are obtained from elsewhere, by raiding, for
example. Among lhe most lethal New World epidemics were smallpox and
mcasles, acute infectious diseases that evoke lifelong immunily. Thus, after an
initial epidemic of, say, smallpox in a virgin-soil populatan, all the survivors
would be immune, but anyone borm after the epidemic would be suseeptible.
Accordingly, if a second epidemic of the same disease struck 20 years later,
cveryona under 20 would very likely fall sick, and.—depending on local
circumstances—a high proportion would probably die. The result would be a2
heavy loss ol young people. If the same happened in anather 10 or 20 years, the
reselis would be the same. After a while, the pupulation would coase 1o repro-
duce itsell and would decline. TF move than one disease were involved, for
cxample, both smallpox and measles, the decline would be exzcerbated.

The same effieet could be achieved in other ways, of course. First, mortality
might disrupt marniages because of the death of one or both of the spouses. The
resull would be the premature tenuination of childbearing, as happened 1o the
Maoti after the 1918 influcnza pandemic, ' Second, children mighe fail to be
born hecavse one or both members of the couple are sierile, usoally as the result
of vencrea] disease, For example. Ralle calculated that among Marguesan wom-
en born beltween 1860 end 188A, the averape number of children born was fout,
aboul ball what would have been expected. e writes: "Proportions of primary
infertile women, doe o widespread venercal disease, were very high: 36% in
generations LBO0-81, whereas it s nonmally around 3% in populations where all
the women get marmied, like the Marquesap ™! Natice that wamen of childbear-
ing age wmay be fertile but thal becaose of the loss of members from their age
cohort might sull not be able to bear sufficeent cluldeen o culnember tne deaths.
That is, crude birthrates may be lower thao erude deathrates because of infer
lility, a dearth of women. or both, Knowing only ¢rude birthrates is not sufficiem
to distingish between the possibilities. Thind, childen might be born and fail to
survive because of active or passive infamicide or extraondinanily high raes of
infunt und child morraliey doe to endemic as well as epidemic diseases. None of
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these possibilities is mulually exclusive of the others, bul estimaring their relative
importance in early contact and historic poputations is likely to prove virtually
tmpassible.

[n addition tw sharing many diseases with Europeans, non-Europcan natives of
the 0]d World kad some uniyue diseases of their own o which Europeans had not
been exposed. These were the so—called tropical discases, most of which cannot
lounsh in temperate climates. Europeans ofien did poorly when exposed to such
disease environments, Since the native populations of Africa and Asia were not
being decimated by Eurspean diseases and since Buropean settlers and soldiers
were ofign weakened if not killed by the tropical diseases, the same kimd of
European demuographic wave that engulfed the natives of the New World did not
overwhelm those of the Old. 12 But this is not to say that European contact was
without effect on the health of Asians and Afticans. | shall draw my examples
from Africa south of the Sabara because, though part of the Ol World, its
discasc pool was not so thoroughly mixed with that of the Europeans as was the
Asians” or North Africans’ dissase pool,

Africa

Africa sourh of the Sahara is 4 land in which a large number of chrenic infectious
diseases—such as typhoid, leprosy, trypancsonuasis (slecping sicknoess), and
malaria—are endeimic and presumably have been so for centuries, Though often
lethat {especially slezping sickness), as often as not their effcet is debilitating, [t
15 generally agreed thal a rough somt of cquilibrivm must have developed between
the human and microbial populations. The human adaptations were both physi-
ological and sociocalural, though the distinction is ol always a clear onc.
Among physioiogical adaptations, by far the best known is the sickle cell trait,
which enhances resistance to malada, Among soctocultues] adaptations was the
tendency for trade to be carmied on w the horders of territories, 1

European colonization, beginning i the 16th cenlury bul intensifying enor
mously m the 19th, upsct what must have been at best an unstable equilibriun.
Beyend the possible inteoduction «of new discases,' Furopean colonialism’s
aceclerstion in the [580s caused a mujor discuption by Toreing large groups of
peaple to work on plantations in areas distant from their homes, usually under
unhealthy and unsanitary conditions. '® Caldwell argued that the demographic
regime of premodemn sub-Saharan Alrica can be described as "2 socicly where
women averaged 5,5-7 live births yielding a birth rate of 42— 350 per tiwusand,
and where the expectation of life at bisth was 20-30 years yielding a death rate of
38-30 per thousand and an infant mortatity cate of 250-373 per thousand live
births. "% Uneil the 1880s, be continues, the “clearcst assault on the demographic
Lalance™ was the slave trade, 7 Beginning in the 18805 when the race for colonies
intensified, long-distance trade and troop movements became increasingly fre-
quent. bMorcover, the shift from subsistence Farmung w the monocropping of cash
crops far sale in the workl market led o landlessness, wrban nugration, and
deleniorating nutrivional statis, Thowgh adeguane registration data are nat avail-
able, the far from unaninmuos consensus s that the colonial period, begiooing in
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inflation, intcrattonal indebtedness, natural disasters, warfare, znd less aid from
abroad,?* zll of which arc causes of infant and child maloutrition.

In summary, the health of Africans worscned and then has improved only
slowly sinee the time of intense colonization by Europeans in the 19th centary,
Much is accounted for by the nature of Africa’s disease ccology, hut it seems safe
to say that the spread of epidemics and the presumed deterioration of life expect-
ancy followed on the heels of the Europeans’ assertion of social and political
control,

The Americas

This situation was reversed in the New World, where social, political, and
economic domination by Europeans followed on the heels of epidemics. Here the
epidemiologic and demographic consequences of Buropean contact were even
more catastrophic for the indigenous populations than they were for the indige-
nous Africans, ¥

The New World encountered by Spanish, Portupuese, English, French, and
other explorers and colonists was highly diverse, both ecologicaily and cultur-
alty. It encompassed arctic, temperate, znd tropical climates: small bands of
honter-gatherers and large complex empires based on irrigation and agriculture;
low-lying river basins and high mountain ranges. T shall consider some of the
consequences of that diversity in subsequent chapters. Here T shall point to the
similarities. For no matter where they lived, no matter haw sophisticated their
cultures, no matter how complex their social organization and technology, the
overwhelming fact is that demographic decline, if not complcte collapse, was the
fate of virtwally all indigenous groups in the Americas.

Acule infectious diseases introduced by Europosns, most notably smallpox,
measles, and perhaps influenza, played an impontant role in this decling. 26 Indig-
enous Americans had evidently not been exposcd to these dissases previously,
perhaps because the animal hosts in which they first evolved and from which they
spread to humans were net present in the Western Hemisphere?? or pechaps
because even large aboriginal populations were ton isolated 1o sustain such
diseases.® These diseases were followed by athers, sume ransmined directly by
the Buropeans (such as typhus and diphtheria), othiers by African staves {such as
malaris, yellrw fever, and hookworm).

Onther factors were tmportant as well, however. 2 For example, some authari-
ties believe that tuberculosis had existed in the precontact indigenous population
but became a major killer ondy when the hardships and stress of Eurppean contact
and  domination made themselves felt.™> Other causes of depopulation were
famine induced by the destruction and/ot contiscation of crops by the invaders,
torced labor in mines and on plantations, warfare, the wbsence of martiape
partoers (both & cause and a conseguence of depopulation), amd cpidemic-
enduced panic, social disorganization, and demoratizatwon. The question about
which there has been much debate is the depree to which diseases acted indepen-
dently of these other factors. | shall leave that aside for now and retum to it in
Chaprers 3 und 4. There I shall argue that disease was not & deus ex machina but
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that the kind of contact that occumed was of great significance. Essentially, when
displacenent from lund-—often accompanied by warfarc—ocourmed, the results
were especially catastrophic.

Though the fact of demographic decline iz widely acknowledged, its magni-
tude and timing have been a fruitful source of disagreement and debate. 3t There
are & variety of ways of estimating the aboniginal population.? They result in
very different hgures for the 1490s, the time of the first significant Buropean
contact, from a low of 8.4 million to & high of 112 millien.*? The higher the
initial figure the greater the magnitude of subsequent loss to the nadic. Indeed,
some authoritics belicve that the loss of population across the eotire Western
Hemisphere was over ) percent. Dthers argue that the depopulation was much
smaller, conceivahly even less than 50 percent.

The wrters who belizve the aumbers at contact were very high contend that
disease was the major cause of decline and that much of the collapse accured in
the 16ih century before face-to-face contact between most Indians and Europeans
but as a result of the diffuston of epidemics. Low covnters have tcnded to
minimize the impact of disease. The debate is significant because the high
counlers argue that the social organization before the collapse was very different
from what it was afterward, and thus ethnographic and historical reeconstructions
of precontact populations must necessanly be wrong,

The available evidence sugpesis that disease was in fact important, as | have
argued, but that inferences about the size of the population at contact are ex-
tremely uncertain, The high counts are based on beckward projections rom
population nadirs and assume ratios of population at contact that were at least 20
times greater than the nadie populations, Such inferences assume a natural histo-
ty of epidemics that was everywhere the same. In the case of the Mavajo and
Haopi Indians {deseribed in Chapter 5) and the Polyncsians (described in Chapter
3), this does not seem o have been so. Mot does it seem to have been rue on the
Northern Plains, 3 among the Ieoquois of central New York State, or among the
Pueblos along the Rio Grande.3 Indeed, in tegard to the Indians north of the
great civilizations of Mexicu, the decline to nadir seems to have ranged from a
high of 95 percent armong the California Indians w a low of 33 and 56 percent in
the Arctic and sub-Arctic, respectively.?®

The point of this comparison between Africa and the Americas is that disease
ecology had profound consequences for tinh the invading Eucopeans and the
indigenous peoples. I shaped the way the Buropeans were able to colonize
Alrica and the New World, and ir influsnced the epidemiclogic and demegraphic
responses of the indigenous peoples they encountered. At the same time, the
policics pursued by Europeans colonizets and settlers also had Tur-reaching epi-
denuologic and demographic consciguences.

SPANISH AND ENGLISH AMERICA

Murmerous vbservers have commented oo the differences between the Spanish
and FEnglish colonization of the New World. Acconding w McAlister,™ ong
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formulation has it that **whercas the English came 1o America to settle and 6l the ;
soil, the Spaniards came only to plunder.” But, he continues, there was far more
to Spanish policy than that, for althongh plunder was indeed intended and oc-
cuwrred, the concern was also to create a “Chrstian republic where men lived in
polity and justice aecording o their ronk and siarion and made the land bear
feuit” (ialics added). ! have emphasized “rank and station™ bocause race—
Indianncss—becatne in Spanish America 2 measure of both and the lowest of
cach. For the Spanish the availability of {ndian tabor—first for work in the mines
and ultimately for work on the haciendas—was crucial.

Patterns of land tenure and social stratification that developed in the colonial
period persisted in the 19th century even as the demand for Latin American
exporls resulted in economic growth,

The: colomal period was thus responsible for eslzblishing the pattern of large jund-
holdings and an exploited peasant or slave unden:tuss throughout much of Latin Ameri-
va. The availability and reliability of commercial opportunities clearly lixd much to da
with the location and charcteristies of the prodective systems fhat emerged. During
this period, economic and demographic changes had dircet consequences for the use of
tand, labor, and capital in the region. Underfying these chunges, however, was a
striking umifurmity in the uncqual disttibution of land and the dependent position of
labor, whether in areas dominaled by domestic production or in those dominated by
expart production. In the nincteenth century, conuncreiy] cxpansion changed the natuoe
of many agncultural epicrprises in the cgion. Export markets came o dominate peo-
duction, foreign moncy flewed into the sector, and cxpott profits stinulated national
economtes. If anything, however, these changes further cemented the nature of land-
holding aod rural power relations thai had developed in the colonial perjod, *

Indeed, the concentrtion of landholding increased reght into the present centu-
ry. The econetnic collapse of the 19305 worked 2 significant change, however,
because the national governments in Latin Amerca hegan to assume a more
central role in the organization of the economy. [t was then that social welfare
programms hegan 1o be introduced and government-led drives for industrial devel-
opment first emerged.*® The development idealogy that gave intelleciaal lepit-
imacy to the governments' plans included “import substitution,™ 3 major rode for
govemment planming and direction, 2nd a central place for agricultural modem-
lzalion “to support and finance industrial developrmeny. W

The modemization of agricelre required investment in infrastructure
tractors, new seeds, fertilecers, and o on -and the “efficient™ use of land, which
wis generally understood o mean the consalidution of already large haciendas,
plantations, and ranches: the dispossession of many small Jandholders: the exuc-
crbation of rural inscounity and Fandlessness for the mujaricy of peusants. and
rapid urhanization,

I began ta be clear in the 19605 that hese poicies were having some untowacd
consequences in regurd to rural unrest, mast impressively in the soccess of the
Cuban revolution in 1939, As a result of that revalutivn, "5 percent of landhotd-
ings over 67 heetares in size were expropriated from private owoers . . . and
were furoed inio stae fams and cooperatives. ™1 Scveral other camntries alse
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engaged in land redistribution as a result of reveletion, but most of the redistribu-
tion was carried out from above by national govemments. No doubt the fear of
revolution and the encouragement of the Kennedy administration played an im-
portant Tole, but it was also thought that only land redistribution would counter-
act the inefficiencies of the cxisting pattern and result in true capitalist farming,

Land rcform was clearly unpopular among the vested interests, howewer, and
the result was that it was halted, ofien by military takeovers of national govern-
ments, as in Chile in 1973, Thus in the 1970s, a “nondistobutional approach o
rural paverty” was attempted, with the cncouragement of the World Bank under
its then president, Robert MeMamars,

Generally, programs were desighed with threc components; {11 dineet inpuis to
improve production (usually given the largest pettion of program fandsh; (2) infrasime-
wwre to cncourage and support inereased production; and (1) social infrastrocoure such as
health and educational facilities and peasant organizations (usually given the smalles
portion of pragram funds). The approach larpely avoided the issue of redistribution of
land, indicating that goods aad services could be provided that would enable the
peasant o produce more At a grester profit; these coutd be applied withgut altering the
structare of landholding and would still have a sipnificant impact on the standard of
Hving in noral areas 12

This brief sketch has ignored substantial differences within Latin America, For
example, not all of Mexico and South and Central America was occupied by
extensive indigenous agricultural socictics, and where mobile hunting—gathering
tribes were found, demination was much more dificult—-even impossible—to
impose. In vast arsas of tropical forest in northem Brazil, no Enropean settle-
ments were established. Tn some tropical areas, slaves from Alrica were intro-
duccd, primarily into the Caribbean islands and along the northeast and nurthern
Pacific coasts of South America *5 Cirasgland areas in what becarne Argentina,
Uruguay, and southern Brazil had ao extensive indigenous agriculture and hence
didf not attract early Spanish settlement. As Oveido, a Spanish chronicler, com-
mented, *The Lndies arc worth nothing withaut the Tndians.™ Indeed, it was these
areas that attracted the preatest amount of Furopean immigratian during the Tate
19th century.*4

The policy in English America was differeon “The British, unlike their dvals,
the French and the Spaniurds. never developed an overzl! eighteenth-rentury
colomal policy that gave the Indian a place und a future in the structure of the
empire. ™ Indians were widely viewed as savapes to be dominated and elimi-
nated, and the cpidemics that decimated the Indiaos were widely considered to be
evidence of God's favar. As savages, Iodiang were suppased incvitahly o give
wiry o 4 higher civilization ¢ It was only in the lae 19 century —nat ¢oinci-
denlally at the same time that Anglo-Americuns began to worty about the preser-
vation of their natural enviconmnent and (0 ereate national parks—rhat concern
ghout the survival of American Tndians began 1o be expressed and for that
expression o find its way very slowly into palicy. But by then the Indians in the
castermn hall of the country had been largely extorminated. uod their remnants
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placed on small, fragmented reservations overseen by state governments. 1n the
West, however, sizable Indian populations still survived, and their treaties were
made with the (cderal government. They were placed on rescrvations that as the
2Akh century wore on, and particularly after the 19305, were increasingly well
protected legally and well served medically, though their natural resources were
generally extracted by, and in the interests of, others,

What, then, were the consequences for the Indians’ heallh of thesc different
colonial policies? Cf course, all of Latin America is far more diverse than the
United Siates and Canada; demographic responses to contact dilfered widely
from one place to another within Latin America; 7 and data on the Indians' health
status are harder to find there than in North America. In genersl, however, the
effect of the contrasting policies has been that the health of North American
Indians has improved far more vapidly than has that of Indians in Latin America,
In Latin America throughout the [Sth century, and in some countrics inte the
present century as well, mortality from both endemic and epidemic diseases was
very high. As late as the 19205 and 1930s, for examnple, studies in Guatemala and
the Yucatin Peninsula found that infant mortality had reached extraordinary
levels, thal malnutrition was common, that enteric diseases were caused by a
bewildering assortment of microorganisms, and thal malaria was epldenic, 48
‘This was an area of denxc Indian setcment, thuch of it in free villages that had
escaped land enclosures.® Population growth and presumably the local system
of social siratification had resylted in the division of propetty into dwarf hotdings
and necessitated labor migratton—ofien to lowland coffes plantatitns—io sup-
plement local subsistence agricuiture, This situation is not unique to highland
Guatemala. Oscar Lewis pointed oot that Mexican history is vften conceived of
as a conflict between haciendas and free villages, that cven in free villages rthere
was & high proportion of landless peasants, and that even those with land often
hid holdings so small that they needed to find other sources of income as well, 0
Tt is this constellation of landlessness, fabor migration, and rural poverly that is
associated with high mortality throughout much of Latin Amerca. In general,
rural mortality is bigher than urban mortality in all countries for which data have
hoen published. ! the reverse of the 19th-century North American and Notth
Luropean patiens, and 4 number of studies sugpest that involvement in agri-
cultural wage labor is assoctated with higher rates of muochidity and modality
than js the relatively greater dependence on subsistence Farming.52

Moreever, data from Rolivia, Ecuador, and Guatemals in the 19705 show that
the probability of death at various ages is preater for Indians than non-lindizns,
even when urban- mural residence and educationat attainment of the mother {in
the case ol infant und child moralite) are statistically controlled.®* Infant and
ehild mertality in a rural Zapotec Indian comimunity in Mexico was substantialiy
higher, though falling, in the period berween [9435 and 1970 than was infant and
child martality in all of Mexico wnd was similar to rates reported from highland
Maya Indian commuonities, * Morcover, adult heights showed no increase owver
thase of the previous century, indicating no intprovement in nutritional status 55
And studies of body composition and growth of Cakehiquel ndian childien jn
Guatemala demonstrale no improvement in outritional status over a pericd of two
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decades and suggest reduced nuttitional reserves when compared with those of
non-Indian children. These data reveal 2 continging pattern of death in infaney
and childhood due to endemic infections diseases and maloutrition. On the other
hand, there is some cvidence that Indian mortality is dropping in some arcas and
is converging with non-Indian monality rates 57

The siteation evolved somewhat differently in the United States. Compared
with all 1/.5. races, Indians have twice the unemployment rate, half the per
capita income, and less than hall the proportion of college graduates. On the
ather hand, life expectancy and causes of death have been changing dramatically.
[ shall discuss this issue in more detail in the next chapter. Suffice it to say here
that lor both sexes the eate of improvement in life expectancy since the §940s has
been more than twice as rapid for Indians as for whites but that Indian life
expectancy stll lags by about 3 years for each sex. ™ At ages below 44, Indians
die at grearer rates than dees the rest of the population. Between 45 and 64, the
rates are the same. At 65 and sbove, Indians die at lower rates. This pagtem is the
result of differences in the relative importance of vanious causcs of death among
Indians and non-Indizns. Amonyg Indians over the past 30 to 40 years, infectious
diseases have declined in significance; cancer and cardicvascular diseascs arc not
as significant as they are among non-ladians; and violence and substance abuse
have remained higher among Indians and account for tnast of the difterence in
life expectancy at birth.*

The colonial policies of Spain and England have had a great impact both on the
subsequent aconomic development of Latin America and the United States and
on policies regarding the treatment of [ndians. The Spanish policy was to incor-
porate Indians as the lowest social stratum of the polity. In combination with the
generally low level of econemic development characteristic of muost Latin Ameéri-
can countries, the resule has been 2 persistent pattern of high infant mortality and
deaths from endemic infectious diseases. In itbhe United States, on the other hand,
the preat wuealth of the country, the special status that [ndians ulfimately
achieved, and the provision of services on teservations have not resolted in
dramaticaily improved economic conditions et have eesulted in the contral of
infectious diseases and malnutrition and the emsrgence of noninfectious diseascs
and violence as the most important causes of reduced liic oxpectancy.

The dectine of mortality from gpidemic discases in Latin Americy and from
gpidemic and endemic infectious diseases in Nocth America has enabled the
growih of the Indian populanien. | have alrcady said that there is much disagree-
meal surrounding estimates of the number of Indians living in the Americas at
the time of first contact. It is equally difficult to armive at a figure for the present
lndian population, since “Indian™ is as much a social as a biological designa-
tio0. % Keepiog in mind the difficulties of estimation and enumeration, 1t is stili
use ful 1o suppest what the magnitude of change may have been from the 144905 w
the present. Somewhal cooservative estimates for the early period are as follows:
Morth America, 4.9 millon: Caneral Amenica, 21,4 million; and South Amenica,
20 million. ™! Estimates bor the 19605 and 1970z are Noctl America, 1.5 million
ta 2 0 million;"? Central America, 5.0 million; and South America, 10 milkion &4

It is genecally agroed that the bow point of the Lutio American Indian popula-



18 DISEASE AND SOCIAL DIVERSITY

tion occarred in the 17th and 18th cenires.™ The population then bepan to
increase as a resalt of the dechne of epidemics, especially in the 19th century.
[mprovements in medical eare and public bealth seem not to have played much of
a role until welt into the 20th century.* The low point of the North American
lindian population occurred around the turn of the present century.** By the late
20th century there had been substantial recovery all across the Western Hemi-
sphere, though some tribes had become extinet and the cultures of the surviving
tribes had been imevocably changed. Thus the population history of Latin Ameri-
ca is 0o a very large degree the history of the indigenous population. In the
population history of English America, the indigenous people are only a smail
part of the story, both because the numbers and complexity of the indigenous
sociclics in Latin America were orders of magnitude greater than in English
America and beeanse the colonial policies of the invading nations diffared im-
menscly.

CONCLUSION

In this chapter I argued that disease ecology had very dilferent consequences for
the colonial experience in Afcica and the Americas and that only by holding
toughly constant the disease ecology does the impact of differing colonial poli-
cies become readily ohservable. Indeed, throughout the Western Hemisphere and
Occaniag—where the preexisting discase regimes did not place as severe con-
straints on Furopeans as they did in sub-Saharan Africa—the health conse-
quences of differing colonial policies are particularly visible. It is to some of
those patterns that 1 turm in the following chapters,
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the lale 19th century, saw a deterioration of the bealth situation in southem
Africa.

Cine of the mosr interesting and signilicant consequences of this period was the
creation in Central Africa of a region of high infertility. For my purposes tn this
ook, it is significant because it shows that the same diseases may have quite
dillerent consequences depending on the culture of the people afflicted. 1n this
instance, as the Caldwells found, a striking feature of the pattern of sterility is its
vlhnic specificity. “The evidence is far from complete,” they wnte, “but almest
all that does exist points in the same direction; where sterility exists, the society
docs not attlempt 5o strongly o prevent premarital sexval relations. Such societies
also seem to be marked by higher marital instability, but, of course, the break-up
of marriages may be the result of sterility as weli as the cause of it.""'® They
continue:

The picture 5 then one of new diseases (or new sitainy of disease) enlenng an arca
previowsly lurgely jsolated, The discases were venereal in the sense that they were
Iransmitted by sexual relations and they had their most devastating effect where there
was & certain freedom in sexwal relations. They entered the country just at a time when
European colonization was cousing substantial movernents of popalatioa, particulaedy
of men without women, '

They concluded that in a population where the average age at first marriage is 14,
pritmary sterility occurred as a result of gonorrheal infections contracted at age 10
or 12.2% Thus the impact of celonial rule in Africa was observed in patterns of
Lot mortality and lertility, and they differed among populations depending on
location, culture, and type of contact,

Paradoxically, during the postcolomal era, attempls at economic development
have often had the unloward eflect of womening the health situation in ways por
unlikc those of the colomal era. For example, damming rivers in GGhana has
expanded the wone of river blindness (onchocerciasis), Road construction in
Liberia; migrant labor lmom Upper Volta, Mali, and Niger to southern Ghana; and
settlement relocation from high plateaus to lowland agricultural areas in northern
Nigeria all have heen implicated in the dissemination of sleeping sickness.?! The
constructian of irngaton systerns bas resolted in the spresd of schistosomiasis
and malarta. Ciamond and pold mining in South Afvica have caused the spread of
venzreal disease and tuberculosis, as well ax the disruption of familics ?2 AI1DS s
only the latest, and surely not the last, in a bong list of epidenuologic disasters
that have cesulted from the disruption of Alrican lile since the intrusion of
Lurapoans.

Even thuugh discase cantrol programs have helped improve health in some
repions and one major Killer—smallpox—has been ecadicated, life expectaney
bas wocreased only modestly since World War 11 and infant and child moctalivy
remain high, lndeed, close o half of all deaths occur among children under the
ape of 5 years, the vast majorry from infectious and pacasiic diseases and
diseases of the respiralory sysiem, fullowed by discases of e digestive sys-
tem. > A number of reasons have been proposed, including impoverishmenl,



