
 

 

BIOPOLITICS AND THE INFLUENZA PANDEMICS OF 1918 AND 2009  

IN THE UNITED STATES: POWER, IMMUNITY, AND THE LAW 

 
 

by Alina B. Baciu 
 

Master of Public Health, 1996, Loma Linda University 
Bachelor of Arts, 1993, Pacific Union College  

 
 
 

A Dissertation submitted to  
 
 

The Faculty of  
Columbian College of Arts and Sciences  
of The George Washington University 

in partial fulfillment of the requirements  
for the degree of Doctor of Philosophy 

 
 

August 31, 2010  
 
 

Dissertation directed by  
 

Andrew Zimmerman 
Associate Professor of History and International Affairs 



 ii

The Columbian College of Arts and Sciences of The George Washington University 

certifies that Alina Beatrice Baciu has passed the Final Examination for the degree of 

Doctor of Philosophy as of May 3, 2010. This is the final and approved form of the 

dissertation. 

 

 

BIOPOLITICS AND THE INFLUENZA PANDEMICS OF 1918 AND 2009 IN THE 

UNITED STATES: POWER, IMMUNITY, AND THE LAW 

 
Alina B. Baciu 

 
 
 
Dissertation Research Committee: 
 

Andrew Zimmerman, Associate Professor of History and International Affairs, 
Dissertation Director  
 
Sara Rosenbaum, Harold and Jane Hirsh Professor of Health Law and Policy, 
Committee Member 
 
Joel C. Kuipers, Professor of Anthropology, Committee Member 

 
 
 

 
 
 
 
 
 
 



 iii  

 
 
 
 
 
 
 
 

© Copyright 2010 by Alina B. Baciu 
All rights reserved



 iv

Acknowledgments 
 

I have been a public health policy researcher at the Institute of Medicine (IOM) of 

the National Academy of Sciences since 2001, and have benefited not only from the 

Academy’s financial support for continuing education, but also from the intellectual 

processes used in the course of my work. While writing the dissertation, some 

disadvantages of being a non-traditional student were at least partially ameliorated by a 

professional milieu that requires deeply researched and analytical writing, and rigorous 

processes of external peer review. I am grateful to my IOM division director, Rose Marie 

Martinez, and to Kathleen Stratton and other colleagues whose unwavering support, 

friendship, and sympathetic understanding for my sometimes irregular work schedule and 

competing demands on my time were important contributors to my ability to finish this 

dissertation. 

Scholars Elena Nightingale, Ronald Bayer, Josef Gregory Mahoney, and Howard 

Markel provided valuable guidance and constructive criticism at various points in the 

writing of my dissertation. My dissertation director, Andrew Zimmerman, offered 

ongoing intellectual support and wise advice, and was instrumental in helping me to 

return to the dissertation after a leave of absence and to bring the dissertation to the level 

of a more fully realized work. I was fortunate to have a terrific interdisciplinary 

committee and outside readers, and I thank Sara Rosenbaum, Joel C. Kuipers, Amir A. 

Afkhami, and Ellen K. Feder for their thoughtful and thought-provoking comments and 

suggestions. The blending of expertise and perspectives in philosophy, public health law, 



 v

history, and anthropology strengthened and enriched my understanding of and 

engagement with my research topic.  

I thank my family, especially my parents and mother-in-law, for their love, 

patience, and faith in me. I have been inspired by my father’s life-long pursuit of 

knowledge and my mother’s achievements in her second career. Finally, I owe a debt of 

gratitude to Bill Buchman, who lived the dissertation-writing process with me, and to our 

three-year-old daughter who once said: “Mommy, come! Computer will wait.”  



 vi

Abstract of Dissertation 
 

Biopolitics and the Influenza Pandemics of 1918 and 2009 in the United 

States: Power, Immunity, and the Law 

 

 
There is a point at the furthest reaches of the hypothetical pandemic influenza 

spectrum that is marked by a combination of greatest scarcity of medical resources and 

maximum disease severity. A severe pandemic was one of the two scenarios considered 

by U.S. federal government planners in their 2005 pandemic influenza plans, and it was 

modeled on the conditions of the 1918 pandemic and especially the experience of cities 

like Philadelphia, where hospital morgues ran out of room and bodies were stacked in 

hallways.  

Bruno Latour has shown that the line that distinguishes great epidemics and wars 

is vanishingly fine. And this is not simply due to their existential weight, but also due to 

the discourses, power effects, politics, and societal responses they generate. “Can war 

really provide a valid analysis of power relations, and can it act as a matrix for techniques 

and domination?” Although acknowledging that power relations cannot be confused with 

the relations of war, Foucault answered his own question affirmatively in his January 21, 

1976, lecture at the Collège de France. “[W]ar,” he asserted, “can be regarded as the 

point of maximum tension, or as force-relations laid bare.” This dissertation represents a 

partial genealogy of the “clinical gaze” of public health (or social medicine, as Foucault 

called the field) at two points in the history of humanity’s perpetual war against microbes 

and in the history of modern biopolitics: the 1918 and 2009 influenza pandemics. The 
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pandemics are my two central case studies, though the broader context matters greatly—

World War I in the case of the first pandemic, and decades of public health 

‘preparedness’ for bioterrorism (inflicted by either humans or Mother Nature) in the case 

of the second pandemic.  

I use a range of sources, from archival correspondence and letters, to the medical 

and scientific literature of the respective periods to inform me about the functioning of 

the biopolitical apparatus, i.e., the American public health system, during the pandemics. 

The theoretical framework for the dissertation consists of three related concepts from the 

works of Michel Foucault, Giorgio Agamben, and Roberto Esposito that enable an 

analysis of the biopolitics (the calculated management of life) in contemporary American 

society. War, military and medical, is the common thread that runs through both 

pandemics—war as an immune or even autoimmune reaction of the body, the political 

body, and the State against its microbial or human Others (immigrants, the poor); war as 

the impetus for the state of exception that suspends the rule of law (e.g., of civil liberties, 

of separation between civilian and military elements); and war as a power effect of 

increasingly penetrating and multi-layered knowledge about the population and the 

internal and external threats to its health. Given the hybrid provenance of the public 

health field, I draw on a dense matrix of disciplines: on the one hand, law, ethics, 

microbiology, and epidemiology, and on the other hand, philosophy, history, and the 

human sciences approach to analyzing the public health field, its discourses, and its 

functioning.  
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Chapter 1: Introduction 
  
 

The term biopolitics has been used by Michel Foucault and others to denote the 

calculated management of human, or more precisely, biological life. This phenomenon is 

decidedly modern, but draws on an ancient dialectic—the power interchange between the 

Sovereign (first a monarch, later the State) and his subjects in matters related to life, 

health, and corporeality, whether individual or collective.1 Although the State began to 

concern itself with demographic and mortality data centuries ago, its techniques for 

gathering and analyzing data have evolved and its reach has expanded dramatically over 

the course of the past two centuries. In this dissertation, I examine the biopolitics of 

infectious disease outbreaks, and specifically influenza pandemics in the twentieth and 

twenty-first centuries, which have been a major focus of the work of biopower and a 

stage for the manifestations of its (bio)politics. 

The word epidemic (meaning “on the people,” and used to describe disease 

outbreaks that cause more cases of a given disease than normal) has been used to describe 

the growing obesity rates in the United States and troubling social phenomena such as 

identity theft. However, these alternate uses of the term cannot match the evocative 

power of a smallpox epidemic or the influenza pandemic that killed 20-100 million 

people around the world in 1918 and 1919.  The World Health Organization (WHO) 

defines a pandemic as “a worldwide epidemic of a disease” and in the case of influenza, 

                                                 
1 Michel Foucault, Power/Knowledge: Selected Interviews & Other Writings 1972-1977, ed. Colin Gordon 
(New York: Pantheon Books, 1980). 
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WHO has stated that “[a]n influenza pandemic may occur when a new influenza virus 

appears against which the human population has no immunity.”2 

My dissertation is an historical analysis of the American experience during the 

influenza pandemics of 1918 and 2009, in the broader context of more than one century 

of American public health (as a field of study and research, and the bureaucratic entities 

established to conduct the work of public health, as discussed elsewhere in this chapter). 

Three theoretical approaches to the topic of biopower served as analytic tools for major 

dimensions of the public health system as a biopolitical apparatus. (Pandemics typically 

span more than one year; the 1918 influenza virus may have emerged in 1917 or earlier 

and appeared to circulate until early 1920. The 2009 virus continues to circulate in 2010 

and is expected to be the primary cause of influenza in the 2010 season that begins in the 

                                                 
2 World Health Organization (WHO), “Pandemic Preparedness,” 
http://www.who.int/csr/disease/influenza/pandemic/en/ (accessed March 31, 2010). The WHO, as well as 
the U.S. Department of Health and Human Services (HHS) describe the progression of influenza viruses 
from emergence through recovery from a pandemic in phases (in the case of WHO) or in stages (in the case 
of HHS).  In the WHO system, phases 1-4 cover the first appearance of a virus through human-to-human 
transmission in communities. “Phase 5 is characterized by human-to-human spread of the virus into at least 
two countries in one WHO region. While most countries will not be affected at this stage, the declaration of 
Phase 5 is a strong signal that a pandemic is imminent and that the time to finalize the organization, 
communication, and implementation of the planned mitigation measures is short . . . . Phase 6, the 
pandemic phase, is characterized by community level outbreaks in at least one other country in a different 
WHO region in addition to the criteria defined in Phase 5. Designation of this phase will indicate that a 
global pandemic is under way.” In 2009, the WHO announced that it was revising its phase definitions for 
the sake of clarity, but this decision has come under criticism on two occasions, first from countries 
concerned that severity of the disease was not part of the definition and announcing a pandemic could cause 
undue concern and even panic, and later, concern on the part of at least one individual associated with the 
Council of Europe, an intergovernmental group separate from the European Union, that the definition of a 
pandemic was modified in order to trigger a need for vaccine, thereby serving the purposes of the 
pharmaceutical industry. See Robert Roos, “WHO may redefine pandemic alert phases,” CIDRAP News 
(Center for Infectious Disease Research and Policy, University of Minnesota), May 26, 2009, 
http://www.cidrap.umn.edu/cidrap/content/influenza/swineflu/news/may2609phases-jw.html; “Transcript 
of press briefing at the Palais des Nations, Geneva, Dr Keiji Fukuda, Special Adviser to the Director-
General on Pandemic Influenza,” March 29, 2010, 
http://www.who.int/mediacentre/multimedia/pc_transcript_29_march_10_fukuda.pdf; and Lisa Schnirring, 
“European hearing airs WHO pandemic response, critics' charges,” CIDRAP News (Center for Infectious 
Disease Research and Policy, University of Minnesota), January 26, 2010,  and 
http://www.cidrap.umn.edu/cidrap/content/influenza/panflu/news/jan2610council.html). See Appendix B 
for a side by side illustration of the WHO pandemic stages as described in 2005 and as revised in 2009. 
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autumn. For the sake of brevity, I refer to the two pandemics by the first widely known 

year of their existence.)  

Epidemics are a potent trope in American media and entertainment. Examples 

range from killer virus novels and movies to an inadvertently introduced virtual pandemic 

in the World of Warcraft video gaming community that was explored by scientists as a 

potential model of influenza pandemic spread.3 Epidemics are frightening because they 

probe and reveal flaws in the boundaries society constructs between human and non-

human organisms, culture and nature, life and death, the normal and the pathological. In 

social and political terms, epidemics also transgress boundaries intended to preserve 

social order, the dividing lines between individual and society, and society and its Others 

(immigrants, the poor, and other marginalized groups).4 At their most severe, epidemics 

incite something akin to warfare and may test even a liberal state’s commitments to civil 

rights and other hallmarks of enlightened governance.  

Public health is not just political, as so often noted by its practitioners, but it is 

biopolitical, as a primary representation of governance over human lives and bodies 

through a wide range of scientific knowledge and technologies that include censuses and 

the collection of vital health statistics and disease data, infectious disease surveillance, 

the monitoring of deaths and injuries resulting from pharmaceutical and consumer 

products, and the health information technology and health care reform efforts of the 

                                                 
3 Eric T. Lofgren and Nina H. Fefferman, “The untapped potential of virtual game worlds to shed light on 
real world epidemics,” Lancet Infectious Diseases 7(2007): 625; Laura Blue, “World of Warcraft: A 
Pandemic Lab?” Time, August 22, 2007. 
4 Both from a high level of mass death—imagine a third or more of a population wiped out, as was the case 
with the medieval Black Plague—and due to panic and widespread civil disorder and societal deterioration) 
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early twenty-first century.5 These are some examples of the profound contemporary 

political concern with quantifying, measuring, and improving human life and health.  

In addition to its regularizing effects of systemic interventions on the population 

(e.g., disease-preventing vaccination, contact tracing for select sexually transmitted 

diseases, issuance of norms or standards of diet or weight [the food pyramid, the body-

mass index]), this biopolitical apparatus can also act with force when it perceives that the 

health of the public is threatened. However, the definition of threat, like the definitions of 

health and illness, is not a purely data-based assessment—it also is political. Epidemics 

threaten individual life and the survival of society, but the public health technologies that 

exist to combat the threat of disease frequently pose other kinds of risk to society (in 

particular one that is ostensibly founded on democratic principles), and to individual 

liberty and even life. There is the possibility that in the face of a major infectious disease 

threat, and perhaps aggravated by extenuating circumstances (war, economic collapse), 

the rights and even life of one person may come to be considered far less important than 

the good and survival of the collective. This is the dark scenario depicted in Albert 

Camus’ The Plague, and referred to in his comment elsewhere that “[t]hose who claim to 

know and regulate everything end up by killing everything.”6   

Although this dissertation includes some references to infectious disease history 

in the West in general and to American epidemics in particular, I focus on the American 

experience of the 1918 influenza pandemic, an event revived in the collective memory of 

                                                 
5 Foucault’s use of the word technologies in the context of the human sciences represents his belief that 
technology may be used not only to describe the mechanisms and machines created by the natural sciences, 
but also those created to govern and regulate/regularize people and society. See the “Afterword” in 
Foucault, Power/Knowledge, 229.  
6 Albert Camus, The Plague (New York: Vintage, 1975); Fred H. Willhoite, “Albert Camus’ Politics of 
Rebellion,”The Western Political Quarterly 14(2): 400. 
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the nation by the appearance of a new avian influenza virus in 2003, and by subsequent 

preparations for a possible future (and now) present pandemic.7 In this introduction, I 

trace the history of public health measures in epidemics (the accumulation of knowledge 

and the exercise of power to protect the public’s health) from some early examples, 

through the emergence and evolution of modern science and the parallel establishment of 

bureaucratic institutions designed to put science into practice, to the contemporary 

environment of increasingly global governance of infectious disease.  

With modernity, the concept of an individual subject deserving rights separate 

from the collective gained unprecedented prominence. Although public health is a deeply 

modern discipline in terms of its tools, it also represents in its theory and aims a 

challenge to individual autonomy and a point of discontinuity with the Enlightenment 

project. The public health field concerns itself with the wellbeing of the body politic 

sometimes at the expense of individual liberties. The constituent disciplines of public 

health and the governmental agencies that employ or practice them hold as their central 

aim the prevention of disease, death, and disability in the population.8  These disciplines 

and bureaucracies are built on a historic foundation of practices or techniques of the 

government and its precursors or surrogates (such as the sovereign, the church, the 

workhouse, the factory). These techniques were intended to make improvements on an 

increasing scale, from individuals and families to the nation as a whole, regulating 

                                                 
7 Western epidemic history is more easily accessible and somewhat more amply documented, but the links 
between West and the rest of the world in the realm of public health are considerable and of enormous 
economic and geopolitical consequence. I have included occasional, very limited references to epidemics 
outside the United States and the West, but the latter in particular involve the peripheries to the Western 
metropolis and a superimposed colonialist dynamic, implying a host of other issues that bear examination.  
8 Public health has come to be considered a somewhat outmoded term in the past decade, and the term 
“population health” is used in lieu of or in conjunction with public health to denote the disciplines (e.g., 
epidemiology) and bureaucratic entities (e.g., public health departments) that concern themselves with the 
health of communities as opposed to individuals.  



 6

behavior, improving morals, normalizing social outliers, and in more extreme cases, 

punishing the disobedient or the transgressive. As the individual subject grew in 

importance in the modern era, so did the potential for conflict between the rights of the 

individual and the common good.  

In the second chapter of this dissertation, I discuss the most important theoretical 

influences on my thinking, beginning with Michel Foucault’s concept of biopower and 

drawing on the work of Italian philosophers Giorgio Agamben and Roberto Esposito who 

both build on and critique Foucault’s unfinished foundation.9 Foucault’s formulation of 

power/knowledge—a sort of positive feedback loop at the heart of biopower—sheds light 

on the infectious disease control practices of public health, where, for example, 

surveillance and the collection of multiple streams of information are made possible by 

legal authorities and other expressions of power that range from potentiality to violence. 

The acquisition of data itself invests government agencies with greater power and 

authority. Roberto Esposito’s construct of immunity/community is a sort of projection, an 

enlargement on the social and political stage of the minute invasions and defenses that 

exist at the cellular level in the human body. It could be said that the human immune 

system represents a micro-biopolitical apparatus. Finally, Giorgio Agamben’s historical 

analysis of the state of exception is relevant to my investigation because I argue that 

epidemics, like wars, represent crises (tumultus) in the life of the nation, may lead to a 

suspension of the rule of law, and may occasion extreme overreaction that makes 

                                                 
9 The primary theoretical texts I used include: Michel Foucault, Power/Knowledge: Selected Interviews & 
Other Writings 1972-1977, ed. Colin Gordon (New York: Pantheon Books, 1980); Giorgio Agamben, State 
of Exception, trans. Kevin Attell (Chicago: University of Chicago Press, 2005); and Roberto Esposito, 
Bios: Biopolitics and Philosophy, trans. Timothy Campbell (Minneapolis: University of Minnesota Press, 
2008). Agamben refers to Foucault’s unfinished work on biopower in Homo Sacer: Sovereign Power and 
Bare Life, trans. Daniel Heller-Roazen (Stanford University Press, 1998). 
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biopolitics a thanatopolitics, a politics of death.10 The final section of Chapter 2 includes 

an analysis public health discourse pertinent to infectious diseases and epidemics, 

because discourse itself is both symptomatic and illustrative of the relations of power in 

society and their effects. 

In Chapter 3, I review government and public health responses to the 1918 

influenza pandemic through the lenses provided by Foucault, Esposito, and Agamben. I 

draw on archival research, medical and public health journal literature of the period, and 

articles and editorials in the major newspapers of the day. I focus on several themes that 

emerge from the narratives of the pandemic found in all types of records reviewed. These 

include narratives that reveal features of the biopolitical regime of the time, and that 

provide insights about pandemic discourse and its superimposition on war discourse, and 

about biopolitical practices, which I have categorized into preventive, therapeutic, and 

knowledge-producing. 

Chapter 4 uses the three theoretical lenses introduced in Chapter 2 to examine and 

analyze the United States military enterprise and its quasi-military correlates, and their 

alliances with public health practitioners and scientists in infectious disease research and 

in the response to epidemics (including the 1918 pandemic that may have originated 

around a U.S. military installation or more likely, on the Western front). The rich history 

of military involvement in microbiology, immunology, and vaccine-development 

research is motivated by the profound vulnerability of troops both to biological attacks 

and to infectious diseases that thrive in the historically crowded and unhygienic 

conditions of barracks and trenches. 

                                                 
10 Agamben, State of Exception, 42 
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Chapter 5 reviews preparations made in the twenty-first century for a potential 

(and now ongoing) influenza pandemic and the historical lessons that can instruct public 

health officials, health care leaders, and the public. This chapter uses the concepts 

developed by Foucault, Esposito and Agamben as analytic devices to explore the more 

mature and increasingly sophisticated (at least scientifically and technologically) 

contemporary biopolitical regime and its life-affirming and life-negating potential. 

I conclude the dissertation by comparing and contrasting aspects of the public 

health, State, and societal responses to the 1918 and 2009 pandemics and outline 

directions for future research about the biopolitics of pandemics.  

Rationale 

My choice of the 1918 influenza pandemic as the primary case study for the 

dissertation was influenced by several factors. My interest in epidemics relates to what 

they reveal about how the State views and reacts to infectious diseases. Also, few 

microbes illustrate as strikingly as influenza the potential to metamorphose from a cause 

of mild seasonal symptoms to serious and life-threatening infections that 

disproportionately kill young healthy adults (rather than the very young and the very old 

who are generally most vulnerable). 

The events of September and October 2001 have had a profound and continuing 

effect on the national public health infrastructure—the federal Public Health Service 

agencies, state and local health departments, public health laboratories, and other entities. 

My interest in public health emergencies, whether caused by naturally-occurring or 

deliberately introduced microbes, began in the autumn of 2001. The surveillance work so 

integral to public health objectives was made legible to the public, as newspapers and the 
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evening news spun worrying narratives about “white powder” incidents, workers testing 

samples in the laboratory and reviewing emergency room, health department, and 

reported health care data for any indication of diseases such as anthrax and other potential 

biological weapons of terrorism. “What if?” was the question on the lips of many, as 

public health preparedness became a central object of funding increases, new programs 

(e.g., smallpox vaccination of public health and health care workers), and policies.11 It is 

interesting to note that preparedness (for war) was a widely known and debated subject in 

the years before America entered World War I. (Chapter 5 discusses in greater detail the 

transformation in the field’s purpose and practices in the twenty-first century.) 

When compared to Albert Camus’ Oran as the archetype of the (literally) plague-

stricken city, the 1918 influenza pandemic is not necessarily the most comprehensive 

example of the use of coercive public health measures such as mandatory quarantine or 

the imposition of martial law to prevent movement or flight.12 The U.S. public health 

response included to differing degrees and in various locales restrictions on the 

movement of persons outside their homes and on social interaction, among other 

measures seeking to limit the spread of disease.13 On the one hand, applying a 

Foucaultian analysis of biopower does not necessarily require obvious instances of 

biopower in extremis, such as the murderously eugenic policies of the Third Reich or at 

another level, the severe mistreatment of Haitian refugees by American biopolitical 

                                                 
11 Preparedness is a term of art used in public health, homeland security, and related government discourses 
about threats and readiness to respond to them. Interestingly, the word preparedness also occurs in World 
War I literature in reference to readiness and mobilizing for war.  
12 Albert Camus, The Plague (New York: Vintage, 1975). A recent example is China’s handling of the 
SARS outbreak in 2003, which was characterized by mass quarantine of individuals in certain areas and the 
screening of 14 million people at airports and other locations (that yielded 12 SARS cases). See Martin 
Cetron and Pattie Simone, “Battling 21st-Century Scourges with a 14th-Century Toolbox,” Emerging 
Infectious Diseases 10(2004): 2053. 
13 Alfred Crosby, America’s Forgotten Pandemic: The Influenza of 1918 (Cambridge University Press, 
2003). 
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apparatus in the early years of the AIDS pandemic.14 Furthermore, according to Foucault, 

the exercise of power is not simply negative, but it also is creative, unearthing or 

constituting “new objects of knowledge and accumulate[ing] new bodies of 

information.”15 Foucaultian power is not only constraining or disciplining, but also 

produces new capacities and new kinds of subjects—in the context of public health, it 

produces vaccinated subjects and condom-using subjects (although the end goal is to 

improve health and quality of life by preventing disease). Despite highly publicized 

opposition to immunization in some circles, a large majority of Americans continue to 

choose vaccination against childhood diseases and rates of vaccination remain 

sufficiently high to prevent recurrences of large-scale outbreaks of most vaccine-

preventable diseases. This is a testament to the effectiveness of biopower. In an epidemic, 

biopower gives rise to new sources of information and techniques for collecting them, 

and it operates in often subtle ways, creating an environment of circulating discourse (the 

totality of texts, data, theory, and the uttered or otherwise expressed reality of a given 

discipline).16 On the other hand, the silences and the gaps in contemporary preparations 

for and current responses to an influenza pandemic raise and leave unanswered questions 

about the range (or the slippery slope) of possible government interventions. This 

explains the first reason for my choice of topic. How far would the government go to 

                                                 
14 All Haitians in the U.S. were designated by the Centers of Disease Control and Prevention as being “at 
risk” of being infected with HIV, and due to a combination of factors, including a general national hostility 
toward immigrants, Haitian immigrants became known as members of the “4-H club” thought likely to be 
HIV-infected (Haitians, heroin users, hemophiliacs, homosexuals). See Steven R. Nachman and Ginette 
Dreyfuss, “Haitians and AIDS in South Florida,” Medical Anthropology Quarterly 17(1986): 32; Paul 
Farmer, AIDS and Accusation: Haiti and the Geography of Blame (University of California Press, 
Berkeley, 1992); and “Chapter 5: No One’s Idea of a Tropical Paradise: Haitian Immigrants and AIDS” in 
Howard Markel, When Germs Travel: Six Major Epidemics That Have Invaded America and the Fears 
They Have Unleashed (New York: Vintage Books/Random House, 2005).  
15 Foucault, Power/Knowledge, 51 
16 Biopower may be a sort of logos of a post-Christian administrative age—instead of God’s creative and 
redemptive word, a discourse whose creative act is to preserve, and in a sense, renew or re-make life. 
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control disease spread? Public health officials have long treated questions about 

controlling movement and limiting the rights of individuals with great anxiety and even 

defensiveness. In fact, despite the great interest that the topic of quarantine arouses, 

authorities have been remarkably guarded about the extent and limits of the measures 

they would undertake (one exception is an outburst from George W. Bush in the early 

days of the avian influenza outbreak about calling in the National Guard). Since the 

heady days after 9/11 when “command-and-control” was ascendant in the field of public 

health, there have been fewer explicit references to quarantine and other restrictions on 

personal liberties in official communication about plans to prevent disease spread in a 

serious epidemic.17  

Although biopower as conceived by Michel Foucault clearly has both affirmative 

and negative attributes, these are woven together and are more complex than a simply 

dichotomous definition of the phenomenon. Biopower may be creative, productive and 

life-affirming, representing the potential of government to ethically, transparently, and 

collaboratively (together with the scientific community, civil society institutions, and the 

public) classify, measure, monitor, and intervene in the biological life of the population in 

order to produce disciplined, educated, and healthy subjects that are immunized, undergo 

regular health screening, and engage in safe sexual practices (thus improving, from a 

public health standpoint, the population’s health and well-being). However, the 

manifestations of biopower may include the public health regime’s potential to constrain, 

forbid, and repress civil liberties in circumstances that strain it to the extreme. The history 

of infectious diseases is instructive about the range of state approaches, reactions to, and 

                                                 
17 See for example Ginger Pinholster, “U.S. laws grant broad authority to quarantine and isolate people, but 
fears of being “roped off” are outdated, experts report,” American Association for the Advancement of  
Science news release, September 16, 2008. 
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interactions with society and individuals in the course of a major infectious disease 

outbreak, epidemic, or pandemic.18 Recently in the history of infectious diseases, the 

biopolitical apparatuses of various countries have both advanced and hampered the cause 

of science, the credibility of government, and the authoritativeness and legitimacy of the 

public health field as a potential force for good.  

A second reason for my choice of topic is that influenza remains highly relevant 

to American biopolitics. The U.S. government began planning for a possible influenza 

pandemic in 2003-2004, and by 2005, federal plans had been prepared and publicized.19 

It has been known for at least a century that the recurrence of an influenza pandemic was 

a “when” rather than an “if” proposition. The cyclical nature of influenza pandemics was 

recognized even in the scientific literature of 1918, and was reinforced by the pandemics 

of 1957 and 1968. During the minor 1976 swine influenza outbreak that never became 

the feared pandemic, scientists debated whether pandemics occurred at regular or 

irregular intervals and thus the extent to which they could be predicted.20 There has been 

no question in the minds of microbiologists and infectious disease epidemiologists that it 

was just a matter of time until another influenza pandemic would emerge, turning a 

routine winter-time misery with relatively low mortality into a terrorizing, highly lethal 

infection with potential for great social and economic harm.21
 The H5N1 avian influenza 

                                                 
18 In the case of pandemics, the governance issues that arise are, of course, transnational and global. 
19 The two major plans were the Homeland Security Council’s National Strategy for Pandemic Influenza 
Implementation Plan (Washington DC: White House, [May] 2006), and Department of Health and Human 
Services (HHS), HHS Pandemic Influenza Plan (Washington, DC: HHS, [November] 2005).  
20 For a comprehensive post-portem of the program, see Richard E. Neustadt and Harvey V. Fineberg, The 
Swine Flu Affair: Decision-Making on a Slippery Disease, Washington, DC: U.S. Department of Health, 
Education, and Welfare, 1978). 
21 A discussion of the mid-twentieth century thinking about the cyclicality of influenza pandemics is 
provided in Richard Krause, “The Swine Flu Episode and the Fog of Epidemics,” Emerging Infectious 
Diseases 12(2006): 40. A discussion of scientists’ thinking at the time of the 1918 pandemic may be found 
in Chester A. Darling, “The Epidemiology and Bacteriology of Influenza,” American Journal of Public 
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virus emerged as the product of genetic shift—a radical transformation compared to the 

very gradual drift influenza viruses typically undergo from year to year (and the reason 

seasonal flu vaccine needs to be recreated every year based on the three strains that are 

forecast to circulate each influenza season in the Southern and Northern hemispheres, 

respectively).22 The public health community had already been placed on high alert by 

the 2002-2003 SARS outbreak that only sickened about 8,000 and killed 800, but caused 

global anxiety and considerable economic damage, and provided a stark reminder of the 

potential of respiratory viruses to kill on a large scale and wreak societal havoc.23
 The 

2009 emergence of a novel H1N1 influenza virus brought renewed currency to pandemic 

fear and also proved wrong some of the assumptions made about a potential pandemic as 

part of preparations for it. For example, the vast majority of scientific research, vaccine 

development, public health agency planning, and communication focused on an influenza 

virus that would be avian and first surfacing in the East, perhaps in a place such as China 

or Indonesia. (An August 1918 article in the New York Times similarly described that 

generation’s pandemic as having “germinated in foreign parts.”)24 The novel influenza A 

(H1N1) of 2009 appeared in Mexico as a virus of swine origin but also containing genetic 

material from avian and human viruses. As evident in the surge of mass media attention 

                                                                                                                                                 
Health 8(1918): 751. For a contemporary (twenty-first century) assessment of the potential economic 
impact of an influenza pandemic similar in scale to the 1918 pandemic, see Congressional Budget Office 
(CBO), A Potential Influenza Pandemic: An Update on Possible Macroeconomic Effects and Policy Issues 
(Washington, DC: CBO, 2006.) 
22  One source for information about viral strain selection is the CDC website, at 
http://www.cdc.gov/flu/professionals/vaccination/virusqa.htm.  
23 In 2004, Anderson and colleagues commented on the importance of placing SARS in broader perspective 
of other respiratory viral threats and wrote that “[m]any informed observers feel that the real threat in the 
future is an antigenically novel influenza virus, of both high pathogenicity and transmissibility.” See Roy 
M. Anderson, Christophe Fraser, Azra C. Ghani, Christl A. Donnelly, Steven Riley, Neil M. Ferguson, 
Gabriel M. Leung, T. H. Lam, and Anthony J. Hedley, “Epidemiology, Transmission Dynamics and 
Control of SARS: The 2002-2003 Epidemic,” Philosophical Transactions: Biological Sciences 359(2004): 
1091. 
24 Anonymous, “Orders Fight on Influenza. City to Keep Watch on Ship Passengers Who Have the 
Disease,” New York Times, August 17, 1918, 5.  
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with every new development on the pandemic influenza front and the controversy-fraught 

introduction of H1N1 vaccines, the public is both repulsed and fascinated by the idea of a 

foreign, possibly dangerous disease with the potential to temporarily shut down society 

and thus requiring swift and decisive management by a powerful apparatus of 

biogovernance.25  

A third reason for my interest in influenza is the fact that, like some of the so-

called emerging microbes of the late twentieth- and the twenty-first centuries, the virus 

and disease embody both the past and future of infectious disease. (This also is true of 

biopower, an ostensibly modern phenomenon that, as shown by Giorgio Agamben in his 

history of the state of exception, is also rooted in ancient Roman law.) Although epidemic 

history indicates periodic visitations by pandemic strains of influenza, perhaps 

independent of human affairs, the circumstances that have shaped the genetic destinies of 

both H1N1 (both the 1918 and the 2009 strains) and H5N1 are closely intertwined with 

societal and environmental transformations. These include World War I and its mixing of 

vast military populations, and, later in the century, dramatic increases in population 

density and the introduction of agricultural practices that catalyze efficient passage of 

viruses within and between populations of mammals, birds, and humans. Another link 

between past and present pandemics emerged in the research of viral geneticists who 

have deciphered the genome of the 2009 novel influenza A(H1N1) virus and have found 

it to be a descendant of the 1918 H1N1 virus.26   

                                                 
25 The federal Oak Ridge Institute for Science and Education conducts ongoing tracking and analysis of 
H1N1 media coverage around the country (see http://orise.orau.gov/health-communication-technical-
training/difference/h1n1.aspx). 
26 See David M. Morens, Jeffery K. Taubenberger, and Anthony S. Fauci, “The persistent legacy of the 
1918 influenza virus,” New England Journal of Medicine 361(2009): 225, for a genealogic analysis of the 
2009 virus and the “still-growing family tree” of the 1918 virus. 
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A Brief History of Infectious Disease 

Infectious diseases are known more commonly as contagious, and in some 

technical contexts as communicable. They form a large and diverse class of conditions 

that afflict human beings and are ancient and powerful foes to human societies. Their 

main characteristics include an ability to spread from person to person with varying 

degree of ease and in some cases with the assistance of a vector that is itself colonized by 

microbes, for example, the transmission of plague by fleas carried by rats, or of malaria 

by protozoan-infected mosquitoes. Caused by a dizzying variety of microbes, diseases 

ravaged entire populations at times or came to dwell in certain geographical areas as 

endemic diseases, causing low to moderate but sustained or cyclical/seasonal waves of 

death and disease. Some diseases, like smallpox, settled into something like endemic 

mode but continued to show periodic epidemic spikes when exposed to large pockets of 

the population without immunity to the disease. 

In modern history, the Western medical and public health systems have sought to 

eradicate all infectious diseases, and for a few decades in the mid-twentieth century, 

promoted a metanarrative of conquest. Nobel Laureate Macfarland Burnet boldly 

predicted that “the most likely forecast about the future of infectious disease is that it will 

be very dull.”27 He could not have been further from the truth. Life-and-death encounters 

between humans and microbes are woven into the evolutionary record and likely will 

continue for as long as the human species inhabits the planet.28  

                                                 
27 Alfred Crosby, America’s Forgotten Pandemic: The Influenza of 1918 (Cambridge University Press, 
2003), xi. 
28 Joshua Lederberg, “Infectious History,” Science 288(2000): 287-293. 
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The history of the world is awash in epidemic waves (both figuratively in graphs 

that plot mortality rates in the population over a period of time, and literally, in the 

noticeable ebb and flow of deaths and burials in the community) that shaped not only 

human life and health, but also economy, society, and culture. The earliest mention of 

epidemics in the historical record comes from Thucydides, and the long trail of human 

misery continues through the twenty-first century, with key milestones in the fourteenth 

century epidemic of bubonic plague that decimated Europe (at least one-third of the 

population of Western Europe died of the plague between 1347 and 1350) and 

subsequent epidemics of cholera, smallpox, and yellow fever.29 In their original state, 

microbes appear to have strong connections to place, but the increased mobility of the 

human species has made microbes citizens of the world. Globalization in the guise of 

colonialism cross-infected colonized and colonizers with frequently devastating results. 

Christopher Columbus initiated microbial exchange between the Old World and the New 

and disease likely played a key role in the destruction of native populations in North 

America. In the thirteen American states of 1776, life expectancy was less than 40 years 

largely due to infectious disease outbreaks.30 The growing territory of the United States 

was plagued by smallpox, tuberculosis, cholera, yellow fever, malaria, typhoid, and 

diphtheria.31 Some diseases, such as cholera and malaria, were transplants from other 

areas around the world where the diseases were endemic. There were multiple smallpox 

                                                 
29 For a brief timeline of major infectious disease outbreaks and discoveries, see Infectious History. For a 
discussion of one of the earliest known epidemics in recorded history, see E. Watson Williams, “The 
Sickness at Athens,” Greece & Rome, 2nd Series, 4(1957): 98. For an extensive history of the bubonic 
plague epidemic of the Middle Ages, see Norman F. Cantor, In the Wake of the Plague: The Black Death 
and the World It Made (New York: Simon & Schuster, 2001). For a history of nineteenth-century cholera 
epidemics in the United States, see Charles Rosenberg, The Cholera Years: The United States in 1832, 
1849, and 1866 (University of Chicago Press, 1987). 
30 Henry F. Dobyns, “Disease Transfer at Contact,” Annual Review of Anthropology 22(1993): 273. 
31 Rodney M. Wishnow and Jesse L. Steinfeld “The Conquest of the Major Infectious Diseases in the 
United States: A Bicentennial Retrospect,” Annual Review of Microbiology 30(1976): 427. 
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epidemics and smaller outbreaks between the mid-seventeenth century and the middle of 

the twentieth century.32 As recently as 1938, there were nearly 15,000 smallpox cases in 

the U.S. Tuberculosis was another infamous disease and a frequent theme in literature, 

and between 1850 and 1976 it declined from 400 to 2 deaths per 100,000.33 Cholera 

spread to the U.S. by ship in 1832, and a six week outbreak in New York City killed 

3,000.34 Similar waves of epidemic cholera hit other American cities, although the 

disease waned toward the latter part of the nineteenth century. 

Just as attack by a microbe spurs an immune reaction in the body, epidemics led 

to coordinated societal action and advances in both scientific research and the emergence 

of administrative mechanisms, such as local boards of health and departments of health, 

and federal agencies with responsibilities for preventing and managing infectious disease. 

For example, it was the cholera outbreaks of the mid-nineteenth century that led to the 

expansion of the network of hospitals that later became the United States Public Health 

and Marine Hospital Service. In the wake of a major outbreak of typhoid in 1911, 

Yakima county in Washington state established the first county health department—the 

nation’s first local extension of the public health biopolitical apparatus.35  

                                                 
32 For the story of the smallpox epidemic that ravaged the American colonies during the Revolutionary 
War, see Elizabeth Fenn, Pox Americana: the Great Smallpox Epidemic of 1775-1782 (New York: Hill and 
Wang, 2001). One of the last significant American smallpox outbreaks was a small cluster of cases that 
occurred in New York City in 1947. See Israel Weinstein, “An Outbreak of Smallpox in New York City,” 
American Journal of Public Health, 37(1947): 1376. The last smallpox outbreak on American soil occurred 
in 1949 in Texas. See J.V. Irons, Thelma D. Sullivan, E.B.M. Cook, George W. Cox, R.A. Hale, “Outbreak 
of Smallpox in the Lower Rio Grande Valley of Texas in 1949,” American Journal of Public Health 
43(1953): 25. 
33 George Rosen, A History of Public Health (Baltimore: Johns Hopkins University Press, 1958); Fitzhugh 
Mullan, Plagues and Politics. Disease rates decreased with improvements in the conditions of daily living, 
sanitation, and nutrition, and today TB infects four per 100,000 in the United States and rarely kills. For a 
history and sociology of tuberculosis, see Rene Dubos and Jean Dubos, The White Plague: Tuberculosis, 
Man, and Society (New Brunswick, NJ: Rutgers University Press, 1987). 
34 Wishnow and Steinfield  note that NYC destroyed health records to hide the fact that cholera had been 
introduced by Irish immigrants. 
35 Wishnow and Steinfeld, “The Conquest of the Major Infectious Diseases,” 437. 
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On the scientific front, the 1854 cholera outbreak in London led to John Snow’s 

pioneering epidemiologic investigation leading to the end of cholera and the beginning of 

a core discipline of public health.36 Snow determined based on the geographic pattern of 

cholera cases that they were all linked to water obtained from the Broad Street pump, 

whose source was sewage-contaminated water from the Thames. The Broad Street pump 

remains a symbol and touchstone in the British and American public health community.37 

Yellow fever and other diseases occasioned fiery debate between contagionists who 

believed disease was spread from person to person via a type of infectious particle they 

called a contagium and that social controls (e.g., quarantine) were the most effective 

means to prevent disease, and proponents of miasmatic theory who believed that disease 

emerged from decaying organic material (e.g., “putrefaction” in the soil or other organic 

matter) and therefore supported a sanitation approach to preventing disease.38 As is often 

the case, the truth was somewhere in the middle, and in time the public health field 

elucidated the host–agent–environment triangle for understanding disease causation, and 

knowledge of the different characteristics (including means of transmission) of diseases 

became widespread.39  

Epidemics are just one category among the great collective misfortunes (plague, 

pestilence, famine). However, they differ from economic collapses, earthquakes, and 

most natural and man-made disasters, in part because the assault on the population and 

even on the human race is dual—from the inside and from the outside. Disease, 

                                                 
36 See Steven Johnson, The Ghost Map: The Story of London’s Most Terrifying Epidemic and How It 
Changed Science, Cities, and the Modern World (New York: Penguin Group, 2006). 
37 See Nigel Paneth, “Assessing the Contributions of John Snow to Epidemiology: 150 Years after Removal 
of the Broad Street Pump Handle,” Epidemiology 15(2004): 514. 
38 David S. Barnes, The Making of a Social Disease: Tuberculosis in Nineteenth-Century France (Berkeley, 
CA: University of California Press, 1995); Erwin H. Ackerknecht, “Anticontagionism between 1821 and 
1867: The Fielding H. Garrison Lecture,” International Journal of Epidemiology 38(2009): 7. 
39 Host = human, agent = microbe 
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debilitating and potentially deadly, ravages the body.  The body politic is assaulted by 

widespread panic and potential breakdown of all social order, and by the coercions of the 

State and its public health apparatus(es). In recent years, especially after terrorist attacks 

with sarin gas (Tokyo, 1995), salmonella (Oregon, 2000), and anthrax (New York, 

District of Columbia, and Florida, 2001), the public health community began to explore 

changes to state and federal laws to allow smooth and effective response to both 

deliberately and naturally introduced microbial threats. This, in turn, raised the specter of 

oppressive state measures and violations of civil rights, an image at least partially 

fostered by a vague awareness of historic methods of disease control, and fictional 

accounts of disease outbreaks that occasion quarantine enforcement by armed guards 

instructed to shoot-to-kill.40 

The unfolding over time of social and political reactions to epidemics offers 

opportunities to observe and analyze the ways in which power and knowledge operate in 

relation to each other in the face of public health crisis. A survey of the historical record 

on epidemics shows that societal reactions ranged from medieval prelates exhorting their 

congregants to repent of their sins to win God’s forgiveness and removal of the 

pestilence, to the promotion of Victorian and early twentieth century norms about 

socially acceptable behavior (i.e., sexual purity). Contemporary public health theory links 

the spread of infectious disease both to individual behavior (leading to educational efforts 

                                                 
40 The movie Outbreak (Warner Brothers, 1995) was inspired by Richard Preston’s non-fiction work The 
Hot Zone: A Terrifying True Story (New York: Doubleday, 1994). 
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to modify behavior to avoid transmitting viruses or contracting diseases ranging from 

AIDS to influenza) and social factors such as inequity. 41  

Although the history of epidemics, which is probably more substantially 

documented for the West than for other regions of the world, involves different cultures 

and ages, and a range of economic and political settings, there are some recurring themes. 

These include: widespread panic, manifested in flight from affected regions to others 

considered more salutary; a search for answers (for example, violation of God’s laws, or 

those of society); heavy-handed bureaucratic reaction (from church, sovereign, or nation-

state); efforts to separate the sick from the healthy; and scapegoating of society’s other(s), 

such as the immigrant, the poor, or the foreigner.42 Although their purposes differed, one 

cannot help but notice the resemblance (at least at the level of public ideology and moral 

pressure to conform) between the Liberty Bond parades that went on during the 1918 

influenza pandemic (against public health advice to avoid crowds) and the religious 

parades (to placate a vengeful God) through European towns struck by the plague or 

other diseases. There are parallels between the Biblical notion of disease (e.g., leprosy or 

Hansens’ disease) as punishment for sin and the assertion of an American microbiologist 

and U.S. Army Surgeon General writing in the latter decades of the nineteenth century 

that epidemics “call attention to sanitary sins, and lead to sanitary reforms, which, in the 

absence of such a special stimulus, would often not be made.”43 

                                                 
41 As an example of health education targeting the individual, see CDC (Centers for Disease Control and 
Prevention), “Cover Your Coughyour cough: Stop the Spread of Germs that Make You and Others Sick,” 
2009, http://www.cdc.gov/flu/protect/covercough.htm. Inequity is discussed in greater detail in Chapter 2.  
42 Rosenberg, “Cholera in Nineteenth-Century Europe,” and The Cholera Years; Markel, When Germs 
Travel; Alan M. Kraut, Silent Travelers: Germs, Genes, and the “Immigrant Menace” (New York: Basic 
Books, 1994). 
43 George M. Sternberg, “The International Sanitary Conference at Rome,” Science, 6(1885): 101. Robert 
Koch called Sternberg the “father of American bacteriology.” For a history of leprosy, see Ann G. 
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Theories of disease  

 As societies suffered through outbreaks and epidemics of various diseases, natural 

scientists (later differentiated into microbiologists, virologists, immunologists) and the 

medical-public health establishment attempted to find answers to the pressing questions 

about why and how diseases came into being and how they could be combated.  

Hippocrates, widely known as the “father of medicine,” was also one of the 

earliest theorists on the causes and manifestations of infectious diseases. His belief in the 

four humors and in a relationship between seasons with their temperature and humidity 

characteristics and the emergence of diseases now seem quaint and outdated. However, 

his work in Air, Water and Places in 400 B.C.E. illustrates one of the earliest discussions 

of the link between human health and the environment, a hypothesis confirmed in many 

ways by twentieth- and twenty-first-century knowledge. Although he did not conceive of 

a disease-spreading agent, Hippocrates theorized that diseases occurred due to 

contaminated air, a theory based on some faulty assumptions about bad air or miasmas, 

but one that was in principle consistent with the contemporary understanding of some 

mechanisms that operate in the transmission of some infectious diseases, such as by air-

borne droplet nuclei resulting from a sneeze.44  

The notion of contagion is not present in the works of Hippocrates, in part, 

perhaps, because some of the notorious contagious disease such as smallpox and measles 

                                                                                                                                                 
Carmichael, Leprosy, in The Cambridge World History of Human Disease, ed. Kenneth F. Kiple 
(Cambridge: Cambridge University Press, 1993), 836. 
44 Socrates Litsios, Plague Legends: From the Miasmas of Hippocrates to the Microbes of Pasteur 
(Chesterfield, Mo.: Science & Humanities Press, 2001). 
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were probably absent in the population of ancient Greece and surrounding regions.45 

Galen, writing in the second century C.E., built on the Hippocratic foundation, but also 

referred in a limited way to the notion of “seeds” of disease and also remarked on the 

dangers of associating with people affected by diseases such as plague—an early 

reference to the idea of contagion. With the growth of early Christianity, the systematic 

observational and investigative approach of Hippocrates, Galen, and others was replaced 

by theories of diseases that incorporated more explicit references to disease as a result of 

divine retribution, and even more significant, suggested the biblical concept of contagion 

as a foundational theory in medicine and what later became public health.  

In the fifteenth and sixteenth centuries, the contagion theory of Girolamo 

Fracastoro put forth the notion of seminaria—seeds or germs of disease.46 (The term 

germ is still commonly used, although the immediate meaning is one of disease agent—

germs are frequently illustrated as distasteful little creatures to be killed off with 

antibacterial solutions—rather than seed.) Thus began a centuries-long debate between 

the contagionists and anticontagionists (successors to the Hippocratic body of theory), 

those who believed that disease spread from person to person and those who believed that 

disease emanated from miasmas or other sources of contamination in the environment.47 

 In 1948, physician, social anthropologist, and historian Erwin Ackerknecht gave 

a seminal lecture before the American Association for the History of Medicine. That 

lecture, Anticontagionism between 1821–67, traced the political, economic, and social 

                                                 
45 According to Litsios, Hippocrates appears to have overlooked the Great Plague of Athens which is 
mentioned by Thucydides. 
46 Vivian Nutton, “The reception of Fracastoro's theory of contagion: The seed that fell among thorns?” 
Osiris, Second series, 6 (1990): 196-234; also see “Anticontagionism between 1821 and 1867.” 
47 Erwin H. Ackerknecht, “Anticontagionism between 1821 and 1867: The Fielding H. Garrison Lecture,” 
International Journal of Epidemiology 38(2009): 7; Charles E. Rosenberg, “Commentary: Epidemiology in 
Context,” International Journal of Epidemiology 38(2009): 28. 
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factors that shaped the debate, and found a broad correlation between anticontagionism 

and liberalism and conversely, between contagionism and authoritarianism. Using a 

genealogic approach similar to that of Foucault, Ackerknecht unearthed a discredited 

epistemology. On its surface, the idea of disease being caused by miasmas or vapors 

rising from decaying matter seems ludicrous in the light of contemporary science. If one 

looks further, however, aspects of this theory are not far from widely accepted public 

health notions of toxic environments and the link between poor air quality and asthma, 

for example. In 1821, anticontagionism represented the mainstream scientific thought 

about the etiology of disease, but it was, as Ackerknecht noted, linked with “a particular 

policy history (opposition to quarantines and cordons [espoused by contagionists]) and a 

particular intellectual and social location: bourgeois liberals suspicious of traditionalism 

in medicine and the authoritarian states which enforced quarantines that seemed 

ineffective and economically destructive.” Although the germ theory of disease that grew 

out of contagionism is certainly supported by empirical evidence as defined and accepted 

in the Western world, anticontagionism was not a wrong interpretation of scientific 

observations. According to Ackerknecht, both theories had their scientific and medical 

proponents, and both seized on many real, though perfectly complementary, pieces of 

information. Anticontagionisms’ liberal and ironically “modern” political underpinnings 

are what gave that theory a huge boost just before the advent of microscopy verified 

some of the hypotheses advanced by the contagionists. Ackerknecht’s essay illustrates the 

persistent problem of explaining the “relationship between the natural world and our 

construction of it”, and also shows that medicine and public health do not exist in a 

vacuum of scientific purity, but are strongly shaped by the social, political, cultural, and 
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economic realities in their milieu.48 Medicine and microbiology, as a historian of 

medicine wrote in an examination of colonial medicine’s obsession with sexually 

transmitted disease, are not “stable technologies but themselves sites of contestation and 

resistance.”49  

 

A history of public health 

The term public health is frequently associated with government-provided health 

care for the poor, and although this function appears to have some links to the field’s 

nineteenth-century beginnings, it is more accurately a reflection of one of the ten 

essential public health services—providing or ensuring the existence of a health care 

safety net for individuals not served by the conventional health care delivery system 

mainly due to indigency or immigration status.50 The much greater proportion of public 

health functions pertain to keeping the entire population healthy through measures, 

regulations, and guidance intended to protect certain aspects of the collective health (the 

safety of food and drugs, the cleanliness of water and air). Also, public health is a term 

that refers both to the field of academic study and research, and to a vast array of 

governmental (and to a lesser extent, non-governmental or civil society) activities and the 

institutions charged with conducting them. The American public health apparatus has 

multiple functions and embodies both the State’s interests in a healthy people and the 

scientific community’s current thinking about the factors that shape health. Below, I 

                                                 
48 Ackerknecht, “Anticontagionism between 1821 and 1867.” 
49 Phillipa Levine, “Modernity, Medicine, and Colonialism: The Contagious Diseases Ordinances in Hong 
Kong and the Straits Settlements,” Positions 6(1998): 675. 
50 See IOM, The Future of Public Health (Washington, DC: National Academies Press, 1988) for a list of 
the ten essential public health services. These are also found on the web site of the Centers for Disease 
Control and Prevention at http://www.cdc.gov/od/ocphp/nphpsp/essentialphservices.htm.  
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provide a description of some practices relevant to epidemics, and their evolution, 

followed by an exploration of discourse which is both constructed and inhabited by 

scientific and public health knowledge.51  

Although its roots, the same as or deeply intertwined with those of medicine, may 

be traced to the distant past, the field of public health emerged as the modern state began 

to take shape. The field is positioned at the confluence of a diverse mix of interests 

ranging from the utilitarian to the altruistic. These include the self-protective instincts of 

capitalism (i.e., the agreement to the demand for better hours and safety in order to avoid 

continually destroying the labor force), the state’s desire to maintain order and safety, and 

society’s desire to “sanitize” undesirable social elements and manage disturbances related 

to sickness and poverty in the population. In the eighteenth and increasingly in the 

nineteenth century the gaze of early Western governmental public health institutions was 

cast on people of lower social and economic status such as colonial subjects, factory 

laborers, and the poor.52 Efforts were made to gather the poor and undesirable in 

workhouses where their health could be monitored and their productivity ensured. In 

time, disease ceased to be “a private misfortune but [became] an offense to public order,” 

and that was especially the case if the diseased were society’s least advantaged.53 (The 

wealthy continued to receive their health care from private physicians, and even during 

some disease outbreaks, when the State’s public health authorities broadened their gaze 

                                                 
51 Neil Brenner, “Foucault’s New Functionalism,” Theory and Society 23(1994): 679. 
52 Michel Foucault, The Birthbirth of the Clinicclinic (New York: Vintage Books, 1994). 
53 Bruno Latour, The Pasteurization of France, Translated by Alan Sheridan and John Law (Cambridge, 
Massachusetts: Harvard University Press, 2003), 123. 
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to include the entire population, the wealthy and influential were treated somewhat 

differently from their less affluent peers.54)  

In the early years of the twentieth century, public health authority was expanded 

to include a broader cross-section of the population, for example, subjecting all people to 

vaccination as a method for achieving very widespread improvements in rates of disease 

and death. Although the general public did not necessarily notice the shift (and many 

continue to confuse “public health” with “publicly-funded health care”), two prominent 

definitions of public health emerged 65 years apart. In 1923, Yale physician C.E.A. 

Winslow defined public health as “the science and art of preventing disease, prolonging 

life and promoting health through the organized efforts and informed choices of society, 

organizations, public and private, communities and individuals.”55 In 1988, an expert 

panel under the aegis of the National Academy of Sciences offered what is probably the 

leading contemporary definition of public health as “ what we, as a society, do 

collectively to assure the conditions in which people can be healthy.”56 The core tension 

in public health—between individual and society—became evident and more pronounced 

as the academic field and parallel governmental role evolved. As the individual came to 

increased prominence in modernity, so did the profile of public health as an emblem of 

civilization—of human advances over microbes, of Western specialist knowledge and 

solutions to ‘tropical’ or other diseases that had long been a scourge. In the early decades 

of the twentieth century, both the American print media and scientific literature expressed 

satisfaction at the successes of the American (and Western) public health enterprise as a 

                                                 
54 Graham Mooney, “Public Health versus Private Practice: The Contested Development of Compulsory 
Infectious Disease Notification in Late-Nineteenth-Century Britain,” Bulletin of the History of Medicine 
73(1999): 238-267. 
55 C.-E. A. Winslow, “The Untilled Fields of Public Health” Science 51(1920): 23. 
56 Institute of Medicine, The Future of Public Health, 1. 
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vanguard of the disciplinary/disciplined society, with hands washed and bodies fortified 

with efficacious vaccines and regulated by behavioral norms.   

Disease prevention before and during the early stages of the Industrial Revolution 

was mainly focused on controlling infectious disease, caused by microbes that spread 

from person to person in crowded living and working conditions and via contaminated 

food and water.57 As industrialization led to a somewhat more leisurely existence, 

dependent on automation and other industrial processes, and infectious diseases waned in 

response to increased sanitation (including modern sewer systems and clean water) and 

the growing array of effective vaccines, chronic diseases, from diabetes to cancer, came 

to attention. This shift has been referred to as the second epidemiologic transition. (The 

first transition occurred as hunter-gatherers settled down to cultivate the land, becoming 

vulnerable to the infectious disease agents that thrived around human settlements.) After 

the middle of the twentieth century, in parallel with other victories of modernity, the 

major public health leaders including the Surgeon General of the Public Health Service 

(PHS) celebrated the steep decline in disease outbreaks and epidemics and proclaimed the 

end of infectious disease. Although considerable gains had been made, and vaccines were 

justifiably praised as one of the great achievements of the twentieth century, by the early 

1980s the public health metanarrative of victory over infectious disease had been soundly 

discredited by the emergence of the Human Immunodeficiency Virus (HIV) and the 

resurgence of tuberculosis, including increasingly drug-resistant strains.58 This marked 

the beginning of a third epidemiologic transition, characterized by increasing prevalence 

                                                 
57 Mullan, Plagues and Politics. 
58 Samuel O. Thier, “Responding to the AIDS Epidemic: Science vs. Politics,” Proceedings of the 
American Philosophical Society 137(1993): 110; Elizabeth Fee and Theodore Brown, “The Unfulfilled 
Promise of Public Health: Déjà Vu All over Again,” Health Affairs 21(2002): 31. 
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of so-called emerging (thanks in part to globalization) and re-emerging infectious 

diseases.59 The nascent AIDS movement also was first in a series of patient privacy and 

rights movements that pitted the needs of public health agencies (for names and data to 

help track and stop disease spread) against the rights of individuals who rightfully feared 

stigma and discrimination.60 In the 1990s and after the turn of the twentieth century, the 

specter of bioterrorism, and the emergence of new infectious disease agents with 

pandemic potential added to the tension and made the work of ensuring the public’s 

health more complex. 

The United States PHS, a core component of the American public health system, 

began in part as an outgrowth of the federal government’s goal to keep sailors and 

boatmen healthy in their travels on American waterways and to foreign environments 

teeming with unfamiliar diseases. The Marine Hospital Service (MHS) was established in 

1789.61 In a bureaucratic analogy to the close relationship between disease and 

commerce, the MHS was originally housed in the Treasury Department, first in the 

Revenue Marine Division and later as a separate bureau. As noted above, public health 

                                                 
59 Ronald Barrett, Christopher W. Kuzawa, Thomas McDade, and George J. Armelagos, “Emerging and 
Re-emerging Infectious Diseases: The Third Epidemiologic Transition” Annual Review of Anthropology 
27(1998): 247. 
60 See Ronald Bayer and James Colgrove, “Public Health vs. Civil Liberties,” Science 297(2002): 1811. 
Stephen Epstein’s Impure Science: AIDS, Activism, and the Politics of Knowledge, includes in-depth 
analyses of the AIDS activism movements, including the biomedical epistemology of AIDS, the shifting 
identities and dividing lines between AIDS researchers and laypersons, and the disconnect between activist 
demands for a cure and the reality of government regulations and the objective and methods of scientific 
research. 
61 Department of Health and Human Services, Commissioned Officers’ Handbook (Rockville, MD: HHS 
Program Support Center, 1998), available at http://dcp.psc.gov/PDF_docs/CCPM_P62.pdf; Margaret 
Humphreys, “No Safe Place: Disease and Panic in American History,” American Literary History 
14(2002): 845; Mullan, Plagues and Politics; Rodney M. Wishnow, Jesse L. Steinfeld “The Conquest of 
the Major Infectious Diseases in the United States: A Bicentennial Retrospect,” Annual Review of 
Microbiology 30(1976): 427; National Library of Medicine, Introduction: Two Centuries of Health 
Promotion, in Images from the History of the Public Health Service. Website, 2005; available online at 
http://www.nlm.nih.gov/exhibition/phs_history/intro.html.  
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also is partly related to the Progressive movement and more specifically to the social 

welfare and labor movements.62  

During the latter part of the nineteenth century, the MHS scope of work widened 

considerably to include national quarantine at ports, medical inspection of immigrants, 

preventing the interstate spread of diseases and conducting public health investigations. 

The Service integrated the newest scientific knowledge in its work (e.g., the discoveries 

of Robert Koch and Louis Pasteur in the late 1800s) and developed capabilities including 

the Hygienic Laboratory (later the National Institutes of Health, NIH). The laboratory 

was directed by a scientist and physician who remarked soon after beginning his tenure in 

Washington, DC, in the 1890s, that “the subjects of hygiene and demography have not as 

yet received the proper amount of attention from our legislative bodies.”63 That state of 

affairs would change dramatically in the coming decades.  

In 1889, the medical personnel of the MHS were recognized by Congress and 

were organized along military lines, as the Commissioned Corps, with titles and pay 

scales analogous to those found in the Army and Navy. Quarantine stations had been 

established in port cities during the latter part of the nineteenth century to confine sick 

sailors before allowing them to rejoin society, and in 1893, the Quarantine Act gave the 

Surgeon General of the PHS quarantine authority. In 1902, the MHS was renamed the 

Public Health and Marine Hospital Service to reflect its growing responsibilities. In 1912, 

the name of the agency was shortened to the Public Health Service (its current name), and 

Congress charged PHS with studying the “diseases of man and conditions affecting the 

propagation and spread thereof, including sanitation and sewage and the pollution either 

                                                 
62 Mullan, Plagues and Politics. 
63 Mullan, Plagues and Politics, 35. 



 30

directly or indirectly of . . . navigable streams and lakes.”64 In 1916, Congress charged 

PHS with studying rural sanitation, and in doing so formally established a mechanism for 

cooperation between the states and the federal public health agency. Over the next two 

decades, the Service’s capabilities and duties expanded as it managed health aspects of 

the mobilization for World War I, the response to the 1918 pandemic of influenza that 

swept the United States, and the care of veterans. In the early 1920’s, 50 PHS hospitals 

were transferred to the newly formed Veterans’ Administration.  

The Social Security Act of 1935 and the New Deal were powerful forces in the 

history of American public health. Public health historian Fitzhugh Mullan wrote that 

grants-in-aid to states, counties, and cities, the political battles over 
national health insurance, and the measurement of the health of 
communities were to become principal issues for the PHS. . . . As the 
politics of health gradually and permanently climbed onto the national 
agenda, the boundaries of the PHS would be the subject of continued 
debate. Was the PHS simply the institutionalized heir of the hygienic 
reform movement of earlier years, or was it the proxy and, perhaps, future 
national department of health?65 
 

Although PHS was instrumental in spurring the creation of many departments of health 

across the U.S., it never became the equivalent of a ministry of health due to the state-

federal balance of powers that gave the states primary authority over public health and 

most other matters. 

Beginning in 1939, PHS and federal agencies responsible for various public 

health measures (pure food and drugs, etc.) were reorganized under the new Federal 

Security Agency, which later became the Department of Health, Education and Welfare, 

and finally, today’s Department of Health and Human Services. The Centers for Disease 

Control and Prevention (CDC), the main federal public health agency, originated in 
                                                 
64 HHS (Public Health Service), Commissioned Officers’ Handbook. 
65 Mullan, Plagues and Politics.  
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Atlanta, Georgia, as a successor to the World War II Office of Malaria Control in War 

Areas, and became part of the PHS.66 In the CDC, the administrative and service 

dimensions of public health were combined with the scientific. In addition to representing 

a coalescing of societal, economic, and political interests, public health as practiced by 

the CDC and PHS also represents an intersection of disciplines including microbiology, 

medicine, civic planning, epidemiology, and statistics. 

In 2005, there were eight quarantine stations in the U.S., administratively placed 

in the Division of Global Migration and Quarantine in the CDC and consisting of patient 

isolation facilities based at eight major airports. These stations, increased to twenty by 

2010, have quarantine authority over additional ports of entry including maritime ports, 

but their limited capacity and resources have led to considerable hand-wringing in the 

public health and policy community, as officials assessed the nation’s defenses against 

new and re-emerging threats, from severe acute respiratory syndrome (SARS) to 

pandemic influenza.67 If a disease emerged overseas that could be detected in travelers, 

the quarantine station could in theory detain individuals and test them. However, this 

would not prove practical or even useful under most circumstances due to the nature of 

infectious diseases (difficult to detect and sometimes infectious before symptoms 

surface). 

The next chapter represents an attempt to highlight salient aspects of public health 

and social theory that can be used to analyze the biopolitical reaction to infectious disease 

                                                 
66 Today, the PHS encompasses the Agency for Healthcare Research and Quality, the Agency for Toxic 
Substances and Disease Registry, the CDC, the Food and Drug Administration, the Health Resources and 
Services Administration, the Centers for Medicare and Medicaid Services, the Indian Health Service, the 
NIH, the Substance Abuse and Mental Health Services Administration, and four offices in the Department 
of Health and Human Services. 
67 See for example Laura B. Sivitz, Kathleen Stratton, and Georges C. Benjamin, Editors, Quarantine 
Stations at Ports of Entry: Protecting the Public’s Health (Washington, DC: National Academies Press, 
2006). See also http://www.cdc.gov/quarantine/QuarantineStations.html for a list of the existing stations. 
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outbreaks in general and to the 1918 and 2009 influenza pandemics in particular. The 

chapter also engages the two bodies of theory (public health theory and social theory) in 

dialogue, and defines several key concepts or theoretical coordinates that highlight areas 

of discontinuity and crisis in the field of public health discussed in this and subsequent 

chapters (e.g., tension between individual and society, between science/nature and 

society/culture, the relationship between state and federal governments in the American 

public health establishment). I conclude with an exploration of contemporary public 

health discourse.  

As a public health worker and a student of the human sciences, I situate myself at 

the intersection of two systems of inquiry: my professional field, with its disciplines, and 

the scholarly disciplines that informed my dissertation. The term human sciences refers to 

what theorists have called the study of society and history, sciences of society, the 

sciences of culture, the moral sciences, or “human action and social structure.”68 These 

terms refer both to (1) a framework or approach for studying the “historico-social reality 

in the . . . natural ordering of the human race” and (2) sciences of that reality and also 

their interdisciplinary use. The human sciences approach provides a way to interrogate 

some of the phenomena and complexities of being a human being living in the world—

e.g., language, power, myth, the law, and the State—which may not be understood 

sufficiently through a purely historical or purely anthropologic analysis. Aside from their 

                                                 
68 See Wilhelm Dilthey, Introduction to the Human Sciences: An Attempt to Lay a Foundation for the Study 
of Society and History, trans. Ramon J. Betanzos (Detroit, Mi: Wayne State Press: 1988); also Donald 
Polkinghorne, Methodology for the Human Sciences: Systems of Inquiry (Albany, NY: State University of 
New York Press, 1983), xi. The German academic term put forth by Dilthey (and others) is 
Geisteswissenschaften, literally, the sciences of the spirit, a term closely related to John Stuart Mill’s moral 
sciences or the science of human nature (see John Stuart Mill, The Logic of the Moral Sciences (London: 
Open Court Publishing, 1994). Max Weber used the term Kulturwissenschaft.  Dilthey has outlined the 
purpose and methodology of the human sciences. For other work on the concept of the human sciences, see 
Paul Ricoeur, Hermeneutics & the Human Sciences, ed. and trans. John B. Thompson (Cambridge: 
Cambridge University Press, 1981). 
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meaning as a framework for study, human sciences have also been described as 

comprising medicine, psychology, criminology, sociology, and psychiatry (Quentin 

Skinner’s list), or medicine, biology, economics, and philology (Michel Foucault’s list).69 

Skinner has also offered a definition that is useful to any exploration of the politics of 

life, asserting that the human sciences construct our “conception of society as an 

organism which legitimately regulates its population and seeks out signs of disease, 

disturbance, and deviation so they can be treated and returned to normal functioning.”70 I 

believe that public health as a discipline or hybrid of disciplines is one of the human 

sciences, and tools for studying its intellectual underpinnings, its aims, and its 

interventions on the social or political body may be found in several of the natural and 

social sciences and in the humanities, including (as relevant to my work) philosophy, 

history, and anthropology.71  

I encountered two challenges related to working at an interdisciplinary boundary. 

First, given my insider status, I have had to examine my own biases about some of areas 

of public health praxis. I have a personal and professional commitment to the public 

health ethos, and this level of embeddedness in my field can cause a kind of analytic 

myopia. I was reminded of Clifford Geertz’ advice about professional bias: 

. . . it is doubtful whether the history, sociology, and philosophy of a field 
are well advised to adopt as their own the sense of it held by its 
practitioners, caught up as those practitioners are, in the immediate 
necessities of craft. We need, in the end, something rather more than local 

                                                 
69 Dilthey, Introduction to the Human Sciences, 151; Quentin Skinner, ed., Return of Grand Theory in the 
Human Sciences (Cambridge: Cambridge University Press, 1985), 75; Michel Foucault, The Order of 
Things: An Archaeology of the Human Sciences (New York: Vintage Books, 1970). 
70 See Quentin Skinner, ed., Return of Grand Theory in the Human Sciences (Cambridge: Cambridge 
University Press, 1985), 75. 
71 It seems fitting of any discussion that involves the work of Michel Foucault to note that the term 
discipline refers both to disciplining the subject (e.g., student, patient, inmate) and to the academic fields 
that justify and undergird the institutions that conduct the actions of disciplining, regulating, and 
normalizing. 
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knowledge. We need a way of turning its varieties into commentaries upon 
one another, the one lighting what the other darkens.72 
  

It seems that public health field at times risks becoming caught up not only in its 

practices, but also in the short-sighted or potentially destructive focus of its political 

influences, obligations, and rationalizations that lead it to overlook the broader 

biopolitical reality that permeates the field. 

Teasing out contemporary notions of disease, contagion, outbreak, and pandemic 

requires interrogating and deconstructing some basic assumptions (my own and those of 

scholars and workers in the public health field) about health and disease, and even 

separating my professional and not dispassionate interest in how my field managed a 

pandemic more than nine decades ago. As I read archival material and findings in 

professional and scientific journals, I frequently had to remind myself that numerical data 

about the 1918 pandemic was noteworthy or eloquent not simply in comparison to 2009 

data, or for its sheer magnitude (between half and three-fourths of a million of the U.S. 

population died, most within the deadliest ten-week period during the fall of 1918), but 

also in the context of the evolution of the field.73 In the realm of statistical knowledge and 

methodology, the field grew its capacity to capture detailed information about those who 

died and those who lived. Scientifically, knowledge was limited at the basic level of 

immunology and virology, and socially, the categories of difference that separated those 
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73 Crosby’s America’s Forgotten Pandemic provides the frequently cited estimate of 675,000 deaths in the 
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who died and those who lived and the macro-level forces that created those differences 

were at best of secondary interest during and after the pandemic.  

As I read about the measures undertaken to control the spread of the 1918 

pandemic and other major epidemics, I wondered about when public health policies and 

interventions may be seen as paternalistic as opposed to purely humanitarian and drawing 

on a collective sense of altruism? Where is the line between heroic care for human life 

and violent coercion? Who should decide what constitutes a health threat and issue a 

societal prescription for preventing or controlling it? Is health an individual right, a 

common good, or both? What are the threats to individual and public health and what 

should be done if the threats and solutions are not the same for society as they are for 

individuals? What is needed to protect the health of the public, and does the public even 

need protecting?74  

A second challenge I encountered in writing this dissertation was using and 

engaging in a dialogue two different languages, methods of scholarship, and even 

disciplinary worldviews: public health discourse and the language of the human sciences 

and social theory. This was not an easy task. Nevertheless, being situated at an 

intersection has been helpful, because, to paraphrase Roberto Esposito, biopolitics itself 

(and thus, public health) is found at the intersection of politics and life and of different 

disciplines and modes of inquiry.75 

                                                 
74 For a medical historian’s case studies on “how we vacillate between demanding a public health system so 
punitive that it worsens matters rather than protects, and settling for one that is too lax; and between being 
fascinated with all things infectious to hardly giving microbes a second thought” see Howard Markel, When 
Germs Travel: Six Major Epidemics that Have Invaded America and the Fears They Have Unleashed (New 
York: Vintage Books, 2004), 12. 
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In this introduction, I provided a brief history of infectious disease, including the 

major theories of disease, and a brief history of the public health system in the United 

States to construct the basic framework for the rest of the dissertation. I also situated 

myself at the intersection between the public health field and the human sciences, and 

explored some of the challenges and opportunities afforded by this interdisciplinary 

encounter, reflecting on my own embeddedness in the discourse and worldview of public 

health. In the chapter that follows, I discuss in detail the social theory that informed my 

research and analysis. I describe and examine the main elements of public health theory 

that are essential to the field as a whole and to an understanding of infectious disease 

epidemics as a specific (but vast) subset of issues in public health. I attempt to bring the 

two bodies of theory into a dialogue, and presage some of the broad themes I analyze in 

subsequent chapters using a hybrid theoretical approach. 



Chapter 2: Theory 

Two Bodies of Theory 

Social theory 

The social theory most relevant to my research on the public health response to 

epidemics addresses the politics of life and the discourse that demonstrates how power 

relations are constituted and how they function in the management of biological 

existence, and in ordering and regulating the various organizations and functions that 

gather data and use it in interventions to change population health (by providing services, 

promoting health, and preventing disease). The work of French philosopher Michel 

Foucault and Italian philosophers Giorgio Agamben and Roberto Esposito forms the 

theoretical core of this dissertation. As I researched and analyzed the functioning of the 

public health apparatus in the context of two influenza pandemics and in the history of 

infectious disease, it became clear that three theoretical concepts developed by these 

philosophers intersected in significant ways not only with each other but also with public 

health theory and concepts. In Agamben’s analysis of ancient Roman law, the notion of 

the bios (man as the Aristotelian political animal) giving way to man as mere flesh, and 

the history of the state of exception construct a theoretical lens for examining public 

health governance and law, and for considering their destructive potential.1 Esposito’s 

semiotic exploration of the antonyms community and immunity, communitas and 

immunitas, which are etymologically linked by the munus (Latin, signifying gift, void, or 

                                                 
1 Giorgio Agamben, State of Exception, trans. Kevin Attell (Chicago: University of Chicago Press, 2005) 
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obligation), is useful for examining social frameworks for health and disease. This 

includes the construction of boundaries between the individual and the community, 

immunity and immunization (both medical and social), contagion by sharing the 

unwanted gift of the virus, and notions of (individual) contamination and even 

nullification by the impositions, microbial or legal, of the community.2 Foucault provides 

a guide to understanding discourse, the formation of knowledge, the use of ideology, and 

the intrinsically political nature of public health (and the consequent politicization of data 

and science, and the authoritativeness of the public health disciplines in defining normal, 

acceptable, or desirable states of health).3 Foucault has written extensively as a 

philosopher of history, science, and society, and as an archeologist of discourse and a 

genealogist of the history of power and especially of the ways power constructs and 

operates within society in general and specifically within disciplining and normalizing 

institutions such as prisons, schools, and asylums.4 Although violent manifestations of 

power remain a constant possibility, Foucault has shown how its disciplinary actions 

have become more subtle and productive, as social and government institutions have 

moved away from harsh techniques to more refined and penetrating methods that seek to 

regulate the life, behavior, and bodies of the State’s subjects, and the social body as a 

whole.5 In the most concise terms, Agamben and Esposito may be seen as offering two 

alternate scenarios for the Foucaultian concept of power over biological life in 

contemporary context: the suspension of the law and establishment of dehumanizing 

                                                 
2 Roberto Esposito, Bios: Biopolitics and Philosophy (Minneapolis: University of Minnesota Press, 2008), 
and Communitas: The Origin and Destiny of Community (Stanford University Press, 2010). 
3 See The Birth of the Clinic: An Archeology of Medical Perception (New York: Vintage Books, 1994);  
4 See Michel Foucault, Discipline and Punish: The Birth of the Prison (New York: Vintage Books, 1995), 
and The Foucault Reader, ed. Paul Rabinow (New York: Random House, 1984). 
5 Michel Foucault, Power/Knowledge: Selected Interviews and Other Writings, 1972-1977, edited by Colin 
Gordon, (New York: Pantheon Books, 1980). 
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violence as the new norm on the one hand, and the acceptance of a new kind of 

community as the destiny that immunizes society against chaos (and not only Hobbes’ 

concept violent death). 

The primary Foucaultian terms of reference used in this dissertation are biopower, 

power/knowledge, and discourse. Foucault acknowledged that he originally “accepted the 

traditional conception of power as an essentially judicial mechanism, as that which lays 

down the law, which prohibits, which refuses,” and which results in “exclusion, rejection, 

denial, [and] obstruction.”6 This understanding evolved and expanded to encompass more 

positive conceptions of power, including its manifestations in technologies and strategies 

that regulate and rationalize biological and social life. Biopower came into focus in The 

History of Sexuality, where Foucault defined power as bi-polar or dichotomous, 

expressed (1) in “procedures” (in the disciplines, such as psychiatry) that constitute an 

“anatomo-politics of the human body,” and (2) in “interventions and regulatory controls” 

that constitute a “bio-politics of the population.”7 The field of public health (Foucault 

used the term “social medicine”) is situated in the latter category of biopolitics and their 

(bio)power, but it does not seem like an exaggeration to say that public health is 

biopower at the level of the social body. Although the pressures and effects of biology in 

and on history have been witnessed and recorded for millennia, and “epidemics and 

famine were the two great dramatic forms of this relationship that was always dominated 

by the menace of death,” the eighteenth century marked the “entry of life into history”—

the life of the human species became a subject of knowledge and power and an object of 

                                                 
6 Michel Foucault, Power/Knowledge: Selected Interviews and Other Writings, 1972-1977, edited by Colin 
Gordon (New York, Pantheon Books, 1980), 183. 
7 See Michel Foucault, The History of Sexuality, vol. I: An Introduction, trans. Robert Hurley (New York: 
Viking, 1990), 139. In Society Must Be Defended, Foucault described the body and the population as 
opposite poles of the politics of life. 
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political and administrative techniques, such as those of public health.8 Multiple related 

developments, such as improvements in the technology of sanitation and the discovery of 

a smallpox vaccine, contributed to human survival and spurred further evolution of 

science and bureaucratic techniques for gathering population data including births and 

deaths.  

Linking the words power and knowledge with a hyphen or slash signifies that 

they are interwoven, and they articulate (on) each other in a kind of feedback loop. 

Foucault found that the interplay of power and knowledge in the case of the purer 

sciences (such as organic chemistry, whose status as a science is undisputed) is much less 

clear than in the case of psychiatry and medicine in general. The latter are fields that are 

deeply “enmeshed in social structures” and are (or have become more) profoundly 

political and politicized.9 In contemporary democratic societies with elaborate 

government bureaucracies, biopolitics (i.e., the politics of biopower) has become a core 

function and concern of the State and other institutions, and the interplay between 

biopower and knowledge is situated at the heart of many policy debates, as seen in the 

2009-2010 effort to reform health care in the United States and in the vast array of 

entities and sectors involved. The strategies and technologies that have replaced many 

aspects of the juridical and carceral biopower of the nineteenth century include a central 

preoccupation with data in the process of understanding and managing life. The 

information technology that evolved in the latter part of the twentieth century—the so-

called cybernetics philosophers of science have been writing about for more than two 

                                                 
8 History of Sexuality, 142. Foucault uses the term social medicine (i.e., public health) in The Birth of the 
Clinic, and refers to it as a function of the gaze of power at the health of society as a whole, and not merely 
that of individuals. 
9 Foucault, Power/Knowledge, 109. 
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decades—has become a powerful tool for collecting a growing array of data (individual 

somatic, and even cellular and genetic) about the population.10 The old “vital” statistics 

of births, marriages, and deaths, and rates of infectious and chronic disease incidence and 

prevalence have multiplied exponentially, as government and other institutions 

increasingly gather, aggregate, and analyze data on the occurrence of conditions such as 

high blood pressure, diabetes, and heart disease. The specificity of the data also has 

grown, as geographic positioning technology enables both pinpointing the coordinates of 

individual cases and ascertaining the patterns of distribution in the population. The health 

of Americans, both as individuals and as a social body, touches every dimension of 

society and governance,. It was no different in the second decade of the twentieth 

century. Twenty-first century commentators have shown that the 1993 and 2009 

legislative battles over health care reform are rooted in power struggles and movements 

that occurred early in the twentieth century, and represent a revival social and economic 

concerns that are far from new.11 This has certainly been the case during preparations for 

an influenza pandemic and the 2009-2010 response to the novel influenza A(H1N1) 

pandemic.  

Discourse and discursive formations are other Foucaultian concepts necessary to 

an analysis of biopower. In Discipline and Punish, Foucault introduces the term discourse 

in the context of an examination of the history of society’s systems of disciplining and 

punishing those considered to be criminals.12 As social institutions such as the public 

                                                 
10 See for example Michael Dillon and Julian Reid, “Global Liberal Governance: Biopolitics, Security and 
War,” Millenium – Journal of International Studies, 30(2001): 41. Dillon and Reid describe biopower in 
the twenty-first century as digital and molecular. 
11 Amy L. Fairchild, David Rosner, James Colgrove, Ronald Bayer, and Linda P. Fried, “The exodus of 
public health: what history can tell us about the future,” American Journal of Public Health 100(2010): 54. 
12 Foucault, Discipline and Punish. 
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execution of criminals were gradually replaced by the subtler methods and worldview of 

the modern prison, carceral discourse—the discourse pertaining to defining 

transgressions of the law and societal or governmental management of crime and 

criminals—also evolved, incorporating, constituting, and investing with legitimacy and 

authority new forms of knowledge. Discourse refers to the totality of what is said, 

written, said to be known, and passed on in the disciplines (and in various realms of life). 

Public health or medical discourse refers to any and all of the vast array of texts, theories, 

scientific terminologies, bodies of scientific knowledge, accepted and agreed-on methods 

(and ethics) of research and analysis, and mechanisms, criteria, and definitions for 

gathering, classifying, and deploying new knowledge. Discourse encompasses definitions 

and boundaries that map what is known and define what is true in a given disciplinary 

context, and thus may trap its users or practitioners in a closed system, where they lose 

self-awareness and the ability to reflect on gaps, limitations and discontinuities in their 

worldview (and not merely on their object of study or intervention).  

There are many aspects of Foucault’s body of work that have been critiqued, and 

some of these critiques also are helpful to my use of Foucault’s work. For example, I 

agreed with Neil Brenner who found that Foucault’s declaration of the death of man 

made it somewhat difficult to talk about practices (which are the activities of human 

beings, and are vital to any examination of the biopolitics of public health) and about 

resistance and struggle against excesses of power.13 I similarly concurred with Brenner’s 

rejection of “Foucault’s assumption that the coherence and unity of power dispositifs is 

established solely on the microsociological level of everyday practices” because such an 

assumption overlooks the important economic, social, and political context within which 
                                                 
13 Neil Brenner, “Foucault’s New Functionalism,” Theory and Society 23(1994): 701. 
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domination and resistance occur.14 Although the everyday health practices that occur 

under normal circumstances, as well as those that occur during a pandemic, are worth 

examining in their own right for the ways in which they construct, intensify, and 

distribute power, their meaning cannot be discerned in the absence of the context (war, 

pandemic, social movements, etc.) in which they unfold. I found Foucault’s silence on 

certain questions about biopower frustrating. It is hard not to speak of power as being 

exercised by someone or something – is seems so natural to seek an author, a source of 

power. However, like infections that are caused by arguably unknowing pathogens that 

lack subjectivity and volition, power exists and operates independently of those who are 

its vehicles or occasional embodiments of it. Although the American public health system 

is generally thought of as being progressive, it is not identified with a specific president 

or administration, or with a specific political party. The absence of a ministry of health in 

the U.S. means that there is not even a figurehead to represent the apex of the health 

system, but rather, a field of power that is distributed among federal, state, and local 

entities generally called public health agencies (or more colloquially, health departments) 

and a variety of civil society institutions such as foundations and advocacy organizations.   

Italian philosophers Giorgio Agamben and Roberto Esposito have built on and 

also challenged the foundation laid by Foucault. Agamben, in particular, has examined in 

great detail the power that operates over the bare life (zōe) of the people (as opposed to 

the bios, or the human being as a political animal) in a contemporary capitalist 

democracy. Agamben describes the body (corpus) as “a two faced being, the bearer both 

of subjection to power and of individual liberties.”15 His notion of biopower differs from 

                                                 
14 Brenner, “Foucault’s New Functionalism,” 704. 
15 Agamben, Homo Sacer. 
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Foucault’s in that it describes a darker type of state power over the biological life of its 

subjects (the power to take life) while Foucault’s version pertains to the calculated 

management of life (such as the power to measure mortality, morbidity, and life 

expectancy). For Agamben, sovereignty does not appear to have given way to 

governance, except perhaps as a disguise, and in his works Homo Sacer and The State of 

Exception he describes biopower in its most sinister manifestation.16 For Agamben, 

biopower is not simply the effect of the modern bureaucratic and institutional 

management of biological life, but a modern intensification the dark, sovereign power to 

take life after declaring the state of exception and describing those forms of life that do 

not deserve to live. Although Foucault discussed National Socialism as an extreme 

example of the violent depths of biopower and its racist politics and acknowledged that in 

it the power of the sovereign (to take life, and especially a specific type of life) and that 

of the modern bureaucratic apparatus (to make live, and especially a certain kind of life) 

coexist and collaborate, the dark, destructive side of biopower was not his core pursuit. 

Foucault focused instead on the replacement of the sovereign with the anonymous, 

distributed, knowledge-based, regularizing power of the State and to a greater degree, the 

disciplines.  

Agamben’s work is especially relevant to an exploration of biopower in 

epidemics, because they frequently occasion social and political crises (Agamben uses 

the term tumultus—historically grounded in mourning after the death of a Roman 

emperor), seemingly threatening the survival of society and the State, and these 

circumstances can lead to establishment of a state of exception (declaration of a public 

health emergency, followed by suspension of normal rights such as freedom of 
                                                 
16 Agamben, Homo Sacer and State of Exception  
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movement, declaration of quarantine, etc.). Agamben’s starting point owes not only to 

Foucault, but also to controversial German philosopher and legal scholar Carl Schmitt 

who provided a theoretical justification for the Nazi regime’s suspension of the articles of 

the Weimar Constitution.17 Nazi totalitarianism illustrated well what Schmitt considered 

the prerogative of the modern executive branch to suspend the law in a time of crisis, and 

as part of that suspension, to eliminate individuals who “cannot be integrated into the 

political system.”18 Agamben shows how the Third Reich, and before it, several other 

European legislatures, permitted or even aided the rebirth of the state of exception for the 

modern era, and how this phenomenon continues to flower in strategies of liberal 

democracies.  

The Foucaultian thesis will then have to be corrected or, at least, 
completed, in the sense that what characterizes modern politics is not so 
much the inclusion of zoē in the polis—which is, in itself, absolutely 
ancient—nor simply the fact that life as such becomes a principal object of 
the projections and calculations of State power. Instead the decisive fact is 
that, together with the process by which the exception everywhere 
becomes the rule, the realm of bare life—which is originally situated at the 
margins of the political order—gradually begins to coincide with the 
political realm, and exclusion and inclusion, outside and inside, bios and 
zoē, right and fact, enter into a zone of irreducible distinction.19 
 
Although Agamben’s assertions may seem extreme, or perhaps even paranoid, he 

is not suggesting that a Nazi-style state of exception characterizes contemporary political 

life, but rather, cautions those who live in liberal democracies that their enlightened 

forms of governance do not preclude the extremes of negative biopower—restrictive, 

controlling, coercive. Such tendencies are latent even in the liberal State, and in this 

dissertation, I argue both that manifestations of the state of exception may coexist with 

                                                 
17 Agamben, State of Exception 
18 Agamben, State of Exception, 2. 
19 Agamben, Homo Sacer. 
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other effects of biopower and that cataclysmic events such as severe and widespread 

disease outbreaks can trigger the state of exception. 

The inclusion of the zoē, the biological life of human beings, in the calculations, 

policies, and interventions of the state has become the norm. As its most extreme 

contemporary example, Agamben analyzes George W. Bush’s administration’s U.S.A. 

Patriot Act and the creation of a new category of human stripped bare of any rights: the 

enemy combatant. Although the realm of public health may be far  removed from camp at 

Guantanamo Bay, the policies promulgated in a time of war on terror reverberate through 

other dimensions of the modern governance apparatus. As Foucault unearthed in history, 

observed in his life, and to some extent predicted for the future, the apparatus that 

collects vital and health statistics, monitors the population health, and works to control 

disease outbreaks is a well-established and integral part of modern governance. 

Agamben’s contribution is providing historical evidence of the state’s tendency to make 

the exception the rule, and has shown that even states that are not overtly totalitarian are 

prone to descending the dark spiral of biopower. Applied to an epidemic, this tendency 

may mean a gradual erosion of the wall between the normal and the pathological, the pre-

pandemic or interpandemic (between influenza pandemics, such as the period between 

1919 and the next pandemic, which took place in 1957) and the actual pandemic phase.20 

The ease and speed of travel, together with the proliferation of rogue ideological groups 

with terrorist leanings, pose a constant threat of microbial invasion, therefore potentially 

justifying a constant state of public health emergency or requiring a state of emergency 

“readiness.” 

                                                 
20 A discussion of the pandemic phases or stages is provided in Chapter 5. 
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Nikolas Rose, another theorist of contemporary biopolitics, argues that the 

contemporary “rationale for political interest in the health of the population is no longer 

framed in terms of the consequences of population unfitness as an organic whole for the 

struggle between nations” and charges Agamben with ignoring the displacement of the 

site of sovereignty that began in the latter half of the twentieth century, with a move away 

from eugenics, “race hygiene,” and other health-oriented nationalist programs and toward 

a focus on personal health care and the offerings of personalized medicine and 

biotechnologies to sovereign subjects and “autonomous patients.”21 Although Rose is 

partially right about increased importance of health care as opposed to public health in 

the calculations and policies of the state, I believe that he overlooks the fact that the 

discipline and governmental structures of public health continue to play a major, though 

largely behind-the-scenes role in the health of Americans. The World Health 

Organization has ranked countries on their health systems as measured in mortality and 

disease rates, and in the last report, released in 2000, the United States ranked 37th of 191 

nations, despite its top ranking in health expenditures.22 These data, although contested 

on methodologic grounds by some in the American health establishment, have 

nevertheless caused dismay and embarrassment among national public health official and 

health care leaders, and motivated some public health effort to improve the health of 

Americans. The higher-profile interventions include food pyramids and the concern about 

the national childhood obesity rate, immunization programs, and planning for major 

                                                 
21 Nikolas Rose, The Politics of Life Itself: Biomedicine, Power, and Subjectivity in the Twenty-First 
Century (Princeton, NJ: Princeton University Press, 2006), 63. 
22 The World Health Organization, The World Health Report 2000 – Health systems: Improving 
performance (Geneva: World Health Organization, 2000). This is the last report that ranked nations 
according to a common set of criteria. None of the subsequent reports, including the most recent report, The 
World Health Report, 2008, provides a ranking. The 2000 report is available at 
http://www.who.int/whr/2000/en/ and the 2008 report may be accessed at 
http://www.who.int/whr/2008/en/. 
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disease outbreaks, either natural or deliberately introduced. Lower-profile, but telling 

examples of a kind of lingering medical nationalism still alive and well include the 

federal Healthy People series of initiatives that began in the 1980s, and the fact that 

young women emigrating to the United States are required by law to subject themselves 

to vaccination with the relatively new Human Papilloma Virus vaccine, even if their 

health history makes them poor candidates for the vaccine.23  

Rose further argues that the fragmentation of sovereignty is accompanied by a 

proliferation of the institutions that exercise power in society—a network of civil society 

organizations that influence policy and control considerable resources. This is certainly 

true in “normal” times, but historical evidence suggests a certain paring down of 

authorities in pandemic (and probably other crises). A crisis would probably cause a sort 

of regression to the mean, and government (no matter how badly limited), together with a 

small group of major non-governmental organizations such as the Red Cross (incidentally 

an important player in the 1918 influenza pandemic) as the most likely entities leading a 

societal response. Also, pandemic preparations reveal a lingering, and perhaps necessary, 

nationalism. Despite porous borders and a globalized world, the nation-state continues to 

be a key unit of measurement in the international surveillance of the H5N1 avian 

influenza strain, and despite the cross-national planning efforts, countries are planning to 

take care of their own first. U.S. preparations include a cache of antiviral drugs for use 

within the United States and a smaller cache for use in attempting to contain the 

pandemic overseas, near its origin. In 2007, Indonesia refused to share samples of the 

influenza viral isolated from Indonesian nationals because it believed that they could be 

                                                 
23 The Nation’s Health is the title of the American Public Health Association monthly newspaper, and the 
Department of Health and Human Services Healthy People initiative is beginning its fourth cycle: Healthy 
People 2020. 
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used to help develop a vaccine from which Indonesians would be unlikely to benefit.24 

On a related note, there is an unspoken mentality of “every nation for itself” evident in 

other respects as well. American pandemic planners were relieved when 

GlaxoSmithKline, the company that produces the main antiviral drug being stockpiled in 

the United States, developed a synthetic alternative to the shikimic acid previously 

derived from Chinese-grown star anise.25 This would not leave Americans dependent on 

an uncertain supply chain for a key ingredient of a potentially life-saving drug. 

Theory in public health 

It seems fairly straightforward to deploy some type of social theory in a critique 

of the field of public health. The field generally does not easily engage in self-reflection, 

but controversies and conflicts (such as opposition to immunization), some centuries old 

and others that arise in the wake of new public health policies, reveal some of the internal 

struggles, inconsistencies, and discontinuities in the field. In the past two centuries, 

public health programs have been criticized for paternalism , for crossing the line on 

human rights, and for exceeding their core scope and grasping at a much broader social 

agenda, as described by examples provided on the pages that follow. Theories from the 

social sciences and the humanities may be applied to explore this and other examples of 

the functioning of power in public health systems.  

It is somewhat more complicated to discuss public health theory or to compare the 

body of theory in public health to pertinent examples of social theory. Public health 

                                                 
24 Maryn McKenna, “Flu Conference Coverage: Virus ownership claims could disrupt flu vaccine system,” 
CIDRAP News (Center for Infectious Disease Research and Policy, University of Minnesota, June 19, 
2007). 
25 Institute of Medicine, Antivirals for an Influenza Pandemic (Washington, DC: National Academies Press, 
2007). 
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theory as a category of work and a body of literature is generally limited, and there is 

even less theory that is directly pertinent to infectious diseases and epidemics. This may 

be due to public health’s orientation toward praxis rather than theory, and the fact that the 

field’s theoretical core is largely drawn from its constituent disciplines rather than being 

truly coherent or integrative. As one example, British-Australian epidemiologist Michael 

Marmot reported that in the 1980s British social scientists criticized epidemiologists—a 

core discipline in public health—for being “positivists and atheoretical.”26 Ironically, 

epidemiology is sometimes seen as suspect by natural (or “bench”) scientists, some of 

whom consider it a second-rate or weak science or, given its methods (inductive rather 

than deductive, observational rather than empirical), for being unscientific. The work of 

epidemiology is to make observations, and based on them to engage in an activity that is 

partly philosophical—making causal inferences about the laws of nature responsible for 

the observed phenomena.27  

Theory in public health typically refers to work in other disciplines that contribute 

to public health policies and programs, and is therefore drawn from:28 

                                                 
26 Michael Marmot, “Historical perspective: the Social Determinants of Disease – Some Blossoms,” 
Epidemiologic Perspectives & Innovations, 2(2005). 
27 See for example Charles Bankhead, “Debate Swirls Around the Science of Epidemiology,” Journal of 
the National Cancer Institute 91(1999): 1914, and Mark Parascandola, “Epidemiology: second-rate 
science?” Public Health Report, 13(1998): 312. Although the work of epidemiology generally is as 
rigorous (conducted in studies that are well designed and replicable, with analyses conducted and findings 
interpreted using standardized tools) as that of laboratory researchers, epidemiologists stand on the 
boundary between the social and the natural sciences, not fully adherent to the dogma on either side. In the 
1990s, the tobacco industry took advantage of the recurring debate over the methodology and aims of 
epidemiology to raise doubts about the findings of epidemiologists about the dangers of smoking. This was 
a not uncommon example of how epidemiology inferred that tobacco was linked to lung cancer and other 
disease, although the biological pathways from cause to effect were not fully elucidated until some years 
later.  
28 Louise Potvin, Sylvie Gendron, Angèle Bilodeau, and Patrick Chabot, “Integrating Social Theory Into 
Public Health Practice,” American Journal of Public Health 95(2005): 91. 
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(1) the natural sciences—hypotheses that are tested and in some cases confirmed and 

incorporated into the scientific canon of accepted knowledge (e.g., germ theory, 

as discussed above and other founding theories of microbiology) 

(2) the behavioral sciences—providing a rationale for public health interventions 

intended to achieve behavior change (examples include the health belief model 

and the transtheoretical model) 

(3) the law—this constitutes the theoretical underpinnings of public health law, which 

differs from the jurisprudence (individual) model and centers instead on balancing 

individual with the goal of preserving societal functioning and public well-being 

(4) bioethics—providing principles to guide the interactions between medical and 

public health systems and individuals in society (for example, guidance for the 

allocation of limited medical resources in a public health emergency), and to 

make equity and social justice priority concerns in the field.  

The U.S. public health system, itself a product of its society and political regime, 

was several decades old in 1918, but already had a fairly elaborate structure of federal, 

local, and state agencies—a fragmented hierarchy in which the state level was not 

subordinate to the federal, but rather, subject to the rules of federalism. Then, as now, the 

field of public health also faced political requirements, scientific limitations, legal 

frameworks, and through the sometimes distorting interventions of the mass media, 

public opinion.  

The political nature of public health and the fact that it is a field framed to a large 

extent by government policy resulting from the interplay of knowledge and power make 

public health ripe for Foucaultian inquiry into its theoretical, historical, and social 
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foundations. There are a few theories that may be discerned in the field of public health, 

and three are pertinent to my study. The germ theory of disease is drawn from the 

discipline of microbiology and was discussed in the introduction. Two additional theories 

are discussed below.  

The theory of the social determinants of health may be the most widely known 

and accepted in the field of public health, although areas of controversy and contestation 

remain. This theory is perhaps most closely identified with the research of Geoffrey Rose 

and with the work of Robert Evans and Greg Stoddart of the Canadian Institute for 

Advanced Research, both in the late 1980s to early 1990s.29 A recent addition to the 

substantial body of work on the determinants of health was a major foundation’s new 

work to show that zip code of residence is at least as important to health as information 

contained in one’s genes.30 An earlier form of the theory of the social determinants of 

health was developed by Rudolf Virchow, the founder of “social medicine” in the mid-to-

late nineteenth century.31 Medical historian Charles Rosenberg wrote that “physicians 

and historians of disease concerned with ‘social medicine,” have tended to view disease, 

endemic as well as epidemic, not as an alien visitation, but rather as the consequence of 

social organization and especially of social inequity and social change.”32  

                                                 
29 Geoffrey Rose, The Strategy of Preventive Medicine (London: Oxford University Press, 1992), and “Sick 
Individuals and Sick Populations,” Journal of Epidemiology 14(1985): 32; and Robert G. Evans and Greg 
L. Stoddart, “Producing health, consuming health care,” Social Science & Medicine 31(1990): 1347. For a 
recent (and sobering) assessment, see Lisa Berkman, “Social Epidemiology: Social Determinants of Health 
in the United States: Are We Losing Ground?” Annual Review of Public Health, 30(2009): 27. 
30 See James S. Marks, “Why Your Zip Code May Be More Important to Your Health Than Your Genetic 
Code,” Huffington Post, posted April 23, 2009; http://www.huffingtonpost.com/james-s-marks/why-your-
zip-code-may-be_b_190650.html. Marks directs the health policy work of the Robert Wood Johnson 
Foundation, which supported the work of the Commission to Build a Healthier America, whose findings 
Marks summarized in his blog posting.  
31 See Mullan, Plagues and Politics 
32 Rosenberg, “Cholera in Nineteenth-Century Europe,” 453. 
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One application of the social determinants theory holds that income inequality 

affects health status, specifically, that nations or regions with large differences in income 

between the most affluent and the poorest members of society also experience the worst 

health indicators.33 The idea that health inequalities have social determinants is well-

supported by empirical evidence, and also resonates with the work of John Rawls, who 

asserted that just societies permit inequality only if it is in the benefit of those who are 

least advantaged.34 In Chapter 3, I examine the role of socioeconomic differences in 

influenza survival in 1918, and although the evidence is fairly limited, there is enough to 

suggest a correlation between higher socioeconomic status and increased likelihood of 

survival.  

Community empowerment is a second theory (or something that comes close to a 

theory) in public health.35 It holds that effecting health improvement in a population is 

not possible and sustainable without acknowledging community as a crucial partner in 

improving and maintaining a high level of population health. That is because members of 

the community understand both their capabilities and their needs better than outside 

experts, and also because of evidence indicating that change imposed from above is 

short-lived.  The theory appears to draw on social change theory (the work of Paolo 

Freire and others) and is consistent with the broader movement toward empowering 

community in progressive policy circles.36 The notion of communities participating in 

                                                 
33 For examples, see Michael Marmot, “Social Determinants of Health Inequalities,” Lancet 365(2005): 
1099-1104, and Ichiro Kawachi, Bruce Kennedy, and Richard G. Wilkinson, The Society and Population 
Health Reader: Income Inequality and Health (New York: New Press, 1999).  
34 John Rawls, Justice as Fairness: A Restatement (Cambridge, Harvard University Press, 2001). 
35 Carolyn Beeker, Carolyn Guenther-Grey and Anita Raj, “Community empowerment paradigm drift and 
the primary prevention of HIV/AIDS,” Social Science & Medicine 46(1998): 831-842. 
36 Paolo Freire, Pedagogy of the Oppressed, trans. Myra B. Ramos (New York: Continuum, 2006); Nina 
Wallerstein, “Empowerment and Health: The Theory and Practice of Community Change,” 
Community Development Journal 28(1993): 218.  
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improving their own health through learning, research, and action is not limited to the 

United States, but is also at the center of global health and development work and is 

linked with issues of sustainability. The community participation discourse uses 

ethnographic evidence of the effectiveness of drawing on local knowledge, and it also 

resonates with ethical principles of informed consent. The movement to a community-

based participatory approach to public health work has a counterpart in medicine where 

the physician priesthood has been in long and steep decline and has been replaced by a 

“partnership” of caring health care provider and engaged or activated (an intriguing term 

of art) patient or consumer.37 The growing interest in participatory democracy in public 

health means community-based participatory research, community-conducted assessment 

of health needs, and a general emphasis on community agency. For public health officials 

and experts, this also means involving the expertise of regular people instead of simply 

transplanting or imposing specialist knowledge.   

 

                                                 
37 Both terms are used in the literature, depending on the author’s disciplinary orientation. They are 
sometimes used interchangeably, each word signifying somewhat different things, although they both may 
be interpreted in a way that acknowledges a person’s autonomy and implies a person’s heightened self-
awareness and involvement in the therapeutic relationship. In the public health context, where the “patient” 
or “consumer” of a service is the entire community, there is the potential for a wide spectrum of interaction 
between the public or community and the public health entity providing services or conducting research. 
The community may be “involved” only to the extent they are queried about knowledge or behavior in the 
form of a survey. At the other end of the spectrum, community members may be co-equal partners with the 
official specialists in studying an aspect of the community’s health or in selecting, developing, and 
implementing a program for improving health. 
The transformation of the patient-physician relationship is due only in part to the evolution of a new kind of 
patient or to the patient rights movements. It is also a product of legal interventions over the profession and 
its financial, political, and legal standing and its standards of quality. See for example Sara Rosenbaum, 
“The Impact of United States Law on Medicine as a Profession,” Journal of the American Medical 
Association 289(2003): 1546-1556.  
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Dialogue between two fields and bodies of theory 

In examining societal responses to epidemics and influenza pandemics from both 

the perspective of social (and especially Foucaultian) theory and public health theory, I 

used several key concepts. These are: the nature of the relationship and differences 

between the individual and the community (referred to in public health as the tension 

between individual and society, sometimes used interchangeably with community); 

power (and biopower, the interplay between power and knowledge, and the distinction 

between disciplinary [punitive, coercive] vs. regularizing [normalizing, rationalizing] 

power); sovereignty (and governance or governmentality); and immunity (also 

immunization). Power and related concepts intersect with the social determinants of 

health theory, and the set of concepts that include sovereignty and immunity intersect 

with notions of community empowerment and the germ theory of disease. 

I use Foucault’s technique of genealogy to examine historical layers of public 

health knowledge and practice and to shed light on the power relations operating within 

the public health apparatuses that managed the response to the 1918 influenza pandemic 

and to the 2009 pandemic.  In subsequent chapters, I attempt to recover scientific debates, 

discrepancies between the official transcript of government and the knowledge of 

practitioners—the perspectives and knowledge that become marginalized by the power-

effects of public health discourse, its claims to scientificity and its appeals to the 

credibility surrounding scientific findings on pandemic influenza viruses.  

The term genealogy was first used by Nietzsche to describe a historical analysis 

of the interests and motivations beneath the surface of human behavior. Foucault used 

“genealogy” to refer not only to the act of analysis of power relations and values or 
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norms over time, but also as the recovery of buried, subjugated knowledge. For Foucault 

genealogies do not represent “positivistic returns to a form of science that is more 

attentive or more accurate  . . . they are, in fact antisciences” and signify “an insurrection 

against the centralizing power-effects that are bound up with the institutionalization and 

workings of any scientific discourse organized in a society such as ours.”38 . 

Foucault’s genealogic work may be found in The Birth of the Clinic and in The 

Order of Things. In the former, he wrote about his study of medicine and social medicine 

as a field of knowledge, tracing its historic development, its organization and 

methodologies.39 This provided some guidance for my own attempt at a genealogy of 

public health in times of disease outbreaks such as the  influenza pandemics of 1918 and 

2009. In subsequent chapters, I examine the relationship between the public health 

apparatus and the State, the effects of American federalism on the structure and 

functioning of public health in the United States, and the recurring, evolving battles 

between the rights of individuals and the health of the population. I also discuss the 

framing concept of modernity that is part of the fabric of public health thought, and that 

may be helpful to understanding the dual nature of public health as a field of inquiry and 

practice, and as a tool of governance of the modern state.  

In The History of Sexuality, Foucault described two poles of power—one a 

disciplinary anatomo-politics of the human body concerned with making the human body 

optimally docile and productive, and the other a regulatory biopolitics concerned with 

                                                 
38 Michel Foucault, Society Must be Defended: Lectures from the Collège de France 1975-1976 (New 
York: Picador, 1997), 9. 
39 Michel Foucault, The birth of the Clinic (New York: Vintage Books, 1994) and The Order of Things: An 
Archaeology of the Human Sciences (New York: Vintage Books, 1970). 
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managing the biological existence of a population. Although Foucault acknowledges that 

the two categories of power are not mutually exclusive, the differences between 

disciplinary and regulatory on the one hand, and individual and population-focused on 

the other hand are not very clear, especially in the March 17, 1976, lecture at the Collège 

de France, where he defines these terms and then proceeds to use them somewhat 

interchangeably.40 For the purposes of my dissertation, this seeming lack of clarity is not 

problematic because biopolitics in the form of public health practices has at its core a 

tension between individual rights and the common good. 

Biological existence refers to the multitude of living human beings “imbued with 

the mechanics of life and serving as the basis of the biological processes: propagations, 

births and mortality, the level of health, life expectancy and longevity, with all the 

conditions that can cause these to vary.”41 In referring to the conditions that influence the 

various metrics of life and health, Foucault unknowingly provides a bridge from the 

philosophical concept of biopower and the practices of biopolitics to the public health 

theory of the social determinants of health, which reflects the effects of power that are 

inherent in society, effects that have direct implications for the distribution of good health 

within the population. 

Tensions and controversies in the public health field pertain to the perceived 

locus, exercise, and consequences of power: the balance of individual and societal 

interests, the checks imposed by federalism, and the very contemporary public health 

                                                 
40 Foucalt, Society Must Be Defended, 239. 
41 Michel Foucault, The History of Sexuality, vol. I, An Introduction, translated by Robert Hurley (New 
York, 1980), 144. 
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concern with the social determinants of health described above.42 At their core, these 

issues have to do with questions about encroachment on the individual by society (and 

conversely, concern about sacrificing the wellbeing of the community for the sake of 

individual rights), on the state government by the federal government, and on the market 

by a hyper-regulatory or ideologically coercive government.  

Public health has sometimes been described as social medicine (by Foucault and 

others, sometimes in specific and only partially correct reference to the health-care role of 

public health agencies as provider of last resort). The contemporary term of art used to 

describe the field’s academic disciplines and practices is population health. The terms 

clearly refer to society as a whole and not to individuals. The core strategies of public 

health—health promotion and disease prevention—hinge on the fundamental tension 

between the common good and the rights of individuals. The rationale for these strategies 

includes both practical and economic considerations; it is more cost-effective and 

efficient to prevent disease than to treat it, and especially to do so at the population level 

rather than simply in the one-on-one setting of a physician’s office. Infectious diseases 

and biopolitical interventions such as vaccination offer a classic example of public health 

problem and solution with multi-dimensional ramifications for the relations between 

individual and society. Epidemic diseases present not only extreme technical, scientific, 

and institutional challenges to public health specialists, but they threaten the life of 

society (public health assumes that society, and not only the individual, has a life and a 

health to be protected), and preserving that life may pose a threat to the individual. 

                                                 
42 Kenneth R. Thomas. “Federalism, State Sovereignty, and the Constitution: Basis and Limits of 
Congressional Power” (Washington, DC:  Congressional Research Service [Order Code RL30315], 2008). 
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The conflict between the rights of the individual and the needs of society seems 

especially critical in times of actual or perceived threat to the health of the public. In such 

circumstances, the field’s rationalizing, disciplining, ordering actions have sometimes 

been coercive and violated human rights and human subjects’ protections, or in other 

ways deprived people of autonomy or even liberty. Popular reaction against both disease 

risk and state coercion during a public health crisis is an old phenomenon; frightened 

people have been known to flee in large numbers from towns and cities during epidemics 

despite bureaucratic attempts to control them.43 In the eighteenth century, the displeasure 

of English subjects led to softening harsh quarantine laws that called for punishing 

disobedience with death.44 By its very nature, public health, unlike medicine, reflects a 

focus on the health of the collective, the population, and as such, it may constrain 

individual freedom in matters of immunization against infectious disease and the control 

of infectious diseases. For example, mandatory vaccination constitutes one of the 

cornerstones of American public health work. As a result, vaccine-preventable childhood 

diseases are largely non-existent in the contemporary U.S. population, as are the deaths 

and disabilities they once caused. Although anti-vaccinationist movements have existed 

from the first introduction of smallpox inoculation, there is a perception that a growing 

segment of the population in the United States questions and some reject this 

fundamental tool of public health practice.45 In 1905, the growing debate about the right 

of states to force vaccination on their citizens came to a critical juncture when a pivotal 

                                                 
43 See Wendy Parmet, “Public Health & Social Control: Implications For Human Rights,” The International 
Council on Human Rights Policy Project on Social Control and Human Rights Research Paper (Final 
Draft), 2009, http://www.ichrp.org/files/papers/173/public_health_and_social_control_wendy_parmet.pdf.  
44 Socrates Litsios, Plague Legends: From the Miasmas of Hippocrates to the Microbes of Pasteur. 
Chesterfield, Missouri: Science & Humanities Press, 2001. 
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Supreme Court case affirmed the right of Massachusetts to mandate vaccination against 

smallpox.46 That legal decision set a precedent in defense of public health police powers: 

in the face of routine threats to health, such as measles or polio, the state had the 

authority to enact compulsory measures that interfered with individual freedom. In times 

of crisis, such as a major disease outbreak or a hypothetical bioterrorist attack, the tension 

between individual and society emerges in even sharper relief, but limiting individual 

liberties seems to become easier to justify given the exigencies of the day. It has become 

a matter of public health doctrine that allowing people to refuse vaccination or other 

disease containment measures (such as isolation or quarantine) could lead to catastrophic 

loss of life and disintegration of public order. The concern, however, is that the notion of 

crisis or threat is itself highly politicized and surrounded by uncertainty, casting doubt on 

the justifiability of compulsion.47 

Sovereignty is another concept that requires discussion to understand the interface 

between theories in public health and social theory. Sovereignty has meanings that are 

ancient and contemporary, individual and corporate. Foucault has shown that the 

sovereign (i.e., monarch or king) is gone, replaced by a source of power that is diffuse, 

spread among major societal institutions including government, and embedded in societal 

norms.48 Foucault contrasts sovereignty and disciplinary power on the one hand with 

governmentality (governance) and the regulating or regularizing function of biopolitics 

on the other hand. Foucault also urges a firm move away from the sovereign-centered 
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paradigm of power, the “juridical edifice of sovereignty, the State apparatuses and the 

ideologies which accompany them” and even exhorts his readers to “eschew the model of 

the Leviathan in the study of power” to study the “techniques and tactics of 

domination.”49 Although I understand and agree with Foucault’s larger point to look at 

power beyond the Sovereign/the State, my analysis of biopower in the context of 

influenza pandemics must include the State (at all levels of government) because it is the 

primary locus of public health activity in the United States. In social theory, the very 

notion of sovereignty appears obsolete and utterly replaced by governance, and when 

focusing solely on governance on health issues, by biopower or “the calculated 

management” of life. However, in political science and in public health policy, 

sovereignty persists as an attribute of states in the American union, and an important 

factor in the politics and the conduct of public health programs.  

Sovereignty in the sense of locus of power or authority is an essential 

characteristic of the public health ethos. Public health administrators, scientists, and 

workers believe that they stand between the public and disease, disability, and death. In 

order to carry out their functions, they lay claims to the power of the state and to the 

legitimacy of their knowledge build on scientific inquiry. Despite the fact that the historic 

concept of sovereignty has been replaced by governance, as discussed above, and the 

explicit violence inherent in the sovereign’s power over life and death has been replaced 

by more cerebral, velvet-gloved technologies of power, violence never disappeared 

entirely—it is always beneath the surface. 

In fact, I believe that the array of forces influencing public health may be thought of as a 

continuum from a social justice approach to a homeland security approach. This may be 
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an overly simplistic and linear illustration that glosses over nuances, however, I believe 

that the ends of the continuum may be a reasonably good indication of the pressures on 

and directions in the field. Preparations for a pandemic have revealed tensions between 

the two approaches.  

Sovereignty also is an attribute of the individual (i.e., autonomy, agency), and in 

the work of Roberto Esposito, one of the mechanisms by which the individual can attain 

some level of immunity from encroachment by the community. In Esposito’s work, 

immunitas and communitas are antonyms, but are also coterminous—one begins where 

the other ends.50 

Immunity from risk is inscribed at the heart of community in the form of the sovereign 

power that immunizes both the community and individuals from the threats of the 

community itself.51 On a theoretical level, this takes place when the individual confers 

some of her sovereignty on the state (through a type of social compact), thus gaining a 

measure of security from the Hobbesian state of nature where all human beings are at war 

with one another. (As noted above, Foucault, among others, challenged the 

Enlightenment category of the autonomous “man” or individual as a temporary 

construction that would outlive its usefulness or relevance. In fact, Foucault predicted 

“the death of man.” This point of departure may help explain Foucault’s avoidance of the 

“who” in his works about power and his focus on the “how” and the “where” of power’s 

operations in human society. On the one hand, Foucault’s author-less, sovereign-less 

power is a good fit for explaining what happens in public health in a modern democratic 

society where power is distributed across a vast network of administrators and scientists, 
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and all are vehicles of power but no one wields it or creates it. One the other hand, the 

Foucaultian paradigm provides little help with exploring the tension between society and 

individuals that lies at the heart of most controversies in public health policy. Foucault 

tells us very little about resistance. The individual may be deeply embedded in and 

constructed by discourse and practices, but this tells us nothing about liberty and rights, 

the very things that become deeply contested in the public health community and arouse 

varying levels of public protest and defiance in an epidemic.)  

A key term of public health governance is “police powers”, which are wielded by 

states, not by the federal government; the latter’s jurisdiction is largely in interstate and 

international matters. The Tenth Amendment to the United States Constitution grants 

states “police powers” that permit intrusion in the private sphere.52 Due to the distribution 

of powers in American government, the U.S. does not have a ministry of health that can 

impose requirements on the entire population. Instead, each state may choose whether to 

follow federal public health (i.e., Centers for Disease Control and Prevention) 

recommendations or devise their own strategies for addressing a common threat to health. 

Police powers are conferred on health departments by state governments and refer to “the 

inherent authority of the state to protect, preserve, and promote the health, safety, morals, 

and general welfare of the public” and “represent the state's residual authority to act in 
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the interests of the public health.”53 Public health officials in some states have the 

authority to deprive people of their freedom by quarantining them, and they may also 

seize property if they have reason to believe it poses a health threat.54 These state police 

powers are different from criminal law powers. The latter may be exercised in the context 

of safeguards, for example, house searches may be conducted only with court orders, and 

the law provides due process and other protections to people who are arrested. There is 

some debate about the limits that may be placed on public health police powers, which 

are theoretically exercised only in times of crisis (such as major disease outbreaks), and 

are justified by threats to the health of the public. Public health authorities may declare 

public health emergency or a public health disaster, and such declarations enable 

authorities to take the measures described above.  The statutes behind police powers also 

authorize agencies to use smaller-scale measures to prevent disease spread. These include 

mandatory directly observed therapy for tuberculosis and mandatory health care provider 

reporting for a pre-determined list of diseases.  

There is considerable debate about the adequacy of the federal government’s legal 

powers to act to protect the population's health in major public health emergencies, when 

uniformity and coordination across states may be important.  In the weeks and months 

after the September 11 attacks, efforts were made by the public health community to 

reshape some of the “new federalist” legal decisions of the 1990s that were heavily 

weighed in favor of state’s rights and posed potential challenges for the federal public 
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health agencies.55 Internationally, there are similar concerns that the World Health 

Organizations International Health Regulations are not sufficient to persuade member 

states to comply with WHO rules.56  

There is an important difference between a traditional relation of power—

sovereign and subject, or master and subordinate—and power relations in public health. 

In the context of the latter, the relationship includes a specialist (public health or health 

care worker), the community or individual, and the microbe. The key concept that is 

derived from the theoretical foundation of the social determinants of health discussed 

above is inequality. Empirical evidence from both U.S. and European studies, such as the 

British Whitehall study of civil servants, gives substantial support to the hypothesis that 

health is not only fundamentally shaped by social factors, but that gradients or differences 

or inequalities between groups is itself correlated with health. Specifically, research has 

shown that one’s place in society (social class) is a predictor of health, and even more 

important, people who live in highly unequal settings (where the gradient between haves 

and have-nots is steepest) are most vulnerable to bad health outcomes.57 (Similar 

arguments have been made and research conducted to establish and address the effects of 

differential (i.e., unjust) treatment on the basis of race or ethnicity.58) These factors are 

shaped in turn by the functioning of power relations in a society, and specifically the 

pathologies of power that allow the emergence and persistence of profound differences in 
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life chances or opportunities, which become a correlate for health status. 59 For some in 

the public health community, the next step is to transform certain basic components of 

society that predispose some subpopulations to poor health. These seem to be worthy 

endeavors molded on an idealized notion of a just society. However, the field of public 

health is part of the establishment, and the recent movements to achieve “social justice” 

objectives through policy change are simply efforts to use the existing power system, 

with modifications, to address fundamental problems with the way society operates. 

Public health workers would not necessarily use the term modern to describe their 

chosen profession, but public health is a quintessentially modern field. Founding tenets of 

public health are posited on the promises of science and technology and on modern 

optimism about humankind’s place in the world. The public health field is also largely a 

phenomenon that originated in the Western world, and that for some decades has ascribed 

to a linear history of the war of humans against microbes (and especially of Western 

humans against “tropical” microbes), ending in human victory. 

Latour’s The Pasteurization of France offers a social analysis of the intersection 

between science and politics and serves as a guide to understanding the place public 

health occupies in the pantheon of modern professions and disciplines. While providing a 

riveting narrative about a seminal moment (and victory) in public health history— the 

ultimate substantiation of microbiologic hypotheses of Louis Pasteur and others—it also 

helps to demystify the modern discourse of the public health field and reveal the 

hollowness (and the political nature of) the field’s victory over microbes. It is ironic that 

the most recent reminder of humanity’s vulnerability to microbes (the 2009 influenza 
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virus) should occur at the same time as a profound failure of the modern capitalist 

system. Like the recent collapse of the avant-garde of financial technologies following 

optimistic narratives of boundless economic and especially real-estate growth, the 

recognition of the HIV virus in 1980 was a first chilling rebuke to key public health and 

medical leaders who believed that the modern pharmaceutical armamentarium signaled 

the end of infectious disease. The second rebuke came with a resurgent tubercle bacillus, 

emboldened by HIV’s blow to immune systems and by the dismantling of tuberculosis 

control programs around the country when it was thought that the disease, among others, 

was a thing of the past.60 

Public health’s war against microbes has been fought on several fronts: in the 

laboratory and the specialist realm of public health workers, in the health care setting, and 

in the media and popular culture with the proliferation of commercial and public service 

messages about anti-microbial products and healthy behaviors. However, most of these 

interactions have been one-dimensional, with the public as a recipient of information and 

instructions and not a contributor or collaborator. Although some public health agencies 

and leaders have done a great deal to bring the general public or “the community” to the 

table to join the effort, it may be argued that the spirit of inclusiveness is severely 

constrained and even meaningless in the face of an asymmetry of power. Further, public 

health and biomedical research may be considered fundamentally flawed as modern 

institutions built on sometimes violent means to achieve a fulfillment of the normal state. 

It seems impossible and false to attempt to revolutionize the field by including non-
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specialists by using the field’s techniques within the space it has inscribed with its 

discourse. 

Governance in general, and biopower specifically, depend on knowledge, such as 

the vital statistics collected by censuses, specific disease data, and epidemiologic data 

that shows patterns and specific attributes in the health status of a population or a nation. 

At the level of the individual, a single human being (the patient, the index case, the 

human epidemic statistic) is an effect of power. Biopower may also refer to the fact that 

the patient is constituted by disease and in a relation of power with particular pathogen in 

the same way that the eighteenth-century Foucaultian subject (the prisoner, the insane) is 

constituted by the disciplinary power (e.g., of the prison, the asylum). It could be said that 

as humans continue to be defined to some extent by the circumstances of their birth 

(socio-economic variables that influence future health status and even longevity), the 

circumstances of their death have an effect as well. There are people who die of AIDS, 

and people who die of malaria. These are not simply labels attached literally or 

figuratively to the big toe of bodies, but reflect a reality and an array of social, cultural, 

economic, political factors that define the late individuals as victims of a given disease. 

Diseases collaborate with biopolitics in inscribing subjects and populations. Although a 

disease may be said to have agency at the level of the body and the immune system—for 

example, a virus invading host cells and making copies of its genetic material—the 

disease itself does not write in registers or gather surveillance data. Rather, its appearance 

in certain people and populations leads to the gathering of certain statistics and the 

drawing of certain conclusions by public health authorities and demographers.   
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The antonym of community participation is paternalism, which also is one of the 

oldest charges against government public health policies and interventions. It is important 

to note that there are two dimensions to State paternalism, a conceptual and ideological 

embodiment of the power/knowledge complex. One refers to what has been called the 

“nanny-state” phenomenon in which public health officials undertake strategies that may 

be viewed either as maximizing the conditions for health or as interfering with the 

markets and encroaching on individual behavior by limiting choice, for example banning 

smoking and eliminating trans fats in eating establishments. The other dimension of 

paternalism is a variant of the patria potestas, the absolute power of the ancient father to 

both give and take life.61 In this case, state public health strategies are not merely an 

interfering or regulating hand, but they plan and deploy a systematic violence on the 

subject of public health attention. The most obvious and extreme examples include the 

Tuskegee “study” that unfolded in murderous silence for four decades, presumably under 

an assumption that research findings would benefit the greater good by elucidating the 

full lifecycle of syphilis in the human body, and the early twentieth-century eugenic 

movement intended to build a purer, stronger, healthier American people (both examples 

are ideological relatives of the Third Reich). A more recent and less well known example 

took place during the U.S. measles epidemic in 1989-1991, and involved the use of a 

vaccine that was not approved by the Food and Drug Administration (but was selected 

because it protected against the disease in fewer doses than the usual vaccine) in children 

receiving immunization in public health department clinics in Los Angeles county.62 The 
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Edmonston-Zagreb measles vaccine was comparable to the FDA-approved vaccine (and 

was approved by European regulators), but it had the status of an experimental product in 

the U.S., and parents of the children vaccinated were not told that or offered an 

opportunity to give informed consent—a fundamental and legally mandatory component 

of biomedical research. The epidemic, caused by a drop in immunization rates, affected 

thousands of children with a potentially life-threatening disease that could also cause life-

long sequelae. This constituted a public health crisis, and was probably the main 

justification for use of the alternate vaccine.  

In the examples provided above and in the history of public health in general, 

public health interventions were done to the public to keep them healthy or with the 

ultimate goal of improving knowledge about health and disease. (The lack of public or 

community participation also may help to explain the ethical breaches and abuses of 

human rights.) The notion of doing the work of public health together with the public did 

not emerge until the last two to three decades of the twentieth century. Surveying the 

field’s contemporary efforts reveals that the original paternalisms and related tendencies 

have persisted, although they are substantially tempered by an ethos of participatory 

democracy and a valuing of personal autonomy. 

Viewing the social determinants of health theory genealogically implies an in-

depth analysis of the history of contemporary socioeconomic patterns and their link to 

what in medical and public health jargon are called health outcomes (measures of health 

status including life expectancy and rate of heart attacks). What is important about this 

theory is that it signifies a recognition in the public health field of the nexus between 
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social conditions and health, it brings to bear insights from the social sciences on 

knowledge from the natural sciences to elucidate not only how a person contracts an 

infectious disease, but also the social reasons why one group may be at higher risk than 

another. The social determinants theory is not necessarily an indication of the social 

construction of disease in an anthropologic sense but in an epidemiologic sense. 

Considered very broadly, this theory implies a duty to confront societal injustice and to 

protect those most likely to suffer the consequences of unfair distribution of essential 

goods like nutritious food, clean air, and health care.  Two examples illustrate this 

theory’s applicability to epidemics. First, the most marginalized members of society are 

most likely to suffer from poor health, and life and social circumstances place some 

people at greater risk of disease than others. A well-known example may be found in the 

epidemiology of HIV/AIDS, where poverty, race, and sex have become defining factors 

of the risk of contracting the disease.63 Second, we know that societies under the stress 

and strain of major epidemics tend to seek scapegoats in immigrants, strangers, and other 

marginalized members of society.64 This has been observed with great consistency in 

notable disease outbreaks from Italian cholera of the Middle Ages, to the SARS outbreak 

of 2003, to the still evolving global H1N1 influenza outbreak. The phenomena of 

marking society’s “others” as sources of contamination reveals latent and lingering 

racism and also has consequences for how those who are scapegoated either formally or 

informally regard society’s future efforts to protect their health or regulate their behavior 
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and movement. It is important to note here that public health organizations have the 

double duty to on the one hand eliminate disparities in health status in part by tending to 

the needs of populations that are socially and economically underprivileged, and on the 

other hand, to monitor the health of groups that have close travel and immigration ties to 

the developing world and may facilitate the importation of pathogens. These 

characteristics sometimes occur in the same groups—immigrants are frequently 

socioeconomically disadvantaged or have unequal access to essential goods. 

I treat the 1918 and 2009influenza pandemics as windows in time and space that 

allow an in-depth analysis of biopower in the field of public health: a series of nested or 

concentric immunitary mechanisms and resulting immunities (biologic, individual, 

societal, national; see Figure 2-1). Immunity, both the active response of the human 

organism to microbes that enter it and the passive type conferred by vaccines (through the 

process commonly known as immunization), is a notion fundamental to understanding 

how infectious diseases enter and affect the human body, and has multiple social 

analogues—in the public health and medical systems that seek to protect society and the 

individual, and in the military and related institutions that aim to protect the integrity and 

the life of the social body/the nation. The immune system is the ultimate example of 

biopower at work, and biologic immunity is the effect of that power. At a cellular level, 

the immune system represents the body’s recognition of the self and rejection of non-self 

and the application of a sort of micro-power to disrupt and prevent invasion by a foreign 

particle or organism. The immune system also is congruent with Foucault’s metaphor of 

power as a current that is not owned by anyone and does not reside in any particular 

place, but instead circulates through networks and systems, producing effects through 
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different apparatuses and techniques.65 Further, it is not only anonymous, but even 

anencephalic (unless one believes that the highly sophisticated cells of the immune 

system have subjectivity and volition!). Sometimes, the immune system reacts with a 

force that exceeds necessity, and this can destroy the host (the human being) in an 

autoimmune implosion.  

There is a different type of immunity operating within individuals, and that is the 

internalized system of social regulation and normalization, the battlefield within.66 

Esposito describes this as the immunitary battlefield of the ego, torn asunder between the 

drive of the unconscious and the inhibiting function of the superego. This micro-“social” 

conflict occurring within the human brain was clearly the target of a multitude of 

educational campaigns occurring in 1918, both efforts to prevent sexually transmitted 

diseases occurring in 1918, both efforts to prevent sexually transmitted diseases in the 

military and efforts to educate all Americans about the care of the self and also to nurture 

regard for the health of their fellow human beings in a time of influenza. Another 

dimension of this educational discourse employed the etymologically related terms 

morale and morals to describe the attributes of both the public and of the military that 

public health and health care apparatuses sought to influence. Morale and morals seem to 

be conflated at times in references to the war time military in 1918. In the civilian realm 

appeals to the public to wash hands, eat nutritious foods, get sufficient rest, and maintain 

a sunny disposition as strategies to help prevent influenza were presumably intended both 

to strengthen morale and to instill in individuals and in communities a sense of personal 

and shared responsibility for their health. The corollary of the abundance of advice  
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proffered by public health officials in the newspapers of the day was a thinly veiled 

accusation: if you get sick, it may well be due to your failure to take proper care of your 

health, and at this, the most critical of times for your community and nation. 

Power effects, constituted by several kinds of discourse, operate within and 

between the concentric circles depicted in Figure 2.1. At the micro-level, the cells of the 

immune system employ a kind of molecular semiotics. They recognize markers or signs 

(such as the hemagglutinin or neuraminidase glycoproteins on the envelope that 

surrounds the influenza virus) that distinguish different types of viruses or bacteria, and 

that recognition triggers reactions that range from highly localized to systemic. At the 
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power effects of the immune system–
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against another person’s infectious 
bodily fluids) and cellular (specialized 
cells inside the body working to keep 
out invading viruses and other 
microbes) 

Individual immunity: social (what separates and 
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Social immunity: what protects the community or society from being 
destroyed by individuals asserting their sovereignty 

 

National immunity: what protects the nation and the state from being destroyed by crises such as major 
epidemics or pandemics with the potential for high rates of fatalities, overwhelming of medical system’s 
ability to triage and treat, and ultimately profound disruption of society that may imperil the social order and 
the “life” of the state itself 

Figure 2.1 Nested immunities 
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societal and national level, public health interventions function as immunitary 

mechanisms to protect the health of the population and safeguard the wellbeing of society 

and the state. Public health law, in the form of federal, state, and local statutes, along with 

a body of judicial decisions, is one component of the discourse that produces power 

effects—in the form of quarantines, mandatory vaccination—intended to prevent a 

spiraling deterioration that is in theory a potential result of epidemics and pandemics. 

Other components of public health discourse include the classificatory systems of 

microbiology and clinical medicine, and the data gathered and analyzed through 

biostatistics and epidemiology. Agamben’s theory of the state of exception is the ultimate 

embodiment of the societal or governmental immunitary drive to preserve itself at any 

cost, to the point of autoimmunity or self-destruction (Agamben’s central example is 

drawn from the Third Reich and its obsessive, highly medicalized political apparatuses 

designed to preserve a certain kind of life—the pure “Aryan” variety—even at the cost of 

that life itself). Although widespread and severe disease outbreaks do not always push 

public health (as a tool of state biopower) to the darkest extremes, any large-scale public 

health response holds within itself seeds of destruction. Governmental reactions to SARS 

in China and to the so-called swine influenza in some Latin American countries exhibit 

such a potential. By privileging certain types of knowledge and appealing to authoritative 

voices, such as those of public health officials, governments acting under the state of 

exception fashion unified truth discourses and may legitimize use of coercion and 

violence. 

Preparations for an influenza pandemic have led to the creation of a pandemic 

discourse. The so-called interpandemic period—referring to the years or decades between 
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pandemics—interests me because it is a borderlands between the socially and politically 

normal and the pathological, and between public health “peace time” and “war.” In a 

pandemic, the norm(al) becomes suspended, but the continuous production of the normal 

(which includes the pathological by contrast with the normal) that occurs before the 

pandemic still matters, especially when the normal is transformed after a crisis and 

preparedness for the next crisis becomes the new normal. The circulation and creation of 

biopower and its discourses before the crisis prepares people and may lessen the shock of 

a state of exception, a suspension of the normal.  

In the space between epidemics and before the great pandemic or a similar 

emergency, public health planners have argued, the public health field needs to build a 

constituency by persuading policymakers and the public of the urgent need for 

preparation. This reflects altruism in part but it also indicates a self-serving instinct of the 

profession. It is often said that the practitioners of public health toil invisibly, without 

much recognition or adequate financial resources, that the public does not know what is 

being done behind the scenes (e.g., regulatory functions, essential health services like 

immunization, and sanitation) until something goes wrong and public health officials are 

blamed. Thus, the field, and especially governmental public health agencies and workers 

seize on opportunities to show their value and to obtain much needed funding for 

essential programs. The period after 9/11 was one of the “interbellum” periods that 

allowed the public health community to assert its importance to the wellbeing of 

American society. Considerable funds were allocated to bioterrorism preparedness and 

related programs. But that space was also an opportunity to marshal other kinds of 
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resources, including a revamped legal infrastructure necessary to respond to a public 

health emergency, and to contemplate what would be needed in an emergency. 

Contemporary pandemic influenza plans of the United States federal government 

and World Health Organization (WHO) include roughly parallel stages or phases 

denoting the progression from inter-pandemic through pandemic alert to pandemic 

periods. In March 2009, the world was on the threshold between the inter-pandemic and 

the pandemic alert periods: at phase 3 of the WHO pandemic timeline (denoting human 

infection with a new subtype of influenza virus but no sign of efficient human-to-human 

contact) and at stage 0 of the American timeline (new domestic animal outbreak in at-risk 

country). 67 The fact that the American system for defining the current moment on the 

pandemic timeline locates everything up to the point of efficient human-to-human 

transmission at stage zero is noteworthy in itself, perhaps as an indication that public 

relations ramifications weighed heavily in the choice of numbers and words, and that 

American planners’ considerations differed from those of their WHO colleagues. In April 

2009, the World Health Organization announced that the pattern of H1N1 influenza 

spread warranted declaring the world to be at phase 6, meaning that a pandemic was 

believed to have begun.68  

What happens in an infectious disease crisis creates a new normal: new 

definitions, a new order, and new boundaries. The experience of an outbreak instructs the 

                                                 
67 The U.S. pandemic influenza plan defines 6 stages of the federal government response, beginning with 
0=new domestic animal outbreak in at-risk country, progressing through suspected, then confirmed human 
outbreaks, followed by widespread human outbreaks overseas and spread to the United States and ending 
with recovery and preparation for subsequent waves. The World Health Organization (WHO) also 
describes 6 pandemic phases that begin with infection primarily in animals with a virus of pandemic 
potential to widespread human infection by the virus. See Appendix B for a comparison of the WHO 
pandemic timeline in 2005 and the 2009 revision. 
68 See Statement to the press by WHO Director-General Dr. Margaret Chan, 11 June 2009, 
http://www.who.int/mediacentre/news/statements/2009/h1n1_pandemic_phase6_20090611/en/index.html.  
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system, the apparatuses of power, on where the gaps were and what new mechanisms 

may be needed to screen for the entry of pathogens, to collect data, and to report 

emerging information to those who make public health policies. Every infectious disease 

outbreak that affects a large number of cases or is caused by an unusual pathogen (such 

as the small monkeypox outbreak of 2003) serves as both a dress rehearsal for an 

epidemic and as an epidemic in miniature.69 The law has played a major role in 

establishing (and reflecting?) community norms but also signaling what the state could do 

to protect society. The 1905 Supreme Court case Jacobson v. Massachusetts occurred 

after 1901-1903 smallpox outbreaks that resulted in 270 deaths in Boston. The case 

exemplified the conflict between those who resisted obligatory vaccination and the state 

public health authority that administered vaccination. This was an early victory for public 

health authority. In the wake of the anthrax attacks of 2001, public health officials asked 

themselves whether they had the authority, legal environment and other resources needed 

to accomplish their goals of protecting the public from disease threats. The 2001-2002 

Model State Emergency Health Powers Act was developed by American public health 

legal scholars to give guidance to states through a review of the best in public health law 

available in different state jurisdictions and their compilation to establish a new standard 

that states could adopt if they wished.70 Many public health crises were in a sense 

followed by a raising of the bar, but also by a caution about what occurred and whether 

the new powers were somehow crossing the line.71   

                                                 
69 See “Update: Multistate Outbreak of Monkeypox --- Illinois, Indiana, Kansas, Missouri, Ohio, and 
Wisconsin, 2003,” http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5227a5.htm. 
70 Lawrence O. Gostin, “Letter: Second Draft of the Model State Emergency Health Powers Act,” Journal 
of Law, Medicine, & Ethics 30(2002): 322-323. 
71 For an examination of the tension between individual and society exposed by the model state act, see 
Ronald Bayer and James Colgrove, “Public Health vs. Civil Liberties,” Science 297(2002): 1811. 
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Esposito refers to Hobbes’ concept of the state of nature, where all individuals are 

at war and fear of death abounds.72 In an attempt to secure immunity against both the fear 

of death and death itself, individuals bind themselves together by giving up a part of their 

right over their bodies and selves to a Sovereign who will rule them all and prevent a 

return to the state of nature. Immunity and community form the aporia at the heart of this 

arrangement; it is the coming together as community that immunizes individuals against 

destruction, but community also presents a threat to individual identity, which subjects 

must continuously reproduce. Esposito argues that “the idea of the modern subject who 

enjoys civil and political rights is itself an attempt to attain immunity from the contagion 

of the possibility of community” and that “[s]uch an attempt to immunize the individual 

from what is common ends up putting the community at risk as immunity turns upon 

itself and its constituent element.”73 Esposito describes three attributes or immunitary 

dispositifs that stand between the individual and the threat of the community: 

sovereignty, liberty, and property. The notions of sovereignty and liberty in Esposito 

closely resemble those in the work of John Stuart Mill, who asserted that “[o]ver himself, 

over his own body and mind, the individual is sovereign,”74 and allowed one reason for 

limiting the liberty of the individual: “he must not make himself a nuisance to other 

people.”75  

The human immune system recreates a part of itself when it encounters, fights, 

and develops antibodies to a certain disease-causing organism, or when it acquires those 

                                                 
72 Roberto Esposito, Bios: Biopolitics and Philosophy (Minneapolis: University of Minnesota Press, 2008); 
and Roberto Esposito, Communitas: The Origin and Destiny of Community (Stanford University Press, 
2010). 
See also Hobbes, Leviathan.  
73 Campbell, “Bios, Immunity, Life,” 4, 5. 
74 John Stuart Mill, On Liberty (Cambridge: Cambridge University Press, 1989), 13. 
75 Mill, On Liberty, 56. 
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antibodies passively via immunization. Receiving a vaccine or acquiring an infection 

naturally leads to a new kind of normal—an immune system now primed to recognize a 

specific pathogen and fight it. If one examines Esposito’s interpretation of biological 

immunity, it becomes clear that his analysis is limited to the individual human immune 

system and not to the so-called externalities (or societal benefits) of an immunizing 

measure such as vaccination. The notion of immunization in the political, social, and 

biomedical realms is characterized by several inversions. As described by Esposito (and 

others), immunity and immunization refer to the protection of the individual from 

encroachment by the community, or a freeing of the individual from obligation to that 

community. In the context of public health policy, immunization is a way to protect 

populations from high rates of disease and death by creating herd immunity that slows 

and eventually terminates disease transmission. Although immunization (vaccine 

delivered generally via syringe to the arm of a child or adult) is intended to immunize the 

individual against a disease, benefits to the individual are important but secondary—in 

public health terms, the unimmunized individual is simply a means of disease spread to 

the community. Thus the protection of the individual is secondary to the protection—

immunization—of the community from widespread disease and even death. In this 

context, the analogy between the biological and the social is inverted. Due to the 

phenomenon of herd immunity, an individual’s decision to undergo vaccination is not a 

solitary strike against a community of infection, but rather, a decision to join the mass 

immunity effected by widespread acceptance of vaccination. It is an individual’s decision 

to refuse vaccination that gives her immunity from a shared obligation of the community 

and thus exposes the community (in particular those individuals with immune 
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deficiencies or who are too young to receive vaccination) to the threat of infectious 

disease.  

What exactly is the risk epidemics pose to society? The risk is not only death of 

individual, death of large numbers of individuals dealing a great loss to society as a 

whole, but death of the community in the sense of a complete deterioration of the social 

order and perhaps a descent into the war of all against all described by Hobbes.76 This is 

either a variant of the original fear that led to the organization of human societies under a 

sovereign, or as Esposito argues, the exact opposite of that drive, as individuals are bound 

into a community not under a sovereign (the Leviathan) and in order to avoid killing each 

other, but rather, they are bound by the shared recognition of their mortality and a sense 

of lack.77 The perennial and common fear of government planners at all levels is that in a 

disaster, whether an epidemic or something else, there will be panic in the streets and that 

the common order will collapse.78 What remains unspoken generally is the concern that 

the social contract itself will cease to hold. This concern appears to be the bureaucratic 

motivation behind the legal and political arrangements that exist for responding to 

disasters.79  Fear of death and fear of chaos were the motivations for the escalation of 

biopower’s interventions on human life in a time of crisis. Foucault does not reflect on 

the motivations behind biopower (this is consistent with the idea that power is 

                                                 
76 See Hobbes, Leviathan.. 
77 See Chapter 1 (Fear) in Esposito, Communitas. 
78 Stephen M. Maurer, “Using University Knowledge to Defend the Country,” Issues in Science and 
Technology, December 21, 2009, deconstructs the roots of the bureaucratic assumption about “panic in the 
streets” and debunks the myth (as discussed elsewhere in this dissertation, the scientific literature on 
disasters does not support the panic hypothesis).   
79 See for example Department of Health and Human Services, HHS Pandemic Influenza Plan (HHS: 
Washington, DC, 2005). The panic “myth” is also discussed at length in the disaster literature of 
sociologists and emergency management practitioners. See for example Enrico L. Quarantelli, “How 
Individuals and Groups React during Disasters: Planning and Managing Implications for EMS Delivery,” 
Preliminary Paper #138, University of Delaware Disaster Research Center. 
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anonymous, sourceless, and not possessed by anyone at any given time), and neither does 

Agamben. Of the three, Esposito may come closest to offering an explanation for 

biopower as a macro-level immunitary system that protects individuals and societies from 

these fears, aiming to ensure survival and order, though he cautions that this search for 

immunity may go to an extreme and turn into a fatal autoimmunity. 

In the interpandemic space, the time interval of years or decades between one 

pandemic and another, there is a worrisome silence, a dangerous pause between 

preparedness and response. Until actual, verifiable signs of a pandemic appear, any kind 

of prophylactic response would likely be premature, and there is a risk that the state and 

its public health arm will overreact even in the absence of a materialized threat. The first 

decade of the twenty-first century witnessed several events that confirmed a biopolitical 

violence that lurks just below the surface of “decision-making” by legislators and 

government administrators. In Chapter 5, I reviewed two examples that I believe 

powerfully illustrate the possibility of enacting a risky public health program to address a 

hypothetical threat (smallpox), and the open-ended nature of disease (and population) 

control measures outlined in government plans.  

The life-affirming ideal in responding to a pandemic is to strike a balance 

between the potential extremes. If, on the one hand, one seeks only to respect individual 

rights and grant individuals immunity from the responsibilities of living in a society and 

community, more lives will be threatened. Individuals, with rare exceptions (such as 

those able to stockpile water, food, and other necessities for an indeterminate length of 

time), cannot survive a major and substantially life-threatening disease outbreak without 

being part of society and abdicating a certain portion of their freedoms in order to make 
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collective, cooperative survival possible. (And ultimately, society itself ceases to function 

if commerce and social exchange of all kinds are suspended for the 2-3 months of a 

pandemic wave. If, on the other hand, a notion of the community or the collective is 

privileged over the individual, this may signal a move toward a totalitarian reaction.) 

I found the concepts of biopower and biopolitics well-suited to describing the 

evolution of public health as government’s apparatus for making sense of human lives as 

its units of analysis. Foucault’s interest here (and in all his explorations of power) is not 

in who wields or possesses power; in fact he argues that power is not unlike electric 

current, coursing through the subjects it constitutes and who also act as its vehicles.80 

Similarly, asking who exercises power on whom in the context of public health efforts to 

control infectious disease is not as useful as looking at the power relations and the effects 

of power-knowledge, at how power works, and how the field of power is structured. In 

“peace time,” when there are no active public health emergencies, the power relations in 

question are between health officials at the various levels of government and the public, 

between public health workers and the communities (and individuals) they serve, 

between environmental health specialists and the restaurants and other public facilities 

they inspect and grade. In an epidemic, power relations change and intensify, and the 

questions of life and death that lie at the heart of biopower are taken to an extreme. No 

longer are the questions who shall live and who shall die hypothetical, the topic of an 

ethical exercise, nor are they answered by individual-level decisions about the wearing of 

seatbelts and the acceptance of vaccinations. They become policy decisions about the 

care and feeding of home-bound people in a quarantine situation, triaging (i.e., turning 

                                                 
80 Foucault, Power/Knowledge. 
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away some) patients when hospitals are overwhelmed, and allocating scarce medical 

resources such as vaccines, drugs, and ventilators in a shortage scenario.81 

In an epidemic, the technologies devoted to administering human life find both 

their greatest challenge and their culmination. Many components of the state apparatus 

are devoted to collecting demographic data, and those data increasingly, to researching 

and reporting on improvement and deterioration in the health of the population health 

status measured in myriad ways (and these data are often refracted [interpreted, shaped] 

through the lenses of the mass and new media). The state and its precursors, such as the 

Church or local proto-government, have always attempted to identify the source or the 

reason for disease, to control behavior and develop classifications and draw lines between 

the sick and the well, the contaminated and the pure. These were efforts to make legible 

and understandable troubling, astonishing, and even utterly devastating events in human 

life. Much has been written about the intersection of biology and power, particularly 

about biopolitics as practiced by governmental and institutional systems that focus on 

social inequality and disease. For example, the progression of the HIV/AIDS epidemic 

brought into sharp relief a persistent truth about diseases—that they frequently become 

correlates of socio-economic disadvantage. Disease, both infectious and chronic, seems 

to have an uncanny ability, honed over time, to target the poor, the voiceless, and the 

marginalized. This holds true both in the United States and across the around the world. 

Paul Farmer and Charles Briggs, among others, have traced the disastrous ways nations 

                                                 
81 HHS, HHS Pandemic Influenza Plan. 
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have controlled or mistreated the health of their inhabitants, with devastating accounts 

from Haiti to Venezuela.82 

In the latter part of the twentieth century, the practice of public health at the 

global level moved toward an acknowledgment of social justice as a public health 

objective and to an emphasis on the promise of health for all. The Alma Ata Declaration 

of 1978 explicitly referred to health as a “most important world-wide social goal whose 

realization requires the action of many other social and economic sectors in addition to 

the health sector” and listed gross inequality as a contributor to poor health.83 The 

declaration idealistically stated that “the promotion and protection of the health of the 

people is essential to sustained economic and social development and contributes to a 

better quality of life and to world peace.” The U.S. Department of Health and Human 

Services has similarly utopian sounding initiatives in Healthy People 2000, 2010, and 

2020 initiatives with great rhetorical flourishes but with modest or ambiguous results. 

The contemporary national public health policy agenda includes an objective to 

“eliminate health disparities,” the sometimes profound differences in the health status 

found among socioeconomic and ethnic categories. This is an admirable objective, but 

may be as achievable as world peace. Not surprisingly, the language of social justice and 

the impassioned advocacy of some in the public health community have made some 

commentators suggest that public health should be mindful of its area of expertise (e.g., 

controlling infectious disease) and avoid engaging in broad sociological musings or 

                                                 
82 Charles Briggs, with Clara Mantini-Briggs, Stories in the Time of Cholera: Racial Profiling During a 
Medical Nightmare (Berkeley: University of California Press, 2003); Paul Farmer, Pathologies of Power: 
Health, Human Rights, and the New War on the Poor (Berkeley: University of California Press, 2003). 
83 World Health Organization, “Declaration of Alma-Ata. International Conference on Primary Health 
Care, Alma-Ata, USSR, 6-12 September, 1978,” www.who.int/hpr/NPH/docs/declaration_almaata.pdf. 
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experiments in resolving poverty and racism.84 Rothstein observed that although “[t]he 

key element of public health is the role of the government—its power and obligation to 

invoke mandatory or coercive measures to eliminate a threat to the public’s health” there 

is a well-founded concern about the “ ‘public healthification’ of social problems” that 

may represent an expansion of public health’s gaze and its potentially oppressive 

measures to areas other than infectious disease and related matters.85 

Public health knowledge takes two forms, scientific and administrative, that have 

numerous overlapping regions. Furthermore, the public health discourse that expresses 

and applies knowledge has two sides: one that is employed and understood by specialists, 

and another that operates in the general public and includes information about the 

scientific evidence on healthy lifestyles and behaviors. Power and knowledge are 

positively correlated—those who exercise greater power also possess more of the 

knowledge that supports that power and is in turn legitimized by it. As framed by Jean-

François Lyotard, “[k]nowledge and power are simply two sides of the same question: 

who decides what knowledge is, and who knows what needs to be decided? In the 

computer age, the question of knowledge is now more than ever a question of 

government.”86 The asymmetry in knowledge is at least partially responsible for the 

greater power of, or rather, accessed by, the State (as opposed to the power available to 

an individual). In the contemporary context of public health practice, the agencies 

responsible oversee large and complex (though often fragmented and far from highly 

                                                 
84 Richard A. Epstein, “Let the Shoemaker Stick to His Last: A Defense of the ‘Old’ Public Health,” 
Perspectives in Biology and Medicine, 46(2003): S138. 
85 Mark A. Rothstein, “Rethinking the Meaning of Public Health,” Journal of Law, Medicine, & Ethics 30, 
(2002): 145, 146. 
86 Jean-François Lyotard, The Postmodern Condition: A Report on Knowledge, trans. Geoff Bennington 
and Brian Massumi (Minneapolis, MN: University of Minnesota Press, 1984), 8-9. 
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efficient or effective) information networks that gather data on populations in the United 

States. Some efforts are joined with or overlap those of other government agencies that 

collect demographic and vital statistics data on the population.  Federal, state, and local 

public health officials have additional information about disease rates, immunization 

rates, and health-relevant behaviors. The scientific work of public health specialists 

represents the other major realm of knowledge—including among many other types of 

information, laboratory-established details about pathogens responsible for a specific 

trend in disease or an outbreak. 

The forms of knowledge linked with biopower also have a darker side. Specialists 

and government officials may disguise a lack of knowledge behind a façade of bravado or 

create false knowledge in order to maintain credibility. For example, in the anthrax attack 

of 2001, the secretary of the department of health and human services claimed that the 

first case of anthrax was contracted from drinking stream water, blithely contradicting the 

most basic facts about the anthrax bacillus, its environment, and its method of spread. In 

the 1918 pandemic, factual information about the severity of the pandemic was 

deliberately overshadowed by American war propaganda. Under such circumstances, 

discrepancies can emerge between official and hidden transcripts—the narrative of the 

bureaucrats, specialists, and scientists, and the narrative of the public, the layperson.87  

In public health or biopolitical practice, the disciplinary and punishing power of 

the sovereign has largely been replaced by the (self)regulating, managerial power of 

modern government, but the potential for violence, though perhaps of a different kind, 

remains. Biopower may coexist with disciplinary power—they are not necessarily 

                                                 
87 James C. Scott, Domination and the Arts of Resistance: Hidden Transcripts (New Haven, CT: Yale 
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mutually exclusive and do not represent a linear progression of modes of power in the 

course of history. As the starkest example, Foucault demonstrated that the biopolitics of 

the Third Reich relied on and their power was amplified by “certain concurrent 

disciplinary tools.”88 There is no evidence that the increased sophistication and subtlety 

of power operating in society is directly proportional to decrease in violence. Foucault 

writes that “[h]umanity does not gradually progress from combat to combat until it 

arrives at universal reciprocity, where the rule of law finally replaces warfare; humanity 

installs each of its violences in a system of rules and thus proceeds from domination to 

domination.”89 Foucault critiques humanism and the notion of increasingly humane, 

progressive, and rational ways of managing existence. Applied to the aspirations of 

public health leaders, Foucault’s critique shows the futility and even blindness of their 

strategic plans. The field’s raison d’être and its techniques for managing human life have 

the potential to become both unjust and violent; they are in many ways a product of their 

social milieu, and are at the mercy of political currents. There should be no pretense that 

fundamental social injustices can be remedied by inviting members of community to 

collaborate with public health specialists or even initiate their own research and 

interventions. All those people operate within the coordinates of the public health field, 

within its definitions of the world, its distinctions between the normal and the 

pathological, etc. Like Foucault’s inversion of the Clausewitz maxim about war being 

politics by other means, biopolitics also is war by other means. It is a war of public health 

strategies and tools against death, diseases and their causative organisms, against 

unhealthy behaviors, against free choice if that choice seriously threatens one’s own life 
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and especially the lives of others, and in a major public health emergency like a 

pandemic, a war against the threat of chaos and the end of society as we know it.  

The persistence of violence even in the refined guise of contemporary biopower 

(i.e., management rather than control) is one of the reasons that make genealogy one of 

the important and necessary techniques for looking at the work of public health and the 

social context that has shaped it over time. To what extent is scapegoating or 

discriminatory behavior during an infectious disease outbreak a kind of vertical violence 

(perpetrated by government institutions) rather than a horizontal violence displayed by 

humans against fellow human beings? Did California’s anti-immigrant proposition 187 

primarily represent the view of the state and its fear about the outsider threat to its own 

cultural/social/economic integrity and boundaries, constituting an effort to immunize 

itself against the outsiders?90 Or rather, did it reflect the majority public view, a 

grassroots fear of individuals about the threat to their identities and lives and their own 

desire to immunize themselves against foreign invaders?91  

The public health theory of community empowerment raises intriguing questions 

about the operation of relations of power (and the possibility of violence or oppression) 

and particularly in the context of preparing for and responding epidemics. Do efforts to 

engage the community in health improvement indicate a sincere desire to broaden the 

universe of knowledge in public health, or rather, a desire to inculcate the uninitiated in 

the techniques of public health? Here, Esposito’s analysis is may be used on a much 

                                                 
90 The proposition was a ballot measure approved by voters in 1994 but its implementation was barred by 
the injunction of a federal district court that deemed the measure unconstitutional for usurping a federal 
function. See for example American Civil Liberties Union, CA's Anti-Immigrant Proposition 187 is Voided, 
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it would force those infected with the scourge du jour to avoid health care and perhaps expose many more 
people to infection.   
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deeper level than the meditation on immunity and community outlined above. Esposito 

explores and critiques Heidegger, Kant, and Bataille’s notions of community, and makes 

several findings. First, community is constituted by the shared human knowledge that we 

all stand on the edge of the abyss (i.e., death), an abyss or a nothingness we cannot know 

or explain because we cease to exist at the moment of that knowledge. Other than this 

shared thing, community “always consists of others,” “is constitutively inhabited by an 

absence of subjectivity, of identity, of property,” and rather than being a “collective 

subject” or “a totality of subjects”, the community is the “relation that makes [individuals 

in it] no longer individual subjects.”92 As THE ultimate relation, community is the cum, 

the “with” and the “between.” Esposito offers this elementary, fundamental definition of 

community to replace the host of existing definitions of and discourses about community, 

both theoretical and practiced (proffered to signify the community as nation, fatherland, 

religion, or tribe), that have sought to “counter the vacuum of sense produced in the 

individualistic paradigm” with an “excess of meaning” and with community’s “own 

collective essence.” Invariably, the consequences of such efforts by various nationalisms 

and their culminating embodiment, National Socialism, were “destructive: first with 

regard to external or internal enemies against which such a community is constructed, 

and second with regard to [community] itself.”93 Esposito seems to argue that these 

various reactions to the nothingness, or no-thing-ness at the center of community, have 

filled it with an excess of meaning and used it as a central object of ideology and a 

uniting vision, but these inevitably lead to violence, coercion, exclusion, and racism. It is 

this very absence of meaning, the empty vessel at the core of community as envisioned 
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by Esposito that opens the door to opportunities to create something new and better, to 

break beyond the accepted and deeply entrenched notions of community. 

Death is the place where Foucault and Esposito appear to converse (three decades 

apart) in the most striking way. In a lecture at the College de France, Foucault stated that 

“[d]eath is outside the power relationship. Death is beyond the reach of power, and power 

has a grip on it only in general, overall, or statistical terms. Power has no control over 

death.”94 Using Esposito’s terms, death is immune from power. Linking this to Esposito’s 

description of community as being held together not by a social compact, but rather, by 

the shared awareness of the nothingness that lies beyond, I propose that it is this standing 

over the precipice where power no longer exists that creates the possibility for the new 

kind of community Esposito describes, a community stripped of all racist or violent 

imaginings, and bound by shared humanity, and a shared vulnerability in the face of 

death. 

The work of preparing for an influenza pandemic exemplifies the token inclusion 

of the “community” in some of the most important public health efforts and is linked with 

a broader trend in public health emergency preparedness to rely on “command-and-

control” strategies that are not easily compatible with public or community engagement. 

95 Other obstacles to community participation in pandemic planning may include the fact 

that planning for public health emergencies also considers the potential for bioterrorism 

and involves the Department of Homeland Security, a spiritual heir to the Cold War era 

Federal Civil Defense Administration and its reactionary influence on American public 
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Liberties Union, 2008), 5.  
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health, and the highly specialized knowledge represented by and required to interact with 

contemporary classificatory and surveillance systems.96 One analyst remarked that 

“effective policies for pandemic influenza and other public health emergencies cannot be 

built around a vision of sick people as the enemy . . . . [D]isease control methods that 

compromise democratic ideals of self-determination and equality of persons can 

inadvertently spread an epidemic further.”97 

Aside from an interesting effort to gather public input on the allocation of 

influenza vaccine in a shortage scenario, very little has been done to include non-

specialists in planning and to draw on the extensive knowledge and creativity of regular 

people.98 Although some communities (i.e., city or country organizations) around the 

country have volunteer entities prepared to respond to emergencies, including medicine 

distribution in a pandemic, little has been done at high levels of public health planning to 

elucidate or collaboratively construct a role and process for community engagement. 

Individual responsibility is emphasized in some planning materials, though it is vague 

and discouraging, advising individuals and families to assume a temporary bunker 

mentality and to be prepared to take care of their own needs for an indefinite length of 

time (3 days, or 2 weeks, or?). A public health communication expert wrote in 2009 that 

urging improved hygiene (e.g., hand washing and cough etiquette) is not enough and that 

government needs to start involving people in preparedness both as individuals and as 

communities.99 The work of preparing for emergencies offers an opportunity to construct 
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new visions for how community (individuals united by their awareness of their own 

mortality and their own lack and need for each other) can approach a threat in ways that 

preclude oppressive measures and violence, and seek specific and substantive ways to 

decrease inequalities in health and other resources. 

 

 
Public Health Discourse 

. . . manifold relations of power which permeate, characterize and 
constitute the social body, and these relations of power cannot themselves 
be established, consolidated nor implemented without the production, 
accumulation, circulation and functioning of a discourse.100  

 
Below, I focus on two dimensions of public health and biomedical discourse 

relevant to epidemics, the language and texts produced in the universe of specialized 

knowledge and technologies designed to detect, prevent, and treat infectious disease 

outbreaks.101 My focus is largely on literature about discourse in the field of American 

public health, although major figures in the field clearly are European, with the work of 

Louis Pasteur, Robert Koch, and John Snow at the forefront of the series of what Latour 

termed transformations that led to modern microbiology and epidemiology. First, the 

language of public health includes specific terms to describe the gathering of information 

on the health of the population (surveillance, monitoring, contract tracing, detection and 

investigation [of health hazards], subjects). A second component of public health 

discourse may be found in the elaborate, multi-disciplinary classification systems that 

exist to organize knowledge about infectious diseases, the microbial agents that cause 

                                                 
100 Foucault, Power/Knowledge, 93. 
101 Public health discourse includes the language of war and military institutions (see also chapter 3 on 
public health and the military), including combat, campaign, battle, and military ranks, such as Surgeon 
General. 
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them, and their victims. These systems represent the knowledge systems that “won out” 

for reasons that include the discovery of the microscope and the gathering of sensory 

information about microbes and their effects on the body.   

 

Discourse on infectious disease  

Microscopic organisms are everywhere inside our bodies, they cover our skin, and 

they inhabit most of the world around us. In microbiology and medicine, the preferred 

names for these microscopic entities are microbe or pathogen (for “bad” microbes), with 

many additional layers of classification or enumeration. However, in everyday usage and 

in most references to common microbes like the ones on countertops and door handles, 

the word germ is often used.  

The medieval signifier seed or more recently germ evokes reproduction in plants 

and animals. In plants, whether a stalk of wheat or an oak tree, the seed is the embodied 

germinating principle that falls to the ground “pregnant” with promise and soon sends 

forth new life in the form of a green shoot that becomes wheat or an oak tree. In animals, 

seeds also refer to semen (which shares a root with medieval scientist Girolamo 

Fracastoro’s seminarium/seminaria), the insemination or literally “seeding” of a female 

mammal, for example, resulting in the creation of an embryo and a new life. Ironically, 

although the germs of disease are disseminated, another use of a fertility-denoting 

signifier, they do not result in new life for the host organism, but rather, in disease (a 

different kind of life, whether temporarily or permanently) and sometimes death. In short, 

the seed or germ of reproduction represents nature’s impulse to life, while the seeds or 

germs of disease represent nature’s impulse toward death.  
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During the seventeenth, eighteenth and nineteenth centuries, the technologies of 

public health (often called hygiene at the time) in particular early forms of legal authority 

and surveillance were applied to social groups thought to be originators of disease, 

contamination, and instability as “collective means of dealing with disease.”102 The 

strategy of separating and managing the perceived sources of contamination was cloaked 

in the garb of assistance to the poor, but during epidemics and at ports (potential entry 

points of infection), “forms of authoritarian medicalisation” were applied to the rest of 

the population.103 The poor were placed in enclosures like the English workhouse or 

American poorhouse that allowed supervision of their lives and activities, and to a greater 

or lesser extent, control over their beings, or at least bodies. Britain’s Poor Laws of the 

mid-nineteenth century provide an example of the ways in which judicial techniques were 

used to manage perceived sources of infection in the population. Around the turn of the 

nineteenth century, the public health law and surveillance broadened their reach to 

include the entire population. Although the technologies that emerged in the twentieth 

century are increasingly sophisticated and the gaze of the biomedical and public health 

complex has become increasingly more penetrating in many ways, the subjects of 

surveillance are both more and less anonymous. For example, in the United States 

national public health authorities collect population-level data that is anonymous (or 

                                                 
102 See Foucault, Discipline and Punish, 168. The French title of Foucault’s Discipline and Punish is 
Surveiller et Punir offers an obvious indication of the etymology of the word surveillance. In the nations of 
the British Isles, regional public health authorities are called public health observatories, a name that 
suggests a sort of contemporary version of Jeremy Bentham’s Panopticon (a theoretical prison technology 
that allowed highly centralized direct surveillance of every prisoner in his cell and led to a complete system 
of self-censorship and regulation) that so fascinated Foucault. The observatories “produce information, data 
and intelligence on people's health and health care for practitioners, policy makers and the wider 
community. Our expertise lies in turning information and data into meaningful health intelligence.” 
(Source: The Association of Public Health Observatories web site, http://www.apho.org.uk/, accessed 
January 29, 2010.)  
103 Foucault, Discipline and Punish, 168. 
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rather, anonymized by removing identifying information), but local public health 

authorities require health care providers to gather and relay information about certain 

types of reportable diseases, and for some (e.g., HIV), that includes identifying 

information about infected individuals.104  Massive national surveys such as the National 

Health and Nutrition Examination Survey and the Behavioral and Risk Factor 

Surveillance System provide representative data collected from tens of thousands of 

randomly selected subjects. The term subject is of course not limited to public health, but 

it is used widely in the biomedical research fields (usually as “human subjects”) to refer 

to individuals enrolled in studies overseen by institutional review boards and data 

monitoring committees. The word has several meanings that are relevant to this work: (1) 

the historical subject, (2) the subject constituted by power/knowledge, (3) the subject 

enrolled in clinical trials who has rights to informed consent and privacy, and (4) the 

subject in an anonymous survey who represents a type of person in a population, i.e., is a 

stand-in for others like her (for example, a white, suburban, middle-class, female, age 

group 65 and older). In the latter two cases, the gaze cast on the subject sees either a 

living human body with physiologic and biological attributes (genes, cells, organs, blood 

pressure), or an embodiment of a set of beliefs, knowledge, and behaviors. 

Microbiology is important to public health policies and interventions.  Two 

terms—colonization and culture—are used in microbiology to refer to the spread of 

microbes in their human host and to the cultivation of a microbe on a suitable medium in 

order to diagnose or confirm a condition or test a treatment. Scientific articles on 

microbial colonization of various organs or regions of the body may refer to the 

                                                 
104 As of May 2007, all but two states and territories required name-based reporting of HIV-positive 
individuals (exceptions were Vermont and Hawaii). See Henry J. Kaiser Family Foundation, State Health 
Facts: 50 state comparisons, Web page http://www.statehealthfacts.org. 
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following sequence of events that speaks of a certain kind of violence, and even 

bellicosity, of the microbes: adhesion, colonization, and invasion. The term culture is 

used both by high school biology students and NIH scientists as an adjective that 

describes the vessels and substrates used to reproduce microbes (culture tubes, culture 

media), ), as a noun to describe the sample of bodily fluid or tissue believed to contain a 

specific microbe or microbes (e.g., to take a culture from the throat) and also to describe 

the process of growing a colony (a population) of microbes. It is ironic that one area of 

health discourse suggests a kind of anthropomorphism of microbes when other areas (i.e., 

use of militaristic terms) reflect the generally antagonistic relationship between microbes 

and humans.  In Chapter 4, I discuss in more detail the work of molecular biologist 

Joshua Lederberg who viewed the commensal bacteria that inhabit the human gut and 

help to digest food as an example of the co-evolutionary history of microbes and humans, 

and sought to forge a new kind of sociology of the relationship between the two life 

forms and a model for ending the war against microbes through.105  

The social nature of infectious diseases is inscribed in the language of public 

health. For example, the word communicable refers to diseases that may be 

“communicated” from one person to another. Further, a person thus exposed becomes a 

“contact” and then a suspected, probable, or confirmed case (more on this below).106 In 

microbiological and immunologic terms, the infected person is a host, a surprising use of 

a word that connotes openness and courtesy (and the body/blood of Christ waiting to be 

                                                 
105 Lederberg, “Infectious History.” 
106 See for example definitions of the three case classifications (suspected, probable, confirmed) provided in 
the 2010 case definition for novel influenza A virus infections developed by the Council of State and 
Territorial Epidemiologists found at http://www.cdc.gov/ncphi/disss/nndss/casedef/novel_influenzaA.htm.  
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consumed by the believer) to described the human being who is otherwise invaded, or to 

use another social term, “colonized” by microbes. 

Most of the terminology above pertains both to normal or routine public health 

(and medical) events and to epidemics. In chapters 3, 4, and 5, I will discuss in greater 

depth those components of public health discourse that refer to and construct emergencies 

such as epidemics. In addition to the terms epidemic and pandemic, whose etymology I 

briefly described earlier, there are terms that refer to legal authorities of public health, 

such as police powers, and terms that refer to the public health system’s efforts to ready 

itself for an emergency, including preparedness, drills and exercises, after action reports, 

incident command system, and so on. These words reflect an interdisciplinary but also 

cross-cultural dialogue between public health and the traditional emergency response, 

quasi-military professions of firefighting and emergency management. 

 
 
Discourse that brings order (classifying knowledge in public health and 
medicine) 

 
“It is with medicine as with all other technologies. It is an activity rooted in the living 
being’s spontaneous effort to dominate the environment and organize it according to his 
values as a living being. It is in this spontaneous effort that medicine finds its meaning, if 
not at first all the critical clarity which renders it infallible. Here is why medicine, 
without being a science itself, uses the results of all the sciences in the service of the 
norms of life.”107  

 
 In the following section, I examine both popular and scientific-bureaucratic 

efforts to classify and order microbes, bodies, populations, and behaviors in order to 

make them more legible and controllable, and to produce more exact knowledge about 

them, ultimately to defend life in the human body and the life of society as a whole 

against chaos and death. 

                                                 
107 Canguilhem, The Normal and the Pathological (New York: Zone Books, 1989), 228-229. 
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Fear of contagion is the central impulse that motivates or explains public health 

policies in the United States, and has a long cultural history in all societies, as Mary 

Douglas concluded in her exploration of contagion and “the rituals of separation and 

demarcation” in nonwestern societies and of similar “symbolic systems” in western 

societies.108  

Just as medicine and public health are deeply embedded in cultural, political, and 

economic context, their systems for ordering and classifying also are refracted through 

the values, norms, and ideologies of their societies. The fear of death and the confusion 

and disturbance created by matter out of place call for symbolic systems designed to 

make sense of chaos, to order and separate, and thus make things clearly visible or 

legible. Public health (and medicine) is in part a technology of the state and a human 

science that defines, interrogates, and mediates between normal and the pathological 

states, between health and disease, and between the clean and the dirty (microbiologically 

or hygienically speaking). When something—dirt, a microbe, a person—is out of place, a 

line must be drawn, either symbolically or physically, to separate things, to put them in 

proper reference to one another (e.g., one inside and the other outside a boundary or 

border).  

Systems of ordering or classification are used to serve a variety of purposes, 

including establishing and maintaining boundaries (of society and culture, between 

groups), and to define and control those who are considered as Other (as opposed to the 

Self; may include other socioeconomic or ethnic groups and immigrants). As Mary 

Douglas observed, the human desire for boundaries is timeless, and the similarity 

                                                 
108 In Purity and Danger (Abingdon, Oxon: Routledge, 1970), Mary Douglas examined the origins and 
cultural manifestations of the human fear of contamination and contagion.  
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between the rules and magical thinking of traditional communities and contemporary 

efforts to distinguish and separate, especially in the realm of health and hygiene, are more 

than simple coincidence.  

It may seem that contemporary Americans have learned much about the science 

of infectious diseases, how they spread, and how they may be prevented, but this public 

knowledge is based on faith in scientific reports, on the authoritativeness of science at a 

specific point in time. Some people have an opportunity to see bacteria under the 

microscope in a high school biology class, but most will not see or be able to perceive the 

functioning of the immune system. For them, the belief that a medical intervention such 

as a vaccine or an antibiotic fights a disease is based entirely on a specialist’s claim that it 

does, and in some cases on consistent evidence that use of a treatment or prophylactic 

works. The fact that contemporary disease outbreaks still give rise to misconceptions and 

scapegoating demonstrates, in part, that the fears of our human ancestors in the West or 

elsewhere are still with us.  

As described on preceding pages, cultural reactions to epidemics have included 

behaviors that singled out and blamed specific groups for causing or spreading a disease. 

Scapegoating represents society’s instinct (part rational anxiety and half irrational 

paranoia) to separate the healthy from those thought to be contaminated and 

contaminating, including immigrants, foreigners in general, despised minority groups, 

and the poor. This type of victim-blaming has been used as an ordering and boundary-

making strategy, but it also seems to have coalesced with claims of being scientific or 

protecting the public good. The language of the U.S. 1893 Quarantine Act reflected such 

an ideology, prohibiting the admission of “idiots, insane persons, . . .  persons likely to 
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become a public charge, (and) persons suffering from a loathsome or a dangerous 

contagious disease.”109  

During U.S. smallpox outbreaks in the early part of the twentieth century, 

newspaper accounts conveyed the popular view that certain groups contracted smallpox 

due to their living conditions, and as the disease began to recede due to successful 

vaccination campaigns, the mass media pointed triumphantly to other countries where 

“savagery” or primitive conditions led to continuing outbreaks.110  During the SARS 

outbreak of 2003, Asian places of business in the United States suffered some losses due 

to a drop in clientele, and the H1N1 outbreak—now pandemic—of 2009 led to similar 

attitudes and behaviors toward Mexican businesses (and internationally, to travel 

restrictions and harsh regulations targeting Mexican travelers to the Far East or even to 

other Latin American countries, and to violence against travelers within South 

America).111  

Like the taboo and kinship systems described by anthropologists like Mary 

Douglas, part of the motivation behind systems of classification and as discussed in other 

sections and chapters of this dissertation, is a desire both to understand the microbial 

other and to preserve identity (individual, social) and integrity (bodily/societal/national). 

Creating taxonomies of bacteria and viruses may seem like a bloodless endeavor, without 

the potential for brutality that we find in the historic exercise of public health tactics such 

as quarantine. However, the epistemology of science is to some extent grounded in the 

                                                 
109 Mullan, Plagues and Politics, 40. 
110 Anonymous, “Small World,” New York Times, April 12, 1947, 16. 
111 See for example Laura Eichelberger, “SARS and New York’s Chinatown: The politics of risk and blame 
during an epidemic of fear,” Social Science & Medicine 65(2007): 1284–1295; and Bobbie Person, 
Francisco Sy, Kelly Holton, Barbara Govert, Arthur Liang, and the NCID/SARS Community Outreach 
Team, “Fear and Stigma: he epidemic within the SARS outbreak,” Emerging Infectious Diseases 10(2004): 
358-363.  
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dominant political ideology (e.g., the preference of scientists in authoritarian regimes for 

contagion theory). This does not mean that the truths (i.e., empirical evidence) observed 

and documented by science vary depending on the political regime or system of 

governance, but the scientific establishment may be influenced to misinterpret or 

exaggerate some truths and disregard others.  

Twentieth-century medical and public health leaders in the United States may be 

forgiven for their optimism about the future of infectious disease. Those were, after all, 

times of relative peace from catastrophic disease outbreaks, with smallpox a distant 

memory, and polio a more recent but receding nightmare. (Both were spectacular 

successes of vaccination.) Although the latter decades of the century demonstrated with 

shocking clarity that infectious disease remained a formidable foe everywhere in the 

world, the U.S. does not experience even significant disease outbreaks, owing to multiple 

factors. Despite its beginnings as a new, horrifying, and poorly understood disease, or its 

continuing devastating toll globally, AIDS has been like a smoldering spreading fire in 

the U.S. rather than a rapid explosion. There are no plague or cholera outbreaks in North 

America, and in times of relative peace, the only boundaries that are routinely drawn and 

reinforced are between humans and the mundane bacterial flora and common viruses that 

colonize human or agricultural hosts, and these boundaries consist of hand sanitizer and 

antibacterial cleaning products. 112  

As noted earlier, the notion of boundary/threshold is also relevant to the 

distinction between preparation for and response to epidemics. . The way political power 

operates in inter-epidemic as opposed to intra-epidemic periods is as important as 

                                                 
112 A post 9/11 plague incident involved residents of the Southwest who lived in an area where the rodent 
population was dying of plague and contracted the infection from fleas. The New York Times headline was 
A disease that ravaged medieval Europe reappears." 
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distinguishing between “peace time” and “war” in a broader sense. Also, epidemics, like 

wars, are macrodeviations from the norm for societies, so the usual techniques of 

regulating and disciplining power may fail. As I discuss in greater detail in Chapters 4 

and 5, the potential exists for extreme reactions. 

 The sciences that inform public health policies and practices include numerous 

systems of classification that exemplify one area of public health and medical discourse. 

The political economy of truth in this discursive context involves the development of 

theories and hypotheses, and the production, analysis, and transmission of scientific data 

and information, all under the control of economic and political apparatuses such as 

government, academe, and the mass media (which in turn invest with authority and 

credibility scientific systems of classification and the institutions behind them).113 The 

construction of the metanarrative of victory over infectious disease was one of the truths 

thus constructed and amplified, and later dismantled by the accumulation of information 

contradicting it. Furthermore, one of the fundamental distinctions made in the realm of 

diseases—the chronic/infectious disease binary—has been disproven by evidence that 

microbes cause some cancers, and that infectious diseases can become chronic. For 

example, human papilloma and hepatitis B viruses may cause cervical and liver cancers, 

respectively, the bacterium Helicobacter pylori is implicated in the development of 

ulcers, and AIDS, a viral infectious disease has become a chronic disease with long-term 

treatment.114 In addition to broad disease categories, the public health disciplines include 

systems of classification for pathogens (see below) and for human cases (medical or 

clinical terminology for the stages of a disease, and to denote the relationship between the 

                                                 
113 Foucault, Power/Knowledge, 132. 
114  Lederberg, “Infectious History.” 
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human and the microbial). During epidemics, there are governmental or administrative 

means of classifying and separating individuals and groups based on scientific and 

epidemiologic data. The interaction of science, bureaucracy, politics, and culture in a 

climate of fear and crisis may also lead to the transformation of classification systems 

into systems of overt control. 

The host-agent-environment model of the interactions that create disease in a 

population is a useful device in public health. It succinctly illustrates the multiplicity of 

interactions, causes, and effects that cause and transmit infectious diseases, and where the 

history of medicine and public health is concerned, it is helpful for understanding what 

medical historian Charles Rosenberg described as “the individuality of disease” – the fact 

that differences in symptoms and modes of transmission elicit differing social response 

and economic consequences.115 Microbiology and its daughter disciplines, bacteriology, 

virology, and parasitology, have built on biological method of ordering the living world. 

Infectious diseases may be caused by three types of organisms, classified primarily as 

bacteria, viruses, and parasites.116 Bacteria are first classified based on their shape: rods 

shapes are bacilli, round shapes are cocci, spiral shapes are spirilli, and so on. Bacteria 

are further classified by their susceptibility to laboratory treatments, such as staining 

(some types of bacteria respond, others do not, thus, they are Gram-negative and Gram-

positive). Viruses, which are responsible for many of the world’s most infamous diseases, 

including smallpox, poliomyelitis, AIDS, and the influenza of the 1918 pandemic, may 

                                                 
115 Charles E. Rosenberg, “Framing Disease: The Creation and Negotiation of Explanatory Schemes,” The 
Milbank Quarterly 67(1989): 1-15. 
116 Late in the twentieth century, a fourth category of disease-causing entity was discovered, but this is not 
exactly a living organism. Prions, the causative entity in spongiform encephalopathies, are merely 
misshapen proteins, but they cause poorly understood and horrifying conditions like Mad Cow disease 
(bovine spongiform encephalopathy) and the human variation known as variant Creutzfeld-Jakob disease. 
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be classified as RNA or DNA viruses, based on the type of nucleic acid (DNA, 

deoxyribonucleic or RNA, ribonucleic acid) that contains the coded genetic information 

that will dictate what the virus does once it has entered the cells of a host organism. 

Viruses are further divided into families such as Orthopoxviridae, which includes 

smallpox and its cousin chickenpox, and Coronaviridae, which includes SARS. The 

influenza viruses (family Orthomyxoviridae) that cause both seasonal disease and rare 

but higher-impact pandemics are of three types:  A, B, and C, A infects humans and birds 

and swine, and B only humans.117 Type A influenza viruses are further classified by the 

proteins on the viral coat that help them attach to host cells: there are 16 hemagglutinin 

subtypes and 9 neuraminidase subtypes. Influenza A viruses change genetically from 

season to season, which is why a new vaccine is developed every year. However, these 

changes are minor and are called “drift”. Major changes over a short duration in the 

genome of a circulating viral subtype is called “shift”—this occurs much more rarely and 

may indicate that a virus has pandemic potential. The A(H1N1) of swine origin that is the 

cause of the 2009 pandemic is a newly discovered viral subtype that resulted from the 

mixing118 of human, avian, and two types of swine influenza viruses. 

 When a disease outbreak is occurring, clinicians and public health officials often 

speak of three categories of cases (a case is an instance of an individual thought to have 

been exposed): suspected, probable, and confirmed. Confirmed cases have had 

“isolates”— samples of their blood or other bodily fluids—tested in a laboratory, 

confirming the suspicion that the pathogen in question was the cause of the apparent 

symptoms. The foundation of these determinations is the germ theory of disease and 

                                                 
117 Influenza C does not infect humans and is not relevant to a discussion about human pandemics. 
118 i.e., genetic reassortment  
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contemporary understanding of the original conception of immunity—that of the human 

body against the disease agent—and of the way the immune system responds to the 

stimulus of a pathogen. This basic notion of immunity, according to Esposito is the basis 

for all other immunitary mechanisms, which are strategies or apparatuses constructed to 

manage risk—the risk the community poses to the individual, and the risk communities 

pose to themselves.119 When circumstances call for policy decisions to control disease 

spread, individuals or groups may be divided into well and non-exposed, well but 

exposed, and ill. In some historic settings, individuals have been physically coerced into 

moving to and remaining in certain locations to accomplish such policy objectives.  

Unlike the categories above, these are somewhat more fluid, drawing on clinical or 

observational evidence, but also on assumptions about people’s whereabouts and habits 

(among other things). For some infectious diseases, the period of well-but-exposed, 

known as the prodromal stage, may mean absolutely no symptoms, while for others, a 

fever may develop. A determination about exposure is contingent on certainty about the 

means of transmission. For some diseases including influenza (seasonal strains, avian 

H5N1, the current H1N1), it is not entirely clear which route of transmission is 

responsible for the greatest proportion of cases.120 Is the virus transmitted by droplet 

nuclei (e.g., airborne droplets of saliva)? Or is it transmitted by touching a contaminated 

object and then inoculating one’s own eyes, or nose, or mouth with the virus? In the fall 

of 2009, these questions and the scientific uncertainty about how influenza spreads 

surfaced in a Newsweek article about a debate in the public health community. The 

Centers for Disease Control and Prevention (CDC) messages about H1N1 influenza have 

                                                 
119 Roberto Esposito, “The Immunization Paradigm,” Diacritics 36(2006): 23. 
120 Frederick Hayden and Alice Croisier, “Transmission of avian influenza viruses to and between 
humans,” Journal of Infectious Diseases 192(2005): 1311-1314. 
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included the usual language about hand-washing. However, a CDC-funded academic 

researchers and other leading figures in public health challenged CDC’s communiqués as 

being potentially misleading and perhaps providing false reassurances to people who 

believe they are protected by hand-washing. "We don't want to create a crisis in 

confidence,” stated Michael Osterholm (an infectious disease specialist and a national 

authority on preparedness for pandemics and other public health emergencies) “but we 

have to be honest: the evidence doesn't show that hand-washing prevents the spread of 

the influenza virus.”121 

Public health officials and their predecessors have had several tools at their 

disposal to separate ill from well or to try to prevent spread of disease. These include 

classic quarantine, isolation of sick individuals, and generally only until the early decades 

of the twentieth century, the cordon sanitaire that was quite literally a border or boundary 

drawn around an entire city or region and policed by military personnel to attempt to 

keep human traffic from moving in or out of an affected area.122 An important scientific 

finding informing biopolitics during epidemics is the empirical evidence that some 

diseases cannot be stopped by separating humans from one another. The plague, for 

example, so vividly depicted by Camus, is spread by fleas borne by brown rats and not 

through human contact.123 (The quarantine of fictionalized Oran was an oppressive, 

totalitarian tactic with no scientific justification but with deep historical resonance—

quarantine and harsh methods of social control were applied in the centuries before 

modern microbiology explained how plague is transmitted.) Another public health tool is 

                                                 
121 J. Lester Feder, “Hand-Washing Won’t Stop H1N1,” Newsweek, September 15, 2009, 
http://www.newsweek.com/id/215435. 
122 From the Italian word for 40 days—the traditional length of time sailors on ships carrying infection 
would be forced to stay on board ship before stepping on dry land 
123 Albert Camus, The Plague (New York: Vintage, 1975). 
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the legal requirement to physicians to report certain diseases diagnosed in their practices. 

The CDC requires national reporting of approximately 64 diseases, and a state such as 

California may have as many as 100 reportable diseases, associated with varying degrees 

of urgency; some, such as HIV/AIDS, must be reported within a week, and others, such 

as anthrax and avian influenza, must be reported immediately. Methods of categorizing 

and separating human bodies during an epidemic demonstrates the public health aim to 

protect the boundaries and order that exist in society and to reproduce the meanings 

embedded in that order. In cases of catastrophic disease outbreaks, methods of separating 

the sick attempt quite literally to ensure that society and the human species will live on.  

On the biologic and epidemiologic level, methods of classification aim to make 

legible the unknown microbial “other,” to create and deploy knowledge in the prevention 

and control of microbes. The science of immunology provides some extraordinary 

insights at the interface between the human organism, its systems, tissues, and cells, and 

the trespassing microbes. Not unlike the immigrant or stranger, who may prompt 

concerned reaction in the community, an entering virus or bacteria triggers an immune 

response in the body. Different kinds of specialized cells, such as the white cells or 

lymphocites that include killer T-cells, B cells, and natural killer cells, play roles in 

protecting healthy cells.124 In later chapters, I examine in some detail the immunity and 

immunization metaphors that are the foundation for Roberto Esposito’s exploration of the 

common etymologic and semiotic core in the concepts of community and immunity—the 

Latin munus and its meanings (e.g., gift) that probe both the separation and the areas of 

indistinction between individual and society. Infectious diseases are the quintessential 

gift that keeps on giving.  
                                                 
124 Killer T-cells were introduced to public awareness by the emergence of HIV/AIDS. 
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Chapter 3: Public Health and the 1918 Influenza Pandemic 

 
 
The mobilization of an army is a medical as well as a military problem.1 
 
During an epidemic, democracy can be a very dangerous form of government; 
the need is for a strong central authority with a grasp of the basic principles of 
epidemiology.2  
 

 

In this chapter, I analyze the 1918 pandemic as a multi-layered case study of early 

modern American biopolitics.3 On the basis of archival and secondary sources described 

in the bibliography, I provide an overview of the pandemic’s unfolding in the United 

States, with a focus on what it revealed about public health theory, science, law, and 

practice—especially in the functioning of the early twentieth-century governmental 

public health apparatus.4 I used the three theoretical concepts, or more specifically, 

dimensions of biopower described in Chapter 1—Agamben’s state of exception, 

Esposito’s immunity, or immunitary, paradigm (and the antonym of community), and 

Foucault’s power/knowledge—to analyze the U.S. response to the pandemic as reflected 

in several themes emerging from my research. 

Several dimensions of 1918 pandemic story could be explored and analyzed 

through a Foucaultian approach. These include public health discourse and the effect of 

war-time censorship, the great interest in vital (or bio)statistics both as part of mobilizing 

a military for war and in the aftermath of a cataclysm in the health of the population, and 

the power effects that characterize the complex relationship (i.e., federalism) between 

                                                 
1 Victor C. Vaughan, A Doctor’s Memories (Indianapolis: the Bobbs-Merrill Company, 1926), out of print 
but available at http://www.vaughan.org/bios/vcv/vcvmem13.html (Accessed January 14, 2010). 
2 Alfred Crosby, America’s Forgotten Pandemic (Cambridge: Cambridge University Press, 2003),  236. 
3 As noted in Chapter 1, the pandemic took place between 1918 and 1920, but for brevity, I refer to it as the 
1918 pandemic rather than the pandemic of 1918-1920. 
4 Archival sources included the 1918-1919 influenza files from the Public Health Service records.  
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state and federal public health authorities, and the alliances and tensions between civilian 

public health and military authorities. Other aspects of the pandemic can be analyzed 

through Esposito’s two-sided theoretical approach to biopolitics—the binary immunity-

community. These include the features of influenza: spatial spread and transmissibility 

from person to person, the nature of immunity, and the societal factors and preventive 

practices that may strengthen or weaken immunity in the individual or limit spread in a 

population. Finally, Agamben’s work can help explain what led to the suspension of the 

rule of law (specifically of civil liberties) and of the normal, and the consequences of the 

state of exception in the unfolding of the 1918 pandemic, for example, the use of 

population control practices that violate individual liberty, and the use of misinformation 

and censorship to engender a sense of optimism and patriotism in the face of a terrifying, 

potentially fatal, and fast-spreading disease.  

Below, I provide an overview of the political and social milieu of the influenza 

pandemic, a concise timeline of the war and the pandemic, and a short description of the 

pandemic’s unfolding in the United States. I then describe and analyze public health 

strategies and practices—intended to strengthen immunity, expand and transmit 

knowledge, and control (and police) the spread of disease—that emerge from my 

research using the theoretical lenses provided by Foucault, Esposito, and Agamben. I 

look at the hybrid discourse of national emergency that found expression in the relations 

of power among experts, bureaucrats, and the public. Additional layers of the discourse 

included language about past scientific victories and uncertainty about the present threat, 

and the objectives of policymakers and public health specialists. The experts, medical and 

public health workers, were intensely interested in pursuing the cause of the disease, 
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making fully legible and ascertaining in a complete way the extent of the disease’s reach 

and effect on the population, devising ways to prevent a recurrence, and extending the 

lessons learned to other areas of infectious disease control and to public health practice in 

general. Government officials shared some of these interests, but also were eager to 

maintain calm and public order, and most of all, to ensure that the war effort was not 

impeded by other events and challenges. The public was pulled in different directions by 

feelings of concern about the spread of influenza, of patriotism and solidarity with the 

war effort, and confusion about the pronouncements of the medical and public health 

establishment.5 

 

Historical Context 

The 1918 outbreak took place against a backdrop of events that shaped both the 

trajectory of the disease and the state and public reaction to it. In addition to the war, 

these events included the American Progressive movement of the early twentieth 

century;6 the evolution of public health into a field distinct from but still linked to clinical 

medicine; and the intense preoccupation of the government with the contributions science 

and technology could make to human life and health, and to productivity and national 

prosperity.7 In the years before the U.S. entered the war, “preparedness,” a word that 

                                                 
5 A popular journalistic account of the 1918 pandemic is given in John Barry’s The Great Influenza: The 
Epic Story of the Deadliest Plague in History (New York: Penguin, 2005). The Great Influenza provides 
some discussion about the information environment (i.e., political and media discourse) that surrounded the 
1918 pandemic.  
6 The progressive movement included the work of social organizations and individuals on causes as varied 
as public morality, women’s voting rights, temperance, the needs of young children, and the work 
conditions and hours of laborers. 
7 In “Welfare, Reform and World War I” (American Quarterly 19[1967]: 520), Allen F. Davis writes that 
despite arguments to the contrary, the war or processes it set in motion served as catalysts in the various 
interrelated American movements for social justice and economic reform. So rather than sounding the death 
knell to the Progressive era, the war energized it, or at least some aspects of it, and some of the involved 
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would reappear eight decades later to describe readiness for a different kind of war (i.e., 

against bioterrorism and pandemics) became a hotly debated topic and a political risk for 

Wilson, with the nation and the legislature deeply divided about the war, and about 

America’s potential role in it. Nevertheless, Wilson’s platform in the 1914 campaign for 

reelection consisted of four p’s: peace, preparedness, progressivism, and prosperity.8 The 

pairing of peace and preparedness seems to reflect the fact that he was a man divided, and 

was emblematic of the paradoxes embedded in many of his speeches. 

Table 3.1  Brief Timeline of WWI and the 1918 Pandemic  

Time Event 

3 April 1917 The U.S. Public Health Service is militarized by 
Executive Order of the President  

6 April 1917 U.S. declares war on Germany and its allies 

Early spring 1918 Cases of a virulent influenza outbreak appear in several 
locations, from Kansas to New York and the disease 
then rapidly recedes  

Late August Cases of influenza in Boston 

Early September Cases of influenza on ships arriving at the port of New 
York 

Mid-to-late September  Influenza has spread to most of the country, including 
military posts 

11 November 1918 Cessation of hostilities  

December-January 1918 Influenza on the wane 

 

In April 1917, President Woodrow Wilson asked Congress to declare war against 

Imperial Germany, and in early July 1917, the first American troops landed in Europe. 

The United States was a late arrival to the Great War that had begun in 1914 and 

gradually engulfed much of Europe. Preparing for war included mobilizing the national 

                                                                                                                                                 
organizations and movements. One reformer wrote of the war “Laissez-faire is dead . . .  Long live social 
control: social control, not only to enable us to meet the rigorous demands of the war, but also a foundation 
for the peace and brotherhood that is to come.” 
8 John M. Cooper, Woodrow Wilson: A Biography (New York: Alfred A. Knopf, 2009). 
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economy, the higher education system, and popular sentiment, among other dimensions 

of American society. The civilian side of the war involved the creation of a Council of 

National Defense that became in some ways the ideological and managerial engine 

behind the national war effort, and it was reproduced in myriad state and local mini-

councils that took their orders from the top and also led some of their own activities. 

Under the Council’s auspices, and with central oversight by the Department of War, the 

U.S. Public Health Service, colleges and universities, the American Red Cross, civil 

society institutions and business entities came together to coordinate or participate in 

several major functions thought to be critical contributors to military victory.9 An officer 

from the Naval Academy wrote in September 1918 that “under the stimulation of the war 

not only is the federal government’s program in full progress, but state and city 

governments, civic and industrial organizations, public and private agencies are adopting 

coordinate measures for the promotion of national health and efficiency.”10 This upbeat 

narrative of a nation humming along in harmonious concert was written around the time 

the pandemic was beginning to explode on the scene. In a considerably darker assessment 

of the nation’s status in September 1918, historian Frederic L. Paxson wrote that “the 

organization of the American war government was complete. By the side of the normal 

civil agencies with restricted powers, it comprised a series of boards and administrations 

exercising dictatorial authority over economic and social matters.”11  

                                                 
9 Gary Gernhart, “A Forgotten Enemy: PHS’s Fight Against the 1918 Influenza Pandemic,” Public Health 
Reports 114(1999): 559-561. 
10 Walter Clarke, “The Promotion of Social Hygiene in War Time,” Annals of the American Academy of 
Political and Social Science, 79(1918): 178. 
11 Frederic L. Paxson, “The American War Government, 1917-1918,” The American Historical Review, 
26(1920): 54-76. 
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Federal law to suppress free speech exemplifies the state of exception that was 

already in place when the pandemic came on the scene. Spain’s neutrality in World War I 

and its relative freedom of the press to cover the early phases of the pandemic earned the 

outbreak its nickname of “Spanish influenza”. With the passage of the Espionage Act of 

1917 and its amendment in the Sedition Act of 1918 (“wartime departures from 

American custom”), newspapers were under pressure to maintain a tone of optimism in 

general, to avoid dampening the spirit of patriotism and the energetic push for victory in 

Europe. 12 One of Wilson’s advisors believed that “[t]ruth and falsehood are arbitrary 

terms. . . . There is nothing in experience to tell us that one is always preferable to the 

other. . . . There are lifeless truths and vital lies. . . . The force of an idea lies in its 

inspirational value. It matters very little if is true or false.”13 Mobilizing for war offered 

not just an opportunity, but a demand for inspiration, hence the ideologically-driven 

cheerfulness and confidence exuded by so many newspaper headlines of the day. Limits, 

subtle or overt, on public speech, including in the press, served a dual purpose by also 

checking reporting about the spread of influenza and about the state of the epidemic 

within the U.S.  

In 1918, the nation’s public health system and especially its governmental 

components (that accounted at the time for much of American public health), were 

shaped by the war government and its overriding objectives. As described above, war-

time governance had given rise to the state of exception: a suspension of some aspects of 

the rule of law and the normal procedures of government, or at least those of a 

democratic government, such as the separation between business and government 

                                                 
12 Anonymous, “Censorship heavier than Prussian muzzle,” New York Times, April 29, 1917. 
13 Barry, The Great Influenza, 126. 
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interests, the separation between military and civilian powers, and the principle of a free 

press.14 On April 3, 1917, three days before the U.S. entered the war, a presidential 

Executive Order militarized the Public Health Service.15 While this was a part of a larger 

movement of the executive branch, it also marked the start of a significant period in the 

history of the state of exception in the American biopolitical regime. In global historical 

context, Agamben describes the period between the first and second World Wars, as a 

“laboratory for testing and honing the functional mechanisms and apparatuses of the state 

of exception as a paradigm of government.”16 

These developments culminated in adoption of totalitarian governance strategies and 

judicial frameworks most overtly in Nazi Germany, but also in other European countries, 

and, in some areas of life, even in the United States (e.g., the eugenic movement of the 

early twentieth century).17 

In addition to a milieu of political and social ferment, the war effort absorbed 

enormous numbers of civilian physicians and nurses in the months before the beginning 

of the pandemic. The data in Table 3.1 show the dramatic increase in health care 

personnel in the military during mobilization for the war. The U.S. military increased 

from approximately 100,000 troops to 3.5 million, of which 2 million were transported to 

Europe. Medical personnel also expanded to keep up with the health needs of a growing 

military, and the additional needs presented by combat. 

 

                                                 
14 Giorgio Agamben, State of Exception, trans. Kevin Attell (Chicago: University of Chicago Press, 2005).   
15 John Parascandola, “Militarization of the PHS Commissioned Corps,”  September 2001. Available at 
http://www.lhncbc.nlm.nih.gov/lhc/docs/published/2001/pub2001060.pdf [accessed February 15, 2010]. 
16 Agamben, State of Exception, 7. 
17 See for example, Lawrence O. Gostin, Public Health Law: Power, Duty, Restraint, 2nd edition (Berkeley: 
University of California Press, 2008); and Alexandra Minna Stern, “Sterilized in the Name of Public 
Health: Race, Immigration, and Reproductive Control in Modern California,” American Journal of Public 
Health 95(2005): 1128-1138. 
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Table 3.2  Health care personnel in the WWI military  
Beginning of the war After mobilization 

Medical Department 

8,634 354,796 

Medical Corps 

833 30,591 

Army Nurse Corps 

403 21,480 

Enlisted Personnel (in Medical Department) 

6,619 281,341 

 Commissioned Sanitary corps 

0 2,919 
Source: War Department Annual Report, 1919.18   

 

From the records of the Army Surgeon General, cases of injury or illness requiring 

treatment during the war numbered 2,833,204. Of these, 2,422,362 required treatment for 

disease (largely infectious disease), 182,789 required treatment for ordinary injuries, and 

228,053 required treatment for battle injuries. Similarly, infectious disease far outranked 

battle injuries among causes of death.19 

The pandemic killed at least 20 million people, and by some estimates, as many as 

40 to 100 million world wide. Over half of a million Americans, more than 50,000 of 

them in the military, lost their lives over the three waves of the pandemic, and most 

within a few extremely deadly weeks in the autumn of 1918.20 The number of Americans 

                                                 
18 War Department Annual Reports, 1919 (in three volumes), vol. I (in four parts), part 3: Report of the 
Surgeon General (Washington, DC: Government Printing Office, 1920). 
19 Annual Reports, War Department, Fiscal Year Ended June 30, 1919. Report of the Surgeon General, 
U.S. Army, to the Secretary of War, 1919, vol. I and II (Washington, DC: Government Printing Office, 
1919). 
20 As noted in Chapter 1, Crosby’s America’s Forgotten Pandemic provides the frequently cited estimate of 
675,000 deaths in the United States.  An estimate of 550,000 is provided in Howard Markel, Harvey B. 
Lipman J. Alexander Navarro, Alexandra Sloan, Joseph R. Michalsen, Alexandra M. Stern, Martin S. 
Cetron, “Nonpharmaceutical interventions implemented by US cities during the 1918-1919 influenza 
pandemic, Journal of the American Medical Association 298(2007): 644. 
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killed by the disease exceeded the number killed in the two world wars, the Korean War, 

and the war in Vietnam.21  

The origin of the 1918 influenza pandemic is unknown, although many 

hypotheses exist and there has been some debate on the subject. An early hypothesis, 

reported by Alfred Crosby, pointed to Kansas.22 Some medical researchers have 

suggested a European origin, perhaps in British and French army camps.23 Virologists 

have been unable to determine a geographic origin and research indicates that there were 

early U.S. cases in places other than Kansas.24 The speculation about Kansas relates to 

the reports of a country physician who managed an outbreak of an extremely severe kind 

of influenza between January and March 1918 in the area of Haskell, Kansas and wrote 

about his experience in Public Health Reports (the PHS weekly journal that reported 

select morbidity and mortality data by state25) in 1918. This occurrence most likely 

marked the beginning of the first wave of influenza pandemic took place in the spring of 

1918 and was relatively mild, going largely unnoticed. This was followed by a severe 

                                                 
21 Alfred Crosby,. America’s Forgotten Pandemic: the Influenza of 1918 (Cambridge University Press, 
2003).  
For one source of American military deaths due to influenza (32,165 in U.S. military camps and 18,136 in 
Europe) see Alan Kraut, “Immigration, Ethnicity, and the Pandemic,” Public Health Reports 125(2010 
Suppl. 3): 123. 
22 See America’s Forgotten Pandemic. Barry popularized the Kansas hypothesis in his book, The Great 
Influenza. 
23 Oxford JS, Sefton A, Jackson R, Innes W, Daniels RS, Johnson NP, “World War I May Have Allowed 
the Emergence of ‘Spanish’ Influenza,” Lancet Infectious Diseases 2(2002): 111–4. 
24 See for example Ann H. Reid, Thomas G. Fanning, Johan V. Hultin, and Jeffery K. Taubenberger, 
“Origin and evolution of the 1918 “Spanish” influenza virus hemagglutinin gene,” Proceedings of the 
National Academy of Sciences, 96(1999): 1651-1656; Ann H. Reid, Jeffery K. Taubenberger, Thomas G. 
Fanning, “Evidence of an absence: the genetic origins of the 1918 pandemic influenza virus,” Nature 
Reviews Microbiology, 2(2004): 909–14; Donald R. Olson, Lone Simonsen, Paul J. Edelson, and Stephen 
S. Morse, “Epidemiological evidence of an early wave of the 1918 influenza pandemic in New York City,” 
Proceedings of the National Academy of Sciences, 202(2005): 11059–11063. 
25 The Public Health Reports remains a publication, now a bi-monthly journal of the U.S. Public Health 
Service under the auspices of the Association of Schools of Public Health. However, the weekly reporting 
function of the Reports has continued in the form of Morbidity and Mortality Weekly Report, a publication 
of the Centers on Disease Control and Prevention; 
http://www.cdc.gov/mmwr/preview/mmwrhtml/lmrkv.htm and 
http://www.publichealthreports.org/about.cfm 
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autumn wave (responsible for most of the mortality) beginning in early September, and a 

mild spring wave in 1919 with some cases (likely caused by the 1918 strain of influenza) 

perhaps continuing through 1920. In the twenty-first century, there has been considerable 

debate about the pandemic’s point of origin and the timing of its emergence. Public 

health officials claimed that the disease came from the East (some early cases were 

identified in China) or from the German front. People considered experts, such as 

government physicians, spoke authoritatively, though not knowledgeably, about the 

disease’s origins, severity, treatment, and prognoses.  

Although some news about influenza in Europe had been available for several 

weeks during the summer of 1918, the first widely publicized cases of influenza in the 

United States were in passengers on European ships docking at the Port of New York in 

August 1918.26 In early September, the first civilian cases began to appear, in the eastern 

part of Massachusetts and other areas near the Atlantic Coast prior to September 14, and 

gradually to more cities and other areas in higher and higher numbers.27 The first 

noticeable outbreaks in the U.S., however, appeared to be in military camps or 

cantonments. The New York Times reported on September 21, 1918, that the Surgeon 

General of the Army counted nine army camps with cases of influenza, for a total above 

9,000, with a high above 6,000 at Camp Devens.  

                                                 
26 See J.W. Kerr, Public Health Service (PHS),  to Assistant Surgeon General Warren, PHS, Washington, 
DC, April 2, 1919; Public Health Service Central Files (compiled 1897-1923), File 1622 - Influenza, Box 
146; Textual Records of the Public Health Service, 1794 – 1990, Records from the Department of the 
Treasury, Record Group 90; National Archives at College Park, College Park, MD (hereafter PHS 1918 
Influenza Files, Boxes 144-146) for a list of some of the earliest outbreaks outside the U.S. These included 
Bordeaux in April, 1918, in the British War Zone and American Expeditionary Zone in France in October 
1917, in Spain in May 1918, in Havana and London in June 1918. See also Perry Robinson, “Huns have 
epidemics: one is influenza; other is spirit of disobedience,” Washington Post, July 10, 1918, 3; and 
“Germs assail Spanish. Garrison at Morocco overcome by insidious epidemic,” Washington Post, June 4, 
1918, which reported that the “unknown disease” first appeared in Spain in early or mid-May. 
27 Sydenstricker, “Preliminary Statistics.” 
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The co-occurrence of war and pandemic was not necessarily coincidental. Some 

scholars have concluded that the extreme overcrowding in military installations, the 

massive social gatherings to support the war effort and the transatlantic movement of 

troops during World War I served as ideal facilitators of the type of genetic 

transformation that made the garden-variety influenza virus a highly virulent pathogen 

and made the disease spread efficiently among large numbers of people. Medical 

historians such as Charles Rosenberg, Alan Kraut, and Howard Markel (and biologist 

Joshua Lederberg, from a different perspective) have described in detail the interactions 

between human societies and microbes, and how the response to diseases and infected 

people and populations both reflected and led to the creation of certain societal structures 

and patterns, and these, in turn, created conditions that were sometimes helpful to 

microbes and increasingly dangerous to humans.28 With the hindsight of a half-century, 

Alfred Crosby found in the “interweaving of the war and the pandemic . . . a pattern of 

complete insanity.”  

On September 11 Washington officials disclosed to reporters their fear that 
Spanish influenza had arrived, and on the next day thirteen million men of 
precisely the ages most liable to die of Spanish influenza and its complications 
lined up all over the United States and crammed into city halls, post offices, and 
school houses to register for the draft. It was a gala flag-waving affair 
everywhere, including Boston, where 96,000 registered and sneezed and coughed 
on one another.29 
 

                                                 
28 See for example Charles E. Rosenberg, “Cholera in Nineteenth-Century Europe: A Tool for Social and 
Economic Analysis,” Comparative Studies in Society and History 8(1966): 452-463; Howard Markel and 
Alexandra M. Stern, “The Foreignness of Germs: The Persistent Association of Immigrants and Disease in 
American Society,” Milbank Quarterly 80(2002): 757-788; Alan M. Kraut, Silent Travelers: Germs, Genes, 
and the“Immigrant Menace,” (New York: Basic Books, 1994); Joshua Lederberg, “Infectious History,” 
Science 288(2000): 287. 
29 America’s Forgotten Pandemic, 46; Crosby is referring to the third and final draft registration for WWI, 
which took place on September 12 (see Trevor K. Plante, Military Service Records at the National 
Archives, Reference Information Paper 109, National Archives and Records Administration, Washington, 
DC, 2007).   
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The synergy between America’s entry into the war and the emergence of the 

pandemic influenza virus appears clearly in the newspaper coverage of the day, in policy 

decisions and political activities, in the medical arena, and in a variety of social and 

cultural events. This intertwining also reveals the fine and even vanishing line between 

life and death in the calculations of the State, and highlights the fact that the biomedical 

techniques used to save soldiers’ health and lives were themselves direct or indirect 

forces leading to life or death. Some soldiers who were kept healthy by preventive 

medicine (i.e., vaccination, but not against influenza) lived another day to kill or be killed 

in battle, and others, injured in battle, were kept alive by surgery that simply postponed 

death by a day or a week. In addition to supporting the health aspects of the war effort in 

theater and caring for the population (though at considerably diminished capacity), 

American health care workers, including personnel mobilized by the Public Health 

Service, also treated influenza cases at government ammunition plants and shipyards and 

other war-industrial sites of importance.30   

The war-time biopolitical apparatus composed of civilian and military public 

health and medical enterprises, with research support from academia, and with local 

extensions (e.g., public health officers, Red Cross chapters, various citizen’s groups, local 

war boards) also established a complex information-gathering mechanism—a vast project 

of biopower—in the form of the Selective Service registration. The World War I draft 

took place in three registrations, and of the 24 million men who registered, only 3.5 

million became part of the active military.31 Nearly a third of recruits were found 

                                                 
30 Assistant Surgeon Thomas Parran, Jr., Florence Alabama to Surgeon General Rupert Blue, October 19, 
1918, PHS 1918 Influenza Files, Box 144. 
31 Trevor K. Plante, Military Service Records at the National Archives, Reference Information 
Paper 109 (Washington, DC: National Archives and Records Administration, 2007). 
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ineligible to serve for health reasons, such as active tuberculosis infection or venereal 

disease, and some observers were appalled that so many of ‘our boys’ were found to be 

substandard in physical characteristics or in health status.32 This process “for separating 

the normal and the abnormal” is strongly reminiscent of Foucault’s study of nineteenth-

century “mechanisms of power which have invested human bodies, acts and forms of 

behavior.”33 In addition to screening all those who registered and separating the healthy 

or normal from the unhealthy or abnormal, the military health enterprise concerned itself 

with a variety of health issues, most prominently sexually transmitted, or as they were 

then known, venereal diseases.34 Foucault wrote about how the social and governmental 

attention to sex was situated at the intersection of control of individual bodies and control 

of the population and this nexus was especially evident in screening and subsequently 

health education in the military.35 In fact, social hygiene was thought to be so important 

to the war effort that the Committee on Hygiene and Sanitation of the General Medical 

Board of the Council of National Defense meeting in Washington after America entered 

the war made a set of recommendations to the federal government. The Council of 

National Defense adopted their resolutions calling for the Departments of War and the 

Navy to “officially recognize that sexual continence is compatible with health and that it 

is the best prevention of venereal infections” and to take preventive measures including 

“exclusion of prostitutes” and “control of the use of alcoholic drinks” to combat “our 

most subtle enemy.”36 Statistical studies by the Surgeon General of the Army found that 

                                                 
32 Carol R. Byerly, Fever of War: The Influenza Epidemic in U.S. Army in World War I (New York: New 
York University Press, 2005). 
33 Power/Knowledge, 61. 
34 See for example Walter Clarke, “The Promotion of Social Hygiene in War Time,” Annals of the 
American Academy of Political and Social Science, 79(1918): 178. 
35 Power/Knowledge 
36 Clarke, “The Promotion of Social Hygiene in War Time.” 
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“five-sixths of all cases of venereal infections reported by the army since our 

mobilization were acquired by soldiers prior to their coming under military control and 

discipline.”37 A September issue of the Public Health Reports described venereal diseases 

as “the greatest single foe to health and efficiency” and urged every physician to “report 

his cases of venereal disease in accordance with his State laws, and thus add further to his 

patriotic services to the Government at this time.”38 These activities were informed both 

by public health objectives to identify and treat disease and by a sort of translation of the 

progressive ideology of the early twentieth century, which, in the context of the war 

included a drive to rationalize it, to conduct the provisioning of the military in the most 

efficient way possible, and fashion the entire nation into a smoothly operating machine 

(made up of vigorous, healthy, morally temperate, and cheerful human cogs) whose sole 

purpose was victory.  

 

State of the medical and public health fields in 1918 

As described in the introduction, the Public Health Service Act of 1912 had 

renamed what was formerly known as the Public Health and Marine Hospital Service, 

and the Public Health Service (PHS) was officially charged to “study and investigate the 

diseases of man and the conditions influencing the propagation and spread thereof.” The 

PHS was based in Washington, DC, in the Department of Treasury, and its 

Commissioned Corps of professionals (all physicians at the time) were placed all over the 

United States, including as medical officers of quarantine stations at U.S. ports. The 

commissioned officers constituted a core element of the public health system and played 
                                                 
37 Clarke, “The Promotion of Social Hygiene in War Time,” 187 . 
38 C.C. Pierce, “Reporting Venereal Diseases,” Public Health Reports 33(39): 1636. 
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a major role in the response to the influenza pandemic, coordinating the organization of 

health care services, providing public information through the newspapers, collecting 

data and channeling it to a central repository. At the state level, there were state 

departments of health led by state health officers, and boards of health that provided 

guidance and made policy. Similar structures were also in place at the local level. The 

relationship between the federal public health entity and its state counterparts was an 

important subject of legislation beginning in the late nineteenth century, and remained a 

sometimes contentious topic in 1918, with tensions arising even at the height of the 

epidemic over the role of the federal government at the state and local level.39 

By the end of the nineteenth century and beginning of the twentieth century, the 

germ theory of disease had become an accepted scientific tenet, the public health field 

had become more professionalized and developed an identity distinct from but linked 

with clinical medicine, and several successful vaccines, including one against tetanus, 

had been developed.40 Public health historians Elizabeth Fee and Dorothy Porter wrote 

that bacteriology became the ideological marker that differentiated “the ‘old’ public 

health, the province of politicians, physicians, and reformers, from the ‘new’ public 

health, which would belong to scientifically trained professionals.” In the realm of public 

health, physicians interacted with nurses, sanitarians, hygienists, epidemiologists, and 

statisticians, with the common goal of preventing death and disease. Public health had a 

dual function in society as an instrument of the government and as a hybrid field of 

                                                 
39 Chapter 5 discusses the challenges presented by federalism in the twenty-first century.  
40 Elizabeth Fee and Dorothy Porter, “Public Health, Preventive Medicine, and Professionalization: 
England and America in the Nineteenth Century,” in Andrew Wear, Medicine in Society: Historical Essays 
(Cambridge University Press, 1992), 249-276. See also Carol R. Byerly, Fever of War: The Influenza 
Epidemic in U.S. Army in World War I (New York: New York University Press, 2005). 
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scientific and social study devoted to understanding the causes of poor health and death 

and addressing them at a very early stage. 

 Compared to the highly complex contemporary network of public, private, and 

non-profit sector actors, the landscape in 1918 was relatively uncluttered. The response to 

the pandemic included a hybrid workforce of public health and health care workers, 

teachers, and housewives, and the main organizations working with the U.S. Public 

Health Service included the Red Cross (a quasi-governmental organization that filled the 

gaps in health care and provided or coordinated efforts to provide necessities, such as 

food, to people caught up in the maelstrom); the PHS was responsible for finding 

physicians for underserved areas and the Red Cross was charged with placing nurses in 

areas that required their services.41 In September and early October 1918, PHS appointed 

a director for each state—in many cases, the State Health Officer was appointed to direct 

activities as field director of PHS personnel. The Commissioner of Indian Affairs was 

                                                 
41 From the American Red Cross website (underlining mine): “The American Red Cross is an independent 
entity that is organized and exists as a nonprofit, tax-exempt, charitable institution pursuant to a charter 
granted to it by the United States Congress. Unlike other congressionally chartered organizations, the Red 
Cross maintains a special relationship with the federal government. It has the legal status of "a federal 
instrumentality," due to its charter requirements to carry out responsibilities delegated to it by the federal 
government. Among these responsibilities are:  
� to fulfill the provisions of the Geneva Conventions, to which the United States is a signatory, assigned 

to national societies for the protection of victims of conflict,  
� to provide family communications and other forms of support to the U.S. military, and  
� to maintain a system of domestic and international disaster relief, including mandated responsibilities 

under the National Response Plan coordinated by the Federal Emergency Management Agency 
(FEMA).  

According to the Red Cross “The number of local chapters jumped from 107 in 1914 to 3,864 in 1918 and 
membership grew from 17,000 to more than 20 million adult and 11 million Junior Red Cross members. 
The public contributed $400 million in funds and material to support Red Cross programs, including those 
for American and Allied forces and civilian refugees. The Red Cross staffed hospitals and ambulance 
companies and recruited 20,000 registered nurses to serve the military.”  
For a history of the Red Cross around the turn of the twentieth century, including an analysis of American 
Progressivism, class ideology, and the notion of scientific charity that influenced the movement, see Marian 
M. Jones, “Confronting Calamity: The American Red Cross and the Politics of Disaster Relief, 1881-
1939,” (PhD diss., Columbia University, 2008).  
See also Monica Schoch-Spana, “ ‘Hospital’sHospital's Full-Up’": The 1918 Influenza Pandemic,” Public 
Health Reports, 116(2001; Suppl 2): 32-33. 
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also made a Field Director. Others physicians were detailed as officers to cooperate with 

the local health officers in directing relief.42  

The American Public Health Association, founded in 1872, initially planned its 

1918 annual meeting for October, but the severe and swift autumn wave of the pandemic 

led to postponing the meeting until December 1918. The association’s publication, the 

American Journal of Public Health, devoted a full issue to the proceedings of the meeting 

that focused largely on the response to the pandemic and on lessons learned. The Journal 

and other sources attest to the field’s increased professionalism and sophistication—the 

association assumed an important role in coordinating new research on influenza and the 

development of policy recommendations for the future.43 

The 1918 pandemic took place eight years in the wake of the 1910 Flexner report 

on the state of American medical education that began the transformation of American 

medicine. At the turn of the twentieth century, American medicine represented a motley 

array of training options (from schools of homeopathy to universities teaching scientific 

medicine) and a wide range of knowledge and skills. The American Medical Association 

(AMA) began to call for standardizing and increasing the rigor and quality of medical 

education, and in 1908, the AMA’s Council on Medical Education commissioned a major 

survey of all American medical training institutions at the time. Abraham Flexner’s 

report led to the closure of many medical colleges and to the institutionalization of the 

“ideal” medical training program—experiential, based on the scientific method, and 

                                                 
42 Rupert Blue, “Epidemic Influenza and the U.S. Public Health Service,” (no date), PHS 1918 Influenza 
Files, Box 144, published by the same title in Supplement 33 to the Public Health Reports, September 27, 
1918. 
43 The association and the journal remain central to the public health profession in the twenty-first century. 
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consisting of two years of classroom training and two years of practical training.44 The 

1918 pandemic occurred just eight years after this milestone in American medicine, 

which means that the physicians available in the U.S. at the time continued to represent a 

range of legitimacy and competence. 

The remainder of the chapter is organized into three sections on the biopolitical 

regime, its discourses and practices, and includes examples and analysis of each of the 

three theoretical concepts described above. 

� The structure and shape of the biopolitical regime or apparatus in 1918-1919—the 

governmental and non-governmental structures engaged in managing medical aspects 

of the war or of civilian life in general and the pandemic in particular; the locus of 

sovereignty and the role of federalism; and the immunitary dispositifs (devices or 

attributes) that serve to immunize the individual from society, and that also are the 

targets of biopower. 45 

� Discourse as a vehicle for power in American public health, including on the one 

hand war-time restrictions on free speech, and on the other hand the intertwining of, 

or more explicitly, the zone of indistinction between pandemic and war discourses.  

                                                 
44 Abraham Flexner, Medical education in the United States and Canada (New York: Carnegie Foundation 
for the Advancement of Teaching, 1910); see also Andrew H. Beck, “The Flexner Report and the 
Standardization of American Medicine,” Journal of the American Medical Association 291(2004): 2139. 
The nursing profession underwent similar efforts to standardize and legitimize the field, and the war and 
pandemic placed demands on the nursing workforce, while posing a challenge – how to supplement the 
insufficient ranks of nursing without diminishing the profession’s hard-won recognition and legitimacy. 
See for example Arlene W. Keeling “ ‘Alert to the Necessities of the Emergency’: U.S. Nursing During the 
1918 Influenza Pandemic,”  Public Health Reports 125(2010 Suppl. 3): 105. 
45 Roberto Esposito defines immunitary dispositifs in Bios: Biopolitics and Philosophy (Minneapolis: 
University of Minnesota Press, 2008). 
 



 127

� The practices of the biopolitical regime in its civilian and military guises: preventive 

(individual and population-based), therapeutic (the care of ill individuals), and 

knowledge-producing.  

 

The Biopolitical Regime  

The Wilson administration invested overwhelmingly in the aspects of the 

biomedical and scientific apparatus that would support the war effort. Unaware an 

influenza epidemic was brewing the American health establishment gave of its resources 

with patriotic abandon. As described above, the war effort drew enormous numbers of 

physicians and nurses in the months before the beginning of the pandemic, draining the 

country of its health care providers. A legislative proposal had been under development 

early in the war and months before the beginning of the pandemic in recognition of the 

potential impending shortage of health care workers to care for the routine needs of the 

civilian population. The government, the public health community, and others called for 

the formation of a Voluntary Medical Reserve Corps.46 President Wilson signed the act in 

October 1918, by which time most of the country was already engulfed by the influenza 

outbreak, stretching to the limit the already thin health care capabilities of most 

communities. A PHS report noted ruefully that while the Senate had approved a bill to 

create a Reserve Corps a year before the pandemic, the House allowed it to languish, 

                                                 
46 Elsewhere called a Public Health Reserve, Volunteer Medical Service Corps, and in a letter from the 
PHS archives, (American) Volunteer Medical Corps. See George A. Graham, Kansas City, to Surgeon 
General Rupert Blue, Public Health Service, Washington, DC, January 8, 1919, PHS 1918 Influenza Files, 
Box 145; and Surgeon General Rupert Blue to George A. Graham, Kansas City, Mo., January 14, 1918, 
PHS 1918 Influenza Files, Box 145. See also David Greenberg and M.P Horowitz, Public Health Notes: 
United States Public Health Service and Influenza, American Journal of Public Health 9(1918): 878. 
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delaying action until October 1918, “too late to be of any use in influenza.”47) This may 

indicate that civilian public health was a fairly low priority, despite the government’s all-

consuming interest in the military aspects of health. The war-time state of exception 

clearly privileged military lives over those of civilians. I found examples of a systematic 

approach to distributing health care personnel among the armed forces (including the 

ratio of physicians and nurses per number of soldiers), but I did not find similar evidence 

that the needs of the civilian population were taken into consideration at the highest level 

of biopolitical planning (e.g., number of physicians and nurses needed to have a 

functioning hospital under normal, non-pandemic, circumstances). In fact, some of the 

letters and telegrams sent to the Surgeon General of the Public Health Service during the 

unfolding of the epidemic attest to the severe shortage of physicians and nurses.48 

Requests from cities around the country were sometimes not filled because workers were 

not available. Considerable gaps in the nursing workforce were filled with women with 

no or little medical training who responded to the need and volunteered to serve on the 

home front. Toward the end of the war, several doctors whose physician sons were 

serving on the Western front urged the military to return them home where they were 

desperately needed to take care of influenza victims.  

The end of World War I marked an early point in the recognition that all crises, 

including wars and epidemics, require readiness—a pre-existing machinery that can be 

                                                 
47 PHS, “Brief outline of activities of the Public Health Service in Combating the Influenza Epidemic—
1918-1919,” Annual Report of the Surgeon General of the Public Health Service of the United States for 
the Fiscal Year 1919 (Washington, DC: Government Printing Office, 1919). 
48 R Inverney? (name only partially decipherable), Medical Officer in Charge in Fayetteville, North 
Carolina, to Surgeon General Rupert Blue, Public Health Service, October 18, 1918, PHS 1918 Influenza 
Files, Box 144), noted that the three physicians (beside the health official himself) and six nurses were 
“scarcely adequate for taking proper care of the immediate vicinity” and explained that areas surrounding 
Fayetteville experienced “more sickness than can be properly looked after.”  
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easily activated to address the crisis.49 Agamben’s assertion that “[t]he declaration of the 

state of exception has gradually been replaced by an unprecedented generalization of the 

paradigm of security as the normal technique of government”” is pertinent to an analysis 

of the 1918 pandemic in several areas.50 Although the Council of National Defense 

created for World War I was suspended at the war’s end, infringements on free speech 

were lifted, and the militarization of the PHS was overturned, one could argue that the 

precedent was set for linking civilian and military health during war and in peacetime, 

and for making public health more or less overtly a part of the modern state’s security or 

national defense apparatus.51 In his statement introducing the Council to the American 

people, Wilson wrote that “[t]he Country is best prepared for war when thoroughly 

prepared for peace.”52 

War-time media censorship did not continue, and neither did the public health 

emergency measures (such as the closure of theaters and churches) undertaken to prevent 

the spread of influenza, but these examples of a suspension of the normal primed society 

toward a great level of acceptance of the different rules that come into being during a 

crisis. The state of exception operates in some ways like an immunitary mechanism—it 

                                                 
49 See for example the remarkable war-time growth of the American Red Cross, which was maintained as 
the organization became one of the largest and most important disaster relief organization in the United 
States (having successfully argued earlier, under Clara Barton’s leadership, that the Red Cross societies 
should be charged with disaster relief and assistance not only in war, but in civil disasters of all kinds. See 
Brief History of the Red Cross at www.redcross.org.  
50 Agamben, State of Exception, 14 
51 In 1921, the Attorney General issued an opinion that converting a civilian agency into a military force 
was a function of the legislative and not executive branch of government. See John Parascandola, 
“Militarization of the PHS Commissioned Corps,” September 2001. Accessed on the website of the 
National Library of Medicine at http://www.lhncbc.nlm.nih.gov/lhc/docs/published/2001/pub2001060.pdf.  
52 “President Names Defense Advisers,” New York Times, October 12, 1916. One of the seven members of 
the Advisory Commission to the Council of National Defense was Franklin Martin, a high profile Chicago 
surgeon. More recent examples of the continuation of the state of exception in public health include the 
Cold War era and the inclusion of the Public Health Service in the Federal Security Administration, and the 
twenty-first century biopolitical apparatus of homeland security, which subsumes public health in the 
context of responding to a national emergency, such as a major disease outbreak or a bioterrorism. This is 
discussed in some detail in Chapters 4 and 5. 
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represents the State’s attempt both to preserve itself and to achieve its goals. It is possible 

that similar to human immune system priming, repeated exposures to the state of 

exception (e.g., during the World War II, the Cold War, and the George W. Bush “War 

on Terror”) strengthen the body politic’s tolerance for it. Frequent use of temporary crisis 

arguments may make them more palatable and routine. This overuse may also increase 

the biopolitical apparatus’ own tolerance, leading to a self-destruction or suicidality. 

Repeated exposure to an allergen may build up the strength of the body’s response in an 

imperceptible way, until the tenth or twentieth peanut butter sandwich results in life-

threatening or fatal anaphylactic shock—Esposito would term this tendency to self-

destruct autoimmunity. (Other examples are found in autoimmune disorders such as 

rheumatoid arthritis.) In his analysis of immunity, Esposito finds that, not unlike the 

human immune system that turns on itself, the national community or State reaction to a 

major crisis such as a war or epidemic can itself result in destruction of the fabric of 

society apart from the event’s own destructive consequences. 

Despite the perception that it faded from the public memory, the 1918 pandemic 

clearly left a mark in the professional consciousness of the public health and medical 

communities, and especially their military counterparts.53  When a case of swine 

influenza appeared at Fort Dix in New Jersey in 1976, followed by one death and four 

more cases, the past generation’s collective memories of the 1918 pandemic’s impact on 

the military and civilian populations came rushing back. The response was ideological 

                                                 
53 According to a report commissioned by HHS, the decision was made that “… inoculations could begin in 
summer, when the chance of flu was slightest and the risk of panic least. Meanwhile plans could be made 
for mass immunization.”  See Richard E. Neustadt and Harvey V. Fineberg, The Swine Flu Affair: 
Decision-Making on a Slippery Disease, Washington, DC: U.S. Department of Health, Education, and 
Welfare, 1978), 10. Alfred Crosby also discusses the role of the 1976 scare in reviving bureaucratic 
memories of the 1918 pandemic in America’s Forgotten Pandemic.  
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and political, rather than scientific, and it was motivated by fear—fear of casualties akin 

to those of 1918, and at the highest levels of government, fear of political failure, and not 

least, fear of potential civil unrest resulting from public panic.54 

There are three important tensions within the biopolitical regime of 1918. One is 

the tension between the dueling identities of public health as an arm of government often 

at the mercy of political and ideological winds and a professional discipline with 

substantial scientific underpinnings. As a component of government bureaucracy, public 

health agencies do not privilege scientific evidence alone, but also consistency of that 

evidence with government objectives, for example, the imperative to maintain public 

order and convey an impression of the government as knowledgeable, authoritative, and 

effective. Perhaps these factors informed the actions of the PHS in 1976 before scientific 

and clinical objectives.  

 I found it surprising that U.S. Surgeon General Rupert Blue, the head of the PHS 

and the government’s “point person” on the epidemic, did not mention influenza once in 

his keynote address at the December 1918 Chicago meeting of the public health 

association. Surgeon General Blue reflected on the past year and on the achievements of 

American public health in promoting health and protecting against infectious disease, but 

                                                 
54 “… inoculations could begin in summer, when the chance of flu was slightest and the risk of panic least. 
Meanwhile plans could be made for mass immunization” from Neustadt and Fineberg, The Swine Flu 
Affair,10.   The 1976 swine flu affair tapped into the biopolitical state of exception of 1918. A few cases of 
swine influenza among soldiers at Fort Dix cases caused an all-out war of preemption. Laboratories, 
military and civilian, began preparing seed virus, the Ford administration brought together the brightest 
scientific minds of the day, including both Salk and Sabin, creators, respectively, of the two main (and 
competing) vaccines against poliomyelitis.  The subsequent vaccination campaign was both a remarkable 
operational achievement (40 million people vaccinated at mass clinics in 10 weeks) and a stunning 
overreaction because the feared pandemic never materialized, and two hundred cases of the rare Guillan-
Barré Syndrome (GBS) were found to represent an excess over the disorder’s usual background rate in the 
population. (GBS was known to be a rare side effect to influenza infection and is now thought to be linked 
with influenza vaccination, but this is not entirely clear.) The scientific debate about the risks of influenza 
vaccine, including the potential risk for GBS has been revived by the 2009-2010 H1N1 influenza 
vaccination program. For more, see David J. Sencer and J. Donald Millar, “Reflections on the 1976 Swine 
Flu Vaccination Program,” Emerging Infectious Diseases 12(1: 2006), 29-33. 
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he did not once mention the influenza pandemic that had been the infectious disease of 

the year and had overwhelmed the resources of the PHS (Congress appropriated one 

million dollars at Blue’s request) and ravaged the country for nearly three months. In 

contrast, most of that year’s APHA meeting was devoted to examining lessons learned 

from the pandemic, sharing best practices and scientific findings, and disclosing and 

exploring the gaps in the scientific knowledge (such as the nature of the pathogen, the 

potential for developing a vaccine).55 It is possible that the Surgeon General chose to 

exclude influenza from his address on the public health profession’s victories over 

infectious diseases because influenza was a main theme of the meeting. One could 

speculate, however, that this may have been a political decision, influenced by the 

political environment of the day—not wanting the epidemic to supplant the war, or the 

elation of the month-old armistice. I found a similar example of the disconnect between 

government officials and other health workers in a debate between Royal Copeland, New 

York City health commissioner, and S.S. Goldwater, former health commissioner and 

Director of Mt. Sinai Hospital, publicized by the New York Times. Dr. Goldwater, the 

Times reported, “is of the opinion that conditions are far worse than the public is aware 

and that unless help comes from the Government, should the epidemic spread, there will 

be danger that many will suffer from lack of care. Dr. Copeland, taking the contrary 

view, . . . said the former Health Commissioner was taking the provincial view ‘bounded 

by the walls of Mt. Sinai Hospital, and reported that his survey of city hospitals revealed 

that many had dozens of empty beds” to which Dr. Goldwater could send excess 

                                                 
55 The January 1919 issue of the American Journal of Public Health included complete transcripts of Blue’s 
speech and a collection of major papers on the influenza pandemic delivered at the conference by federal, 
state, and local public health officials and other experts. 
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patients.56 Royal Copeland appears to have been an effective public health official, but 

New York Times accounts indicate a sense of optimism and confidence in many of his 

statements about the status of the influenza epidemic in New York City.57 It is possible, 

however, that at least part of the confidence was inspired not by a desire to minimize the 

potential seriousness of the situation, but rather, by the limits of medical knowledge at the 

time. 

The second noticeable fissure in the biopolitical regime was caused by the conflict 

between the political goals of military mobilization (and parallel civilian mobilization to 

support the war effort with their resources and their service to war industries) and the 

disease control goals of public health officials. Both military and public health aims were 

immunitary in nature: fighting in the war represented an effort to protect American 

                                                 
56 Anonymous, “Experts Disagree on Epidemic Here,” New York Times, October 7, 1918. 
57 For a description of some of the strategies used by Copeland to attempt to control the spread of influenza 
in New York City, see Alexandra M. Stern, Mary B. Reilly, Martin S. Cetron,  Howard Markel, “Better Off 
in School”: School Medical Inspection as a Public Health Strategy During the 1918–1919 Influenza 
Pandemic in the United States,” Public Health Reports 125(2010 Suppl. 3): 63. For New York Times 
articles about Copeland’s statements, see “No Quarantine Here Against Influenza,” August 15, 1918 (“ . . . 
no need for our people to worry over the matter”); “Health Head Calls Influenza Inquiry,” August 16, 1918 
(“There is not the slightest danger of an influenza epidemic breaking out in New York, and this Port will 
not be quarantined against that disease.”); “To Fight Spanish Grip,” September 16, 1918 (“Only twenty-
three cases of influenza had been reported to the Health Department here, Commissioner Copeland said, 
and all had been isolated so that there was no danger of the disease spreading from them.  All the cases 
were sailors from the American Navy, who contracted the illness on ships as the result of heavy colds, Dr. 
Copeland said, and all were mild except two that had developed pneumonia.”); “New York Prepared for 
Influenza Siege,” September 19, 1918 ; “Find 114 New Cases Influenza Here,” September 24, 1918 (“. . . 
confident the illness is not spreading alarmingly”); “A Danger Too Late Realized,” September 27, 1918:  

Of panic there is no need whatever, but it is to be regretted that the measures for 
its restriction and suppression which our civilian and military health authorities 
are now taking did not begin some weeks ago—that is, immediately on the 
arrival of the first cases from abroad.  
At that time we were assured that because we were adequately fed and had not 
suffered any such great and prolonged mental strains as have the populations of 
most European countries, there was no danger that the disease would spread 
here either as rapidly or as far as it did there.  All of these assurances have 
proved fallacious, and nowhere among us have the ravages of the influenza been 
as swift or as often fatal as in our training camps, among men as strong and well 
fed as any in the world.  They are all young, too, and the great majority of them 
are suffering from no mental strain except the one produced by an eager desire 
to get “over there” as quickly as possible.  
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liberty and preserve and reproduce American culture. Public health officials similarly 

sought to protect American health and wellbeing against the onslaught of a viral enemy 

capable of causing widespread death and at best a great deal of serious illness. However, 

public health was subordinate to military objectives during the war, allowing for a certain 

level of exchange between a civilian government entity and a military one characterized 

by a permanent state of exception where limitations on civil liberty and privacy were not 

a paramount concern. One telling example of what can happen at the interstices between 

civilian and military realms in time of war may be found in May 1917, nearly one year 

before the first, mild wave of the pandemic in the spring of 1918. Dr. Franklin Martin, 

member of the advisory commission to the Council of National Defense spoke to the 

State and Provincial Boards of Health on May 3, 1917, and his statement was printed in 

the American Journal of Public Health. In his statement, he spoke with emotion about 

events that had transpired several days earlier. “We are so filled with pride over the 

actions and developments of the last few days that we can scarcely speak of it, because of 

the great compliment that has been paid to the medical department of the military forces 

of this government.” He then described meeting the ranking medical officer of the British 

Balfour Commission at the White House (the commission had come to America on an 

information-sharing and fact-finding mission). Balfour asked for American nurses and 

physicians to support the French and British militaries in Europe. The plan, agreed to by 

the Secretary of War within one hour, was to send 200 physicians and 200 nurses per 

month for many months. This was at the beginning of the severe depletion of health care 

workers that so profoundly hampered the nation’s ability to respond to the pandemic. One 

participant in the discussion that followed (whose comments are included in the journal 
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article), was PHS physician Rucker, who cautioned against neglecting the health of 

civilians in a time of war, and noted that “some of the states have very unwisely reduced 

their health appropriations in order to increase their appropriations for defense, losing 

sight of the fact that the greatest defense this nation can possibly have . . .  is the defense 

of health.”58 I found the closing comments of a Dr. Woodward from the District of 

Columbia chillingly prophetic: 

If they wanted me in an airship or submarine, I would go. I will follow the 
President. . . . My advice to the men here is to do the same thing—to trust 
the President. He will not disrupt the sanitary service of the country unless 
it is necessary for the maintenance of proper military forces. That is my 
position and I advise others to follow. 
 

The disruption of the sanitary service is precisely what happened. However, sacrificing 

the nation’s health by leaving it woefully underserved by health care workers did little to 

support the health and well-being of the military during the pandemic. Its members were 

the first to begin dying, and for the most part, were among the age groups hardest hit—

vigorous young adults. 

Some have suggested that government communication that did not honestly 

convey the extent of death and disease led to overly cheerful predictions about the course 

of the disease that were quickly discredited by the actual progression of the pandemic.59 

Although the allegation that the official transcript diverged from the experience of public 

                                                 
58 Franklin Martin, “The Council of National Defense,” American Journal of Public Health 734-737. 
Congress appropriated funds for the “suppression of epidemic influenza” in September 1918, and in early 
1919 for combating and suppressing influenza and allied diseases in the United States of America and its 
possessions, and to conduct investigations and experimental work in such territory with a view toward 
uncovering the cause of, a cure for, and the mode of transmission of such diseases.” See Thetus W. Sims, 
Chairman, House of Representatives Committee on Interstate and Foreign Commerce, to the Secretary of 
the Treasury, February 25, 1919, PHS 1918 Influenza Files, Box 145; and Carter Glass, Secretary of 
Treasury, to Thetus Sims, House of Representatives, March 1, 1919, PHS 1918 Influenza Files, Box 
145.The bill, introduced in February 19, 1919, called for giving the Bureau of the Public Health Service 
supervision over the use of the appropriations of 500,000 to be used over a period of 5 years. 
59 See for example Barry, The Great Influenza. 
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health workers in the field (i.e., false optimism vs. realistic concern), is not evident in the 

archival PHS correspondence I reviewed, the PHS communiqués also illustrate on a very 

local level the tensions or conflicts that became apparent between military-political 

objectives (which were virtually indistinguishable during the war) and the objectives of 

public health workers.60 For example, the Liberty Loan drives and related parties and 

parades were fixtures of war-time fundraising, but became an efficient vehicle for the 

propagation of infectious disease during the epidemic. Despite the gaps in knowledge 

about the causative organism, public health workers understood that influenza was a 

respiratory disease spread in part by close association with those who were ill or on the 

verge of becoming ill. Several PHS physicians in the field complained to the Surgeon 

General that local war-effort supporters or the military wanted to organize war-related 

events despite the advice of public health officials. In at least one case, the clash of 

mindsets and discourses resulted in actions that were window dressing to political 

decisions incompatible with well-founded public health aims of preventing 

overcrowding. In late October 1918, a local representative of the PHS working in West 

Point, Missouri, telegraphed Surgeon General Rupert Blue to inform him that the United 

War Work Campaign wanted to hold a large indoor meeting despite the fact that 

influenza had been spreading in the community of 5,000.61 The Surgeon General advised 

the PHS officer to consult with the state health officer before taking any action, and the 

state health officer approved the United War Work meeting “provided each audience be 

first addressed by a health authority.” This gave military supporters the public health 

                                                 
60 James C. Scott, Domination and the Arts of Reistance: Hidden Transcripts (New Haven, CT: Yale 
University Press: 1990). 
61 M.G. Parsons, West Point, Missouri, to Surgeon General Rupert Blue, October 30, 1918 (telegram and 
letter reiterating the telegram) PHS 1918 Influenza Files, Box 144.   
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blessing to conduct their activities, despite the risk of disease spread. On November 22, 

1918, a PHS representative in Americus, Georgia, telegraphed the Surgeon General to tell 

him that the local draft board (instructed by the Department of War) intended to convene 

three to four hundred draft men to an early December meeting.62 At the time, all public 

gatherings in Americus were banned as a measure to control the spread of influenza, and 

the public health official was concerned that the draft board meeting would take place in 

a small and poorly ventilated room exposing those present to influenza infection. To 

further justify his concern, the official wrote that a “[l]ocal card party attended by twelve 

last week developed ten cases.” The Surgeon General telegraphed the PHS representative 

in Atlanta to advise his subordinate on the draft board matter in Americus. This should 

not be interpreted as a sign of deference toward states’ rights, as only PHS 

representatives were involved, but it may suggest that the Surgeon General was not 

interested in expending political capital opposing the local draft board. On November 25, 

the same PHS representative telegraphed that “Camp [referring to the nearby military 

facility] Plans big dance while City Institutions closed account influenza period Macon 

papers state service [PHS] considers preventing public gatherings in-effective citing twin 

city expense period Local experience differs period Wire advice.”63 The Surgeon General 

referred the questioner to the PHS field director in Atlanta.64 

Another example of tension between the war effort and the public health 

campaign against influenza comes from an interaction between the Navy and one of the 

                                                 
62 W.D. Tiedeman, Americus, GA, telegrams to Surgeon General Rupert Blue, Washington, DC, November 
22, 1918; PHS 1918 Influenza Files, Box 144.   
63 W.D. Tiedeman, Americus, GA, telegrams to Surgeon General Rupert Blue, Washington, DC, November 
25, 1918; PHS 1918 Influenza Files, Box 144.   
64 Surgeon General Rupert Blue to W.D. Tiedeman, Public Health Service, Americus, GA., November 26, 
1918; PHS 1918 Influenza Files, Box 144.   
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PHS quarantine stations. Port Penn in Delaware was home to both the Reedy Island 

Quarantine Station and to a naval reserve force. Early in the pandemic, sailors with 

influenza who needed hospitalization were transported by the quarantine station to the 

naval hospital in Philadelphia. However, the naval hospital became overwhelmed and 

stopped accepting patients, forcing the quarantine station to care for naval patients. 65 As 

cases waned, the Naval Force began organizing “liberty parties”—fundraisers for the war 

bond drive—and the PHS officer in charge of the quarantine station wrote ruefully to the 

Surgeon General that “[n]otwithstanding our advice and better judgment, liberty parties 

have again resumed on this date which is right at the crest of the epidemic and it hardly 

seems fair for the Navy, unless they are again prepared to take care of their own cases, to 

expect us to take upon ourselves the trouble and worry to do it for them.”66 The vast 

divide between public health and military thinking about crowds and the potential effect 

of influenza was not only a concern of lower-level public health workers, but was found 

at the highest levels of the national apparatus established to oversee war time civilian 

efforts. Victor C. Vaughan, Dean of Medicine at the University of Michigan, later 

president of the American Medical Association, and author of Epidemiology and Public 

Health, was a member of the health division to the Council of National Defense and he 

vainly tried to alert the authorities about the risk of mobilization procedures being 

planned after the declaration of war.67 The answer of military authorities was: “The 

purpose of mobilization is to convert civilians into trained soldiers as quickly as possible 

                                                 
65 According to Crosby in America’s Forgotten Pandemic, Philadelphia was one of the hardest-hit 
American cities. 
66 W.M. Jones, Passed Assistant Surgeon in Temporary Charge, Reedy Island Quarantine Station, Port 
Penn Delaware, to the Surgeon General, October 24, 1918, PHS 1918 Influenza Files, Box 144. 
67 See Byerly, Fever of War, 9, for a discussion of the struggle of military medical officers to reconcile 
military goals with their Hippocratic Oath.  
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and not to make a demonstration in preventive medicine.” Vaughan added that as an 

epidemiologist he viewed the “sudden and complete mobilization of the students in our 

universities in the Students Training Corps” as an insane procedure that sacrificed 

countless young men.68 The medical officers of the base hospital at Camp Custer 

similarly concluded that the only sure method  

of reducing morbidity and mortality in Army Camps during such an 
epidemic . . . would be to lower the density of the camp population to or 
below that of civilian communities. This could only be done by extending 
the housing facilities of the camp many fold, or be demobilizing the 
organizations to their homes until the coming epidemic was over. The 
objections of the War Department to either procedure are obvious.69 
 

A third tension that characterized the biopolitical regime overseeing the 1918 

influenza pandemic related to the identity of public health as a separate field from 

medicine, one that privileges prevention over treatment, and relates to the population 

rather than individuals as its patients. Although the fields of public health and medicine 

have considerable areas of overlap, there is a difference in their fundamental approaches 

to health problems. The influenza pandemic challenged the prevention ethos of the young 

profession. An article in a 1918 issue of the major public health journal cited a still-

familiar metaphor. “What should health officers do in those communities where the 

disease has not yet struck? Shall they build fences to try to keep people from falling off 

the cliff or shall they invest in ambulances to take care of those who will have fallen?” 

The article’s sobering conclusion was that preventive measures appeared ineffective and 

that “[r]egrettable and discouraging as it is, we must nevertheless admit that in this 

                                                 
68 From Victor C. Vaughan, A Doctor’s Memories (Indianapolis: the Bobbs-Merrill Company, 1926), out 
of print but available at http://www.vaughan.org/bios/vcv/vcvmem13.html (Accessed January 14, 2010). 
69 Report of Epidemic of Influenza and Pneumonia. Camp Custer, Battle Creek, Michigan, September to 
November 3, 1918. Section III: Report of Epidemiologist. Headquarters, Camp Custer Michigan, December 
9, 1918. 
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specific catastrophe, the ambulance possibly will help more than the fence.”70 The 

influenza pandemic dealt a blow not only to clinical medicine, which lacked drugs and 

life-saving technologies needed to support seriously ill patients, but also to public health, 

a burgeoning discipline whose confidence—and authority and legitimacy—had been built 

on the successes of microbiology and early decades of vaccine development. Scientists 

were unsuccessful in isolating and identifying the influenza virus, and were consequently 

unable to develop an effective vaccine that would have served as a “fence.”71  

Property as an immunitary dispositif 

In his analysis of the interface between individuals and the community and their 

respective efforts and techniques to immunize themselves from each other, Esposito 

described three dispositifs of immunity: sovereignty, property, and liberty.  Liberty and 

sovereignty are discussed below, in the context of preventive practices employed by 

public health authorities to combat the spread of influenza.  During the 1918 pandemic, 

property appears to have been a powerful determinant of health and survival, perhaps in 

part because access to certain goods and resources (larger homes, a personal physician, 

better food and other necessities) resulted in a certain level of immunity (from death, if 

not the disease itself).  

In my research, I found several examples of the apparent link between property 

and immunity—a level of protection against influenza among the more affluent, and 

                                                 
70 See the editorial, “Weapons against influenza,” American Journal of Public Health 8(10): 787. This 
metaphor is commonly encountered in public health discourse, and originates in a 1895 poem by Joseph 
Malins. See Ronald Loeppke, “The value of health and the power of prevention,” International Journal of 
Workplace Health Management, 1(2008): 95-108. 
71 John M. Eyler, “The Fog of Research: Influenza Vaccine Trials during the 1918–19 Pandemic.” Journal 
of the History of Medical and Allied Sciences 64(2009): 401. 
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conversely, increased vulnerability to the disease among poorer groups. During 1918 and 

in the decades that followed, there was a sense among those who wrote about the 

unfolding of the epidemic in the United States that influenza was an equal-opportunity 

killer that spread swiftly and without regard for the specific social, economic, or racial 

classification of its victims. After the pandemic, public health researchers found that 

economic status shaped influenza incidence, and specifically found a correlation between 

lower economic level and the influenza attack rate (even after controlling for factors such 

as race, sex, and age). Although deaths were indeed found among all socio-economic 

strata, PHS researcher Edgar Sydenstricker found certain patterns emerged on closer, 

more careful examination. He reported findings from PHS surveys of a total of 100,000 

households selected at random in nine American cities. Survey workers were asked to 

categorize each household visited as well-to-do, moderate, poor, and very poor based on 

a visual assessment.72  Sydenstricker’s analysis of the date showed consistent correlations 

between economic level and likelihood of contracting influenza, likelihood of death from 

influenza, and the overall case fatality rate. Those classified as very poor had influenza 

case fatality rates nearly twice as high as those classified as well-to-do or moderate. In 

the light of twenty-first century public health theory and research, Sydenstricker’s 

findings are unsurprising.73  Differences in income are understood to be very closely tied 

to differences in health, and this was especially true in the face of one of the most 

                                                 
72 Sydenstricker, whose correspondence with various PHS and external statistical experts may be found in 
the PHS archives, published findings of PHS surveys conducted in the months after the end of the 
pandemic. See Edgar Sydenstricker, The Incidence of influenza among persons of different economic status 
during the epidemic of 1918. Public Health Records, 46(1931): 154-170. For letters among public health, 
other government, and private sector statisticians, see W.H. Frost and E. Sydenstricker, PHS, to 
(memorandum not addressed, but was probably prepared for the Surgeon General of the PHS), November 
30, 1918, titled “Outline of Proposed Statistical Study of Influenza Epidemic,” PHS 1918 Influenza Files, 
Box 144. 
73 See discussion of the social determinants of health theory in Chapter 1. 
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devastating infectious disease outbreaks the world has ever known—wealth served as an 

indicator of influenza risk. The somewhat limited amount of recent research on social 

factors and survival during the 1918 influenza pandemic, with case studies from Oslo 

(Kristiania in 1918) and Connecticut, is consistent with Sydenstricker’s findings.74 

 The experience of Alaska Natives, who suffered extraordinary losses from 

influenza, provides an additional example of the relevance of socioeconomic status. In 

1918, Alaska was a sparsely inhabited territory with (according to the governor at the 

time) 27,000 Natives and 20,000 Whites. Alfred Crosby wrote that the view of experts 

was that traditional customs of Alaskan cultures “tended to provide fuel for influenza,” 

leading Alaska’s governor to direct those communities on November 7, 1918, to avoid all 

gatherings and displays of communality and hospitality: “A potlatch is absolutely 

forbidden, and any Native attempting to get up a potlatch will be prosecuted.”75 This 

policy was based on the assumption that community was antithetical to immunity, and 

that the spread of disease could be stopped if Native populations were prevented from 

congregating. This policy was coupled with regulations enacted by the health boards of 

Alaskan jurisdictions to forbid trapping, and thus prevent travel of the natives in Alaska 

in an attempt “to localize the disease.” The governor of Alaska, Thomas Riggs, testified 

before the House of Representatives on Monday, January 13, 1919, that 90 percent of the 

deaths from influenza were among “the natives” and that there were 85 percent dead 

among 10 villages and many children orphaned by the epidemic. He added: “I have 

                                                 
74 Peter Tuckel, Sharon Sassler, Richard Maisel, and Andrew Leykam, “The Diffusion of the Influenza 
Pandemic of 1918 in Hartford, Connecticut,” Social Science History 30(2006): 167-196; Svenn-Erik 
Mamelund, “A socially neutral disease? Individual social class, household wealth and mortality from 
Spanish influenza in two socially contrasting parishes in Kristiania 1918-19” Social Science & Medicine 
62(2006): 923. 
75 Crosby, America’s Forgotten Pandemic, 247 
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authorized the purchase of provisions for the indigent natives because they are not 

allowed to travel and trap, and, as a matter of fact, most of them are dead. . . .  they must 

be controlled in their villages in order to keep them from going to other villages.” In an 

exchange with Congressman Thomas Sisson, Commissioner of Education for the State of 

Alaska P.P. Claxton noted with extraordinary candor that “the natives of Alaska have no 

funds at all; we bought them, apparently, with the Territory, and have never recognized 

that they had any rights.”76 The story that emerges is that of a people deprived of liberty, 

in the form of freedom to move about the land and continue their traditional pursuits and 

social interactions, sovereignty in the form of the self-determination that came with 

owning their land and living under their own rules, and property, in the form of animals 

as sources of food, clothing, and shelter. Although the colonizers of Alaska believed that 

they were immunizing native populations against the disease by enacting harsh methods 

of social control, they were in fact stripping them of all that Esposito describes as 

immunitary dispositifs that not only protect individuals from the encroachment of society 

and the state, but in the case of the pandemic, would have provided some measure of 

protection—in the form of nourishment and mutual aid—against dying of influenza. In 

this case, community, although a source of risk, could also have strengthened immunity, 

but instead, colonialist biopolitical interventions resulted in the death of Alaska natives. 

Although the Public Health Service was called to provide emergency medical 

service to Alaska, and a PHS-staffed Navy ship (the collier Brutus) traveled near the 

coast, calling at some ports and providing treatment, it was unable to reach ice-bound 

                                                 
76 Influenza in Alaska and Porto Rico, Hearings before Subcommittee of House Committee on 
Appropriations, Sixty-fifth Congress (Washington, DC: Government Printing Office, 1919), 8. 
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regions.77 Many native villages were nearly wiped out before anyone from the outside 

had a chance to reach them. Even after death, there were burial and orphan care costs 

incurred by the territorial government. Part of the official discourse about the epidemic’s 

impact on Alaska is shockingly about dollars and cents, revealing, perhaps, a purely 

pragmatic dimension to biopolitics, and a glimpse of deeply-seated racism.78 The 

governor of Alaska complained “[w]e probably have 1,000 natives unburied, and the best 

price I have been able to get is $30 to bury a native. You have to thaw the ground in order 

to make an excavation, and these Indians have got to be buried.”79 In their plea to 

Congress for funding to help the Alaskan territorial government handle the influenza 

outbreak, the governor and his colleagues portrayed the territory’s patriotism and 

substantial participation in the war effort. Twelve percent of the population was in the 

Army and “(f)or their quota they led all the States and Territories in subscriptions to the 

Liberty Loans, and in the war-saving stamps they headed the list. Ninety-four per cent of 

the people are members of the Red Cross, and they headed the list in subscriptions to the 

Red Cross.” Sadly, sheer human misery and great need alone were insufficiently 

persuasive. Several letters from the PHS archives provide an additional example of the 

bookkeeping and cost-containment mentality that sometimes overshadowed the human 

                                                 
77 The PHS influenza files contain little information about the work of the Service in Alaska, but there are 
several pieces of administrative correspondence about oil costs incurred by the lighthouse department 
during the journey of the Navy collier Brutus that transported PHS personnel along the coast, and detailing 
attempts to determine who was responsible for reimbursing those costs.  See GR Putnam, Bureau of 
Lighthouses, Department of Commerce, to Surgeon General, PHS, Washington, DC, January 8, 1919, PHS 
1918 Influenza Files, Box 145; Surgeon General Rupert Blue to the Commissioner, Bureau of Lighthouses, 
Department of Commerce, January 28, 1919, PHS 1918 Influenza Files, Box 145. 
78 For a discussion of racism and biopolitics, see Michel Foucault, Society Must be Defended: Lectures 
from the Collège de France 1975-1976,(New York: Picador, 1997). 
79 Influenza in Alaska and Porto Rico, Hearings before Subcommittee of House Committee on 
Appropriations, Sixty-fifth Congress (Washington, DC: Government Printing Office, 1919). 
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dimensions of the epidemic.80 There are nearly a dozen letters between the Surgeon 

General’s office and the Division of Lighthouses about the oil consumed by an Alaskan 

lighthouse to light the way of the Navy ship that carried PHS medical personnel along the 

coast of Alaska.81  

 An example of the relevance of property as a health-protecting factor may be 

found in the letters of Dr. John Tappan, the PHS representative in El Paso, Texas, who 

contrasted in his letters to the Surgeon General the impact of influenza in the Mexican 

quarter to that in the White quarter.82  As noted elsewhere in this chapter, he described 

the Mexican quarter as being both poorer and more heavily affected by the epidemic. In a 

letter to a friend he wrote: 

We have all been awfully busy with the ‘flu’ - I made on an average of 30 
calls a day for about a month and everyone else did as much or more.  The 
Public Health Service and the Red Cross opened a hospital in the old Aoy 
School where we treated the Mexican part of town.  The epidemic here 
was fierce.  We had about 10,000 cases in El Paso and the Mexicans died 
like sheep.  Whole families were exterminated.  The white population 
fared almost as badly.  …I was three days behind in my calls. …The other 
doctors all had the same experience of course.”83 
 

Another example of the recognition of a link between socioeconomic status and 

health is the rationale given by public health authorities in New York City for not closing 

city schools. This was founded on the belief that school nurses played an important role 

in keeping poor children healthy and in linking poor families to the network of 

surveillance that served both to identify health hazards and to provide some level of 

                                                 
80 For a discussion of “political arithmetic” and bureaucratic bookkeeping in the form of biostatistics, see 
George Rosen, A History of Public Health (Baltimore: Johns Hopkins University Press, 1958). 
81 See footnote 74. 
82 J.W. Tappan, Assistant Surgeon, Medical Officer in Charge, El Paso, Texas, to the Surgeon General, 
PHS 1918 Influenza Files, letters dated October 18, 23, 25, PHS 1918 Influenza Files, Box 144. 
83 DHHS, We Heard the Bells: the Influenza of 1918, Film. 
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social support. Many New York school children, health commissioner Royal Copeland 

pointed out, lived in tenement apartments and had little or no access to health care, and if 

they came to school with fever or other signs of influenza, school nurses could visit the 

family and ensure that they received some medical care and that other bare necessities 

were met. This is discussed in more detail later in the chapter.  

A final, fairly minor but striking example of the link between health and social 

class comes from the experience of a Chicago PHS hospital for military personnel, whose 

director reported to the Surgeon General. In his letter, he acknowledged the help of two 

affluent Chicagoans, including a Mrs. Wrigley, with keeping patients provisioned and 

entertained, and also made an observation about the socioeconomic status of the soldiers 

and sailors being treated in the hospital.  

We were driving under great pressure, and I did not let matters of expense 
stand in the way, when we had the class of patients to deal with as these 
young “jackies” and soldiers were. We had sons of wealthy people 
scattered all over the country. Mothers and fathers came here from all 
over, and so far as I know there has been not one word of complaint, and 
on the contrary many letters and expressions of gratitude.84 

 

The hospital director’s letter also mentioned that some soldiers and sailors were “using 

pressure” to get transferred to the hospital, presumably because of the superior conditions 

and care. Although the letter is accompanied by data showing that 31 of 187 patients with 

influenza died, the patient population is too small (and no demographic data provided) to 

allow inferences about the relationship between socioeconomic status and death. The 

Surgeon General sent a letter commending the hospital director.  

                                                 
84 J.O. Cobb, Medical officer in Charge, U.S. Marine Hospital, U.S. Public Health Service, Chicago, 
Illinois, to Assistant Surgeon General W.G. Stimpson, U.S. Public Health Service, Washington, D.C., 
November 6, 1918, PHS Influenza Files, Box 144. 
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State Sovereignty and Federalism 

In 1893, the predecessor of the Public Health Service was required to “cooperate 

with and aid State and municipal boards of health to . . .  prevent the introduction and of 

contagious and infectious diseases into the United States from foreign countries and into 

one State or Territory or the District of Columbia from another State or Territory or the 

District of Columbia; and . . . to make such additional rules and regulations as are 

necessary to prevent the introduction of such diseases . . . .”85 This language outlines 

clearly the division of labor and balance of power between federal and state public health 

authorities. 

According to an overview of the public health response to the pandemic: 

It was made clear from the outset that the United States Public Health 
Service desired to aid and not supplant state and local health authorities in 
their work. Accordingly instructions were issued that all requests for 
medical, nursing or other emergency aid in dealing with the epidemic 
should come to the United States Public Health Service only through the 
State health officer. Moreover, as soon as possible all this epidemic work 
was organized on State lines, with a representative of the United States 
Public Health Service detailed to each State to secure the best possible 
organization and coordination of health activities of the service; in others 
the executive of the State board of health has been given appointment in 
the United States Public Health Service as field director.86  

 

A PHS report titled Brief Outline of Activities of the Public Health Service in Combating 

the Influenza Epidemic—1918-1919 made several references to state-federal relationship: 

In addition to supplying doctors and nurses where needed, the Surgeon 
General was called upon for advice on various questions of quarantine, 

                                                 
85 Calendar No. 125, Report No. 147, Public Health Service, Report to Accompany S. 1660, in Senate 
Reports (Public) Vol. 1, 66th Congress, 1st Session May 19-November 19,1919, Washington, Government 
Printing Office, 1919.  
86 “Epidemic Influenza and the United States Public Health Service,” Public Health Reports 1896-1970 
33(1918): 1820. See also the telegram sent by PHS on October 17, 1918, to inform PHS officers in the field 
that the service put PHS officers were put in charge of the influenza effort in each state and posted at each 
state capitol. 
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etc. These requests were invariably referred to the State Health Officer 
when they involved only intrastate matters. A few instances arose where 
interstate traffic was concerned and in those cases, of course, the Surgeon 
General was very greatly interested. In such cases, however, after a 
conference with the local and State Health authorities, the questions were 
satisfactorily settled.  
 
When a local PHS physician contacted him to ask for guidance for interacting 

with the United War Work who wanted to hold a large draft meeting in an inadequately 

sized and ventilated hall, the Surgeon General replied: “In regard to public meetings 

communicate with Leathers, State Health Officer Jackson Mississippi who is also in 

Charge for Public Health Service in state. Take no action give no advice until opinion of 

Leathers is secured.”87 In January 1920, after the pandemic and while remaining alert to 

the possibility of its return, PHS received multiple queries (e.g., from the State Health 

Officer in Portland, Oregon on January 26, 1920; from the State Health Officer in 

Topeka, Kansas; from Boise, Idaho) for help in handling local influenza cases. The. The 

Surgeon General invariably replied: “General relief influenza not available under current 

epidemic appropriation which provides during this year control interstate spread only 

consequently unable render intrastate assistance.” On the subject of what would justify 

federal support to states, Acting Surgeon General J.C. Perry stated in a February 6, 1920 

letter to J.C. Price, State Director of Health in New Jersey that “unless the present 

epidemic assumed proportions of a national disaster, such as that of 1918, it would not be 

necessary for the Federal Government to appropriate money for relief, and then only in 

those parts of the country which were not able to take care of local conditions.” 

An overview of the role of the Public Health Service in the 1918 pandemic 

concludes: 

                                                 
87 Surgeon General Rupert Blue, Public Health Service, to M.G. Parsons, West Point, October 31, 1918, 
telegram, PHS 1918 Influenza Files, Box 145. 
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In a nation where federal and state authorities had consistently battled for 
supremacy, the powers of the Public Health Service were limited. Viewed 
with suspicion by many state and local authorities, PHS officers often 
found themselves fighting state and local authorities as well as 
epidemics—even when they had been called in by these authorities.88 
 

The experience of H.D. Ward, assigned to Spartanburg, Georgia, illustrates this quite 

clearly. In his letter to the Surgeon General dated October 18, 1918, Ward explains that 

there was antagonism toward the public health officer. Reading between the lines it 

appears to be because Ward was an outsider, the city did not have a local health officer 

and the PHS officer (Ward) played a dual role. A later letter from Ward was accompanied 

by a newspaper clipping praising his work to combat influenza and congratulating 

Spartanburg for its good fortune in securing someone so capable.  

I found a fascinating exchange between the Secretary of the Conference of State 

and Provincial Health Authorities of North America who contacted state public health 

authorities and requested that weekly reports on influenza statistics be made to the 

Conference as a clearinghouse for such information and added: “In order therefore that I 

may be kept advised of the developments in your jurisdiction I am enclosing sample form 

of report with the request that you supply the date desired together with such other 

information as may be of interest promptly at the close of office hours Saturday of each 

week.” This letter and a reply were provided to U.S. Surgeon General Blue by Guilford 

H. Sumner, Secretary-Executive Officer of the State of Iowa Department of Health and 

Medical Examiners with a January 26, 1920. Sumner, who was clearly concerned about 

an apparent attempt to usurp the authority and role of the PHS wrote to Blue: 

I am handing to you something which seems to me as very, very strange. It 
is proposed to make Dr. C. St. Claire Drake, Secretary of State and 

                                                 
88 The Great Pandemic: The United States in 1918-1919, website of the Department of Health and Human 
Services http://1918.pandemicflu.gov/life_in_1918/04.htm, accessed February 12, 2010. 
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Provincial Health Authorities, a clearing house which belongs to the 
United States Service. . . . It seems to me that the tendency is to form a 
State reporting system and that State and Provincial Authorities are 
assuming duties which belong to the United States Public Health Service. 
And I for one desire now and hereafter to concentrate all forces in my 
State and then with your Department the United States Public Health 
Service and your Conference and this is what I stand for. There is no 
necessity for the United States Public Health Service being brought into 
competition with all these other forces, viz., American Public Health 
Association, State and Provincial Authorities, and Public Health Section in 
the American Medical Association. I am for perfect co-operation with the 
United States Public Health Service and your Conferences and this is what 
I stand for. 

 
In the realm of public health, federalism creates a fragmented hierarchy, where 

state health officials do not necessarily try to assert independence or sovereignty from the 

federal level (after all, national public health authorities have the vantage point, 

capabilities, and to some extent the resources to have the “big picture”), but state 

governors and legislatures make it a necessity. The letters from some local health officers 

to the Surgeon General often convey a tone that is deferential and expectant, but the 

Surgeon General consistently directed them to their state health officials except in matters 

that were appropriate for the PHS (interstate and quarantine at ports). 

 

Discourse  

The circumstances surrounding the American war effort occasioned a moment of 

both great secrecy and transparency in the workings of power and the ways in which 

power and knowledge articulate on each other.89 Pandemic discourse in 1918 was shaped 

by the application of First Amendment restrictions enacted by President Wilson to 

prevent transmission of “information of aid to the enemy,” coupled with use of war-time 
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propaganda, and tolerating or even implicitly supporting false information when it 

supported the war effort.90 The President established a Committee on Public Information 

to “insure unanimity of patriotic conviction” and charged the Postmaster General with 

censorship of the press through the Espionage Act, Trading with the Enemy Act, and 

Sedition Act.91 Patriotic messages were printed on scientific and professional journals, 

including the American Journal of Public Health (which embedded illustrated 

advertisements in its issues, warning readers “don’t eat ships” to minimize their 

consumption of sugar in support of the war effort) and the Public Health Reports, which 

had messages about buying and keeping war bonds embedded in every issue.92 

In The Great Influenza Barry argues that the incompletely truthful accounts of the 

government information machinery were motivated by the fact that the nation was at war, 

and that to convey frightening information about the progress of the epidemic would 

discourage the nation at a time when confidence and cohesiveness were most important.93 

The core of my archival research, which consisted of reviewing several hundred letters 

and telegrams between the USPHS Surgeon General’s office and PHS personnel in the 

field, did not provide much evidence about information being suppressed, nor provide 

any information about the effect, if any, of the Espionage and Sedition Acts on 

                                                 
90 John Barry, The Great Influenza: The Epic Story of the Deadliest Plague in History (New York: Penguin, 
2005). 
91 Frederic L. Paxson, “The American War Government, 1917-1918,” The American Historical Review, 
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92 See for example the September 27, 1918, issue of Public Health Reports, which had the following 
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communication within the Public Health Service, or in the communities it served. 

Although tensions between military and public health objectives emerge clearly, and a 

few of the letters contain some patriotic or anti-German sentiment, I found that the 

content of the correspondence files was most informative about the strains on public 

health practitioners, the challenges of local politics, and the professionalism and courage 

of physicians and nurses who in some cases voluntarily served under challenging and 

worrying conditions. 

The health commissioner of New York City vigorously debated medical experts 

who disagreed with him and stated that he had no time to discuss what he considered 

“personal criticisms” about the measure he undertook to control the epidemic. In the early 

days of the epidemic, he consistently reassured the public that the epidemic was not very 

serious in the city, and stated “[I]f there were no other reason for calmness, patriotism 

and the cause of the liberty Loan would lead us to advise coolness on the part of our 

people.”94 A letter from the health officer posted to Nashville and Government Powder 

Plant notes that “[c]ontinued effort has been made to counteract the influence of 

unfavorable propaganda, malicious and untruthful statements with reference to conditions 

in Nashville and at the Powder Plant. To this end the co-operation of the Department of 

Justice, the local Police Department and the local press have been secured.”95 The context 

of the paragraph—the fact that it is sandwiched between a reference to the health care 

worker shortage and the tabulation of influenza fatalities in the city of Nashville suggests 

that the rumors to which the letter referred pertained to the epidemic.  

                                                 
94 Anonymous, “Asks Experts’ Aid to Check Epidemic,” New York Times, October 13, 1918. 
95 ? Ferivaux (first name indecipherable), to Surgeon General Rupert Blue, Public Health Service, PHS 
1918 Influenza File, Box 144.  
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 Wars can be viewed as immunitary phenomena, reactions of a nation’s immune 

system. Politically and socially, they represent a response to external aggression, an 

expression of nationalism, a desire to preserve the integrity of borders and of the national 

organism. The American presidential ideology that arguably contributed to the war’s end 

included notions of a community of nations, that would permanently end the macro-level 

Hobbesian war of nations against nations. Wilson’s transformation from pacifist to war 

president (or what was perceived as his weakness in the face of the inexorable 

progression of world events) could be seen as his conceptualization of the war as a war to 

end all wars, or a bloody and painful means—an inoculation—to a peaceful end. 

In addition to the optimism and bravado that colored much of the newspaper 

coverage of the pandemic, there was a second narrative thread, a xenophobic conviction 

that the influenza pandemic must have had some link to Germany. This was part of a 

larger manifestation of anti-German sentiment occasioned by the war, and included 

raising suspicions about the patriotism of individuals with German heritage, banning 

German language teaching in some states, and recasting German-American cultural 

artifacts like sauerkraut in a more patriotic light (i.e., Liberty Cabbage).96 The 

scapegoating that sometimes occurs during major disease outbreaks was superimposed on 

pre-existing animosity toward all things German. Initially, there were reports that 

influenza was spreading among malnourished German troops and civilians. This was 

consistent with a common assumption at the time that poor health was linked to poor 

nutrition. However, the idea of a German origin to the pandemic, or at least to its 

introduction to the United States had a darker core. The New York Times reported on 

September 19, 1918, that a high-level health official who headed health and sanitation for 
                                                 
96 Crosby, America’s Forgotten Pandemic 
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the Emergency Fleet Corporation (a quasi-governmental part of the military-industrial 

machine established to support the war), hypothesized that Germans from submarines 

may have disembarked in New York and other East Coast cities and spread influenza 

germs. The German pathogen narrative surfaced again during the height of the pandemic. 

It appears, for example, in a letter PHS Assistant Sanitary Engineer in Charge M.G. 

Parsons wrote to the Surgeon General to inform him of efforts to educate the public about 

influenza. The letter also provides a striking example of the intertwining of war and 

public health. 

Newspaper articles in local press on malaria and tuberculosis which we 
have been running have the public mind prepared to receive and act on our 
suggestions. The stiffest one of these, all of which meet with approval is: 
GERMAN TRICKS AND CRUELTIES. The Hun resorts to unwanted 
murder of innocent noncombatants, starvation  . . . . He has been tempted 
to spread sickness and death thru germs . . . .  Communicable diseases are 
more strictly a weapon for use well back of the lines, over on French or 
British, or American land. 
 

The letter further mentioned suggestions that the Germans are poisoning milk and 

included materials for the newspaper urging farmers to test cows for tuberculosis, noting 

that the tests may seem like a hardship but “[i]ndications point to their necessity . . . .  

And we all know that it is giving aid and comfort to the enemies of the United States for 

anyone to fail to help in protecting our fighting, manufacturing or agricultural force.” 

Parsons further described his letter to local physicians. “Dear Doctor” letters are a 

common tool of public health authorities used in 1918 to gain the cooperation of 

community physicians and relay important clinical and epidemiologic information.97 

                                                 
97 Dear Doctor letters remain in use today by local, state, and federal public health agencies, although they 
have to some extent been replaced by new technologies, for example CDC’s contemporary Health Alert 
Network messages sent to digital devices.  



 155

Parson’s letter to physicians mixed public health and patriotic messages in a fairly overt 

manner: 

No. 1, Confidential, This office has received certain orders from the 
Surgeon-General which are of immediate importance, and involve your 
support as an American citizen.  
Counting on your loyalty and professional secrecy as if in uniform you 
will furnish us daily by 12 noon at the city hall the following information:   
 

And the letter then listed number of influenza cases, duration of illness, and the source of 

infection. 

On September 21st the public was warned and beseeched by the newspaper 
article below which seems to have aided in forming a proper frame of 
mind as everyone agrees that influenza should and will mean quarantine. 
THE GERMS ARE COMING. An epidemic of influenza is spreading, or 
being spread (we wonder which) through the training camps. . . . one may 
never fully regain strength  . . .  That only gives the germ a better chance 
to help the Huns. 
Do your bit in this particular, toward winning the war, toward keeping us 
all well. . . . So don’t stand for your neighbor or your friend walking 
around when he is full of death. Quarantine him. This is no time to take 
chances. 
 

There is no reply from the Surgeon General to Parsons, and no letter from Parsons 

detailing whether and how he implemented his public health equivalent of citizen’s 

arrest. Based on Parsons’ assertions, it appears that his hometown newspaper included his 

prepared language overtly linking the war and the pandemic, and it was not alone.  

An additional example of rumors about the Germans pertained to German-made 

Bayer aspirin as a source of influenza infection. The PHS correspondence includes an 

October 28, 1918 letter from B.R. Hart, Food and Drug Inspection New York Station to 

the Department of Agriculture Bureau of Chemistry forwarding tablets for testing. 98  

“Notwithstanding the obvious absurdity of this rumor,” he wrote, “we have considered it 

advisable to make a thorough examination of the product in order to be able to state 
                                                 
98 This later became the Food and Drug Administration. 
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definitely that the rumor has no basis of fact. . . . [I]t is requested that a report concerning 

the results of this examination be forwarded to us at an early date in order that we may 

make definite reply to the various officials who have asked for advice upon this subject.” 

The Bureau of Chemistry stated that it was not equipped to study pathogenic germs and 

forwarded the tablets to the PHS on November 2. On November 15, Assistant Surgeon 

General J.W. Schereschewsky replied to B. R. Hart stating that there was no bacterial 

contamination of the aspirin tablets.99 

Late in the summer of 1918, influenza cases began appearing at U.S. Atlantic 

ports on board arriving ships from Europe. The New York Times articles that covered the 

maritime outbreaks in August 1918 reflect the remarkably schizophrenic discourses 

demanded by war-time communication. On August 13, 1918, a Norwegian arrived at the 

port of New York, and was inspected by the health officer of the quarantine station. 

Several ill individuals on board were transported to the Norwegian Hospital. Two 

conflicting narratives emerge from the Times’ coverage. The first article, titled “Spanish 

Influenza Here, Ship Men Say,” stated that the ship’s officers “insisted” that the ship had 

experienced an influenza outbreak that afflicted 200 passengers at one time. The article 

also reports that patients from the ship “would not have passed Quarantine had they been 

suffering from true Spanish influenza.” On the following day, the Times reported that the 

ship had not been quarantined and had been allowed to dock because there was no 

quarantine against influenza (which was not a quarantinable disease), and that the health 

                                                 
99 B.R. Hart, Chief, Eastern District, Food and Drug Inspection, New York Station, to the Chief (no name 
given), Department of Agriculture, Bureau of Chemistry, October 28, 1918, PHS 1918 Influenza Files, Box 
144; Name indecipherable, Department of Agriculture, to J.W. Schereschewsky, Assistant Surgeon 
General, Public Health Service, November 2, 1918, PHS 1918 Influenza Files, Box 144; J.W. 
Schereschewsky, Assistant Surgeon General, Public Health Service, to B.R. Hart, Food and Drug 
Inspection, New York Station, November 15, 1918, PHS 1918 Influenza Files, Box 144. 
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officer of the port and the city health commissioner would confer with the New York 

Board of Health. A bulletin from the health department reassured 

We have no reason to believe that the illnesses are the same as those 
which caused the European epidemic. The hospital physicians say the 
patients have pneumonia. The public has no reason for alarm, since, 
through the protection afforded by our most efficient Quarantine station 
and the constant vigilance of the city’s health authorities, all the protection 
that sanitary science can give is assured. The very mildness of the disease, 
as reported in Europe, is in itself assurance against anxiety on this side of 
the water. 

  

The city’s health commissioner, Royal Copeland, speculated that influenza only attacked 

the malnourished, such as German soldiers and prisoners of war taken by the English. 

“You haven’t heard of our doughboys getting it, have you? You bet you haven’t, and you 

won’t.”100 Newspapers continued to report on the mixed messages from top public health 

officials, and contribute similarly worded editorials (examples include: it is not influenza; 

it is not Spanish influenza, it’s just the common “grip”; even if it is Spanish influenza, it 

will not affect the well-nourished Americans).101 

 The use of quarantine in New York City has been the subject of a high profile 

controversy in the public health community. In 2005-2007, as the Department of Health 

and Human Services planned and refined the community mitigation’ strategies it would 

undertake in the event of an influenza pandemic, it looked to information gleaned form 

the 1918 pandemic in constructing its planning assumptions. As described in this chapter, 

cities and counties responding to 1918 pandemic used a range of policies and techniques 

in an effort to stop or slow the spread of disease. In contemporary jargon, these were 

                                                 
100 Anonymous, “No quarantine here against influenza,” New York Times, August 15, 1918, 6. 
101 Several newspaper articles referred to influenza as the grip, a vernacular American variant of the French 
‘la grippe.’ See for example “Spanish Influenza in Raging in the German Army; Grip and Typhus Also 
Prevalent Among Soldiers,” New York Times, June 27, 1918; and “To Fight Spanish Grip; Health Officials 
Discuss an Educational Campaign on the Disease,” New York Times, September 16, 1918. 
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grouped under the rubric of non-pharmaceutical interventions (NPIs, also discussed in 

Chapter 5). Several teams of researchers have investigated the use of various NPIs in 

major American cities and the rates of infection and death in those cities in an attempt to 

elucidate whether there was any relationship between a given intervention, or, more 

likely, array of interventions and the impact of the disease. Howard Markel and 

colleagues reviewed NPI use in 43 American cities and found “a strong association 

between early, sustained, and layered application of nonpharmaceutical interventions and 

mitigating the consequences of the 1918-1919 influenza pandemic in the United 

States.”102 New York City was one of the cities included in this assessment, and although 

it did not close public gathering places or schools, it did use some type of quarantine and 

isolation, and required the staggering of business hours, and on September 17, 1918, it 

made influenza and pneumonia reportable diseases (i.e., requiring physicians to report 

cases of the diseases to the health department).103 

Practices 

A group of municipal leaders exhorted the media “that if anything be printed in 

regard to the disease it be confined to simple preventive measures—something 

                                                 
102 Howard Markel, Harvey B. Lipman, J. Alexander Navarro, Alexandra Sloan, Joseph R. Michalsen, 
Alexandra Minna Stern, PhD, Martin S. Cetron, “Nonpharmaceutical Interventions Implemented by U.S. 
Cities During the 1918-1919 Influenza Pandemic,” Journal of the American Medical Association 
298(2007): 644-654. 
103 See for example “New York Prepared For Influenza Siege; Three Cases, Originating in the City, 
Reported--  
Health Department Takes Action,” New York Times, September 19, 1918, 11; “Find 114 New Cases of 
Influenza Here; Health Commissioner Says Heeding of Warnings Will Prevent Spread of Illness,” New 
York Times, September 24, 1918, 9. The New York City Department of Health requirement that influenza 
and pneumonia were made reportable diseases was mentioned in the New York Times—“Must Report All 
Spanish Influenza. Pneumonia, Its Sequel, Is Now Listed by Health Board to Check Spread Here,” New 
York Times, September 18, 1918. Markel and colleagues also reported in “Nonpharmaceutical 
Interventions” that meeting minutes of the New York City Department of Health indicated that the city 
made use of quarantine and isolation. 
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constructive rather than destructive,” while another member of the group asserted that 

“many persons have contracted the disease through fear . . . .  Fear is the first thing to be 

overcome, the first step in conquering this epidemic.”104 In his discussion of immunity 

against/within/of community Esposito develops a two-fold Hobbesian thesis: firstly, there 

is the problem of preserving life, and secondly, the problem of preserving order by 

neutralizing fear. For each problem there is an immunitary mechanism. The state fears 

disorder and seeks to immunize itself from the risk presented by the possibility of chaos 

and the breakdown of social restraints and of the ability to enforce legal restraints (due to 

disease and death among law enforcement as in the rest of the population). The 

immunitary mechanisms used (and state of exception is an immunitary mechanism) 

represent a desire on the part of the state to perpetuate the freeze on society that is 

perhaps justifiably imposed in a crisis (e.g., natural disaster or epidemic) because it 

makes it easier to prevent breakdown and preserve and constantly renew social control. 

One example of how the state of exception functions as an immunitary mechanism is 

found in the high-level decisions described above to censor negative communication 

about the course of the pandemic in order to avoid affecting morale.105  

 Aside from the pivotal disease-propagation role of overcrowding during military 

mobilization, I found narratives about the dangers of crowds frequently interspersed in 

letters to the Surgeon General, in public health education circulars, in newspaper articles 

and editorials, and in the public health and medical journal literature. The response to the 

widely shared knowledge that crowds facilitate the spread of respiratory diseases like 

influenza was a wide array of practices intended to prevent or thin out crowds, to prevent 

                                                 
104 Barry, The Great Influenza, 336  
105 See also Frederic L. Paxson, “The American War Government, 1917-1918,” The American Historical 
Review, 26(1920): 54-76. 
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the sick from mingling with the healthy, and to prevent the dispersal and circulation of 

potentially infective bodily fluids (e.g., saliva). These practices may be viewed in turn as 

being: 

• rooted in knowledge, both local or laypersons’ knowledge and scientific 

knowledge, and exhibiting, reacting to, and producing power effects;106 

• examples of societal and governmental immunitary mechanisms that 

simultaneously violate or breach individual immunity, by depriving individuals of 

sovereignty, liberty, and sometimes property,107 and 

• illustrations of the state of exception occasioned by a double war: the suspension 

of normal rights and privileges, the coercive taking over of individuals’ bodies 

already weakened by disease in order to safeguard public calm, social order, and 

the life of the nation (and victory in war).108 

Roberto Esposito’s pairing of immunity/community is grounded in part in 

Hobbesian political philosophy, which “not only places the problem of the conservatio 

vitae at the heart of [Hobbes’] own thought, but conditions it to the subordination of a 

constitutive power outside it, namely to sovereign power.”109 Esposito describes this as 

the founding of the immunitary principle. Microbiologically speaking, Hobbes’ state of 

nature is a setting where everyone is exposed to everyone else’s microbes without any 

protection, in other words, the real world without the benefits (or risks and costs) of any 

medical or public health intervention—no medical or social immunization, such as 

                                                 
106 Michel Foucault, Power/Knowledge: Selected Interviews & Other Writings 1972-1977, ed. Colin 
Gordon (New York: Pantheon Books, 1980). 
107 Roberto Esposito, Bios: Biopolitics and Philosophy (Minneapolis: University of Minnesota Press, 2008). 
108 Agamben, State of Exception.  
109 Roberto Esposito, Bios: Biopolitics and Philosophy (Minneapolis: University of Minnesota Press, 2008), 
46.  



 161

vaccines to fortify individuals against potentially lethal microbes they could contract 

from contact with other individuals, drawing boundaries that separate the sick from the 

well, or to interrupt transmission of the microbe.  

The agreement of members of society to give up a little of their liberty to a 

sovereign and later to the State in order to preserve most of their liberty (as well as 

property) applies quite directly to the acceptance of immunization to protect the self from 

the diseases carried by others and also to prevent the self from becoming a source of 

infection (the latter function of immunization also links to morality).110 In 1918, the 

science of vaccinology was still in its infancy, and there were only a few effective 

vaccines, including the first ever vaccine, developed against smallpox. Despite multiple 

references to vaccines in the PHS correspondence files, in the newspapers of the day, and 

in other sources, the influenza vaccines developed by military and other researchers (e.g., 

at the New York City public health laboratory) were unsuccessful primarily because the 

causative agent of the 1918 pandemic remained unknown until 1933.111 However, it is 

clear that the notions of vaccine-induced immunity and the promise of a common 

solution for all infectious diseases plaguing humanity had entered public discourse. 

Articles in the New York Times described excitedly  

                                                 
110 Several commentators on the contemporary mmunization wars have described a social consensus or 
social contract on the value of immunization, and a recent deterioration in that consensus. See for example 
Louis Z. Cooper, Heidi J. Larson and Samuel L. Katz, “Protecting Public Trust in Immunization,” 
Pediatrics 122(2008)149-153; and Chris Feudtner and Edgar K. Marcuse, “Ethics and Immunization 
Policy: Promoting Dialogue to Sustain Consensus,” Pediatrics 107(2001): 1158-1164. 
111 John M. Eyler, “The Fog of Research: Influenza Vaccine Trials during the 1918–19 Pandemic,” Journal 
of the History of Medical and Allied Sciences 64(2009): 401, and also John Eyler, “The State of Science, 
Microbiology, and Vaccines Circa 1918,” Public Health Reports 125(2010, Suppl. 3): 27. Multiple letters 
to and from the Surgeon General of the Public Health Service make reference to vaccine testing, questions 
about vaccine efficacy, and queries about availability of vaccine. See Matthias Nicoll, New York State 
Department of Health, Albany, to Surgeon General Rupert Blue, November 1, 1918; Surgeon General 
Rupert Blue, PHS, to Matthias Nicoll, New York State Department of Health, November 12, 1918, both 
PHS 1918 Influenza Files, Box 144.  
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Statements about the link between crowds and risk of influenza are a constant 

theme in a range of materials from 1918, from a report of the Ellis Island Chief Medical 

officer J.W. Kern: 

. . .  because of the known tendency of the disease to spread under 
congested conditions such as prevail on board ship it seems altogether 
[sic] likely that the advent of infection was detected very early. . . . In 
accordance with laws ships medical officers on arrival of their vessels at 
American ports are required to furnish a written report of all cases of 
sickness that have occurred during the voyage. On examining these reports 
from ships arriving at New York during July, August, and September it is 
found a number of outbreaks of influenza and pneumonia occurred during 
the voyage.112   
 

In his tracing of the linkages between the antonyms, immunity and community, 

Esposito defined the notion of the munus—the holding in common of objects, values—

that constitutes a community and also constitutes the subjective wholeness of the 

individual.113  

Infectious diseases are all about human contact. Contracting the pertinent microorganism 

is not unlike receiving an unwanted gift that keeps on giving. In the case of respiratory 

infections in particular, close and in some cases prolonged physical proximity is often 

key to disease etiology, as most respiratory viruses spread via airborne droplets ejected 

from mucous membranes of the nose, mouth, or throat of infected individuals. When 

epidemiologists consider patterns and statistics of infectious disease spread, they also 

think about what some people have in common (sharing in the gift, or sharing in what is 

given by nature, by the manmade environment, by a community’s history of social 

injustice) that may make them vulnerable to a disease (holding in common the munus, 

giving and receiving) so in other words what are the communities of risk—communities 

                                                 
112 Early Manifestations of Influenza from Transatlantic Vessels Arriving at New York 
113 The literal meaning of munus is gift or obligation. 
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that share characteristics that make them more susceptible to disease—that may be 

identified by looking deeper into the characteristics of those infected. These traits were 

also basic variables included statistical data collection and analysis and included 

demographics, such as age and sex, and also place of origin (urban vs. rural) and 

occupation (some were considered to pose higher risks for developing a respiratory 

condition).  

Below, I discuss and provide examples of and discuss the three types of practices 

employed by the State to control the spread of disease and mitigate its effects on health: 

preventive (and population-based) practices, therapeutic practices (i.e., the care of ill 

individuals in the military and civilian settings), and knowledge-producing practices. 

 

Preventive practices in the population 

The pandemic was not merely a public health crisis but a social and political 

crisis. Epidemics have always been a cause of anxiety for the state because they have the 

potential to disturb the social fabric, destabilize nations, and disrupt economies. 

Historical accounts of various epidemics frequently convey a sense of the panic and 

horror spread along with the causative organism. Esposito describes fear as the first and 

most fundamental human emotion, although he distinguishes between rational fear of 

death and chaos on the one hand, and sheer, irrational terror.114 Government preparations 

for and responses to epidemics are intended at least in part to help immunize the public 

against a fear reaction that could be socially destructive. The State’s task, Esposito writes, 

“is not to eliminate fear but to render it ‘certain’,” although as described above, the 

                                                 
114 Roberto Esposito, Communitas: The Origin and Destiny of Community, Stanford University Press, 2010. 
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government officials may have attempted very unsuccessfully to prevent fear by 

downplaying the truth about the burgeoning epidemic and the risk it presented, and 

offering false reassurances.115 Later, the State was forced to acknowledge that the 

community posed a clear risk of contagion and the biopolitical apparatus attempted to 

create a therapeutic against fear by creating a sense of certainty, describing and 

promoting preventive practices that were thought to lessen the risk of infection and also 

to lessen the risk of a severe case if one did get infected.  

Viewing the social dimensions of the 1918 pandemic through the dialectic 

between immunity and community clarifies several aspects.116 The infection control work 

of the PHS and the military constituted efforts to immunize the individual body and the 

political body against influenza, and were summarized at the December 1918 meeting of 

the American Public Health Association. The association’s committee on the influenza 

pandemic described the following “logically” derived principles of preventive action: 

“(1) break the channels of communication by which the infective agent passes from one 

person to another; (2) render persons exposed to infection immune, or at least more 

resistant, by the use of vaccines; and (3) increase the natural resistance of persons 

exposed to the disease by augmented healthfulness.” The committee found the evidence 

pertaining to vaccines “contradictory and irreconcilable. In view of the fact that the 

causative organism is unknown, there is not scientific basis or the use of any particular 

vaccine against the primary disease.”117 
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The first principle refers to a range of nonpharmaceutical interventions. Those 

specifically intended to strengthen the immunity of the body politic are called social 

distancing measures in contemporary parlance, and several researchers have been 

examining historical data to try to discover what factors may have determined the pace, 

progression and intensity of the disease in different localities.118 All three principles 

described above refer to actions that could be taken to prevent infection, i.e., attack of the 

human body by the agent causing influenza. All three categories were based to some 

extent on some early modern science, such as the germ theory of disease, and on 

observations or assumptions about how the body could be protected from disease. The 

conclusions of this group of scientists, physicians, and public health officials would seem 

to concur with Esposito’s assertion that the body was the “always provisional result of the 

conflict of forces that constitute it”—referring here not simply to the constant tension 

between good and evil tendencies of all human beings (recall the gospel of social hygiene 

preached by military physicians to morally frail soldiers vulnerable to sexually 

transmitted diseases), but more relevant to the spread of influenza, the human need to 

interact with other human beings and thus to unwittingly share microbes, the human 

body’s immune system in its complexity and its fight against the microbial 

encroachments made possible by such social interaction, and so on. 

 Twenty-first century epidemiologic modelers who have conducted systematic 

studies of the disease control practices used in 1918 in an attempt to glean lessons for a 

                                                                                                                                                 
Association Held in Chicago, Illinois, December 9 to 12, 1918. American Journal of Public Health 
9(1919): 1. 
118 See for example Richard J. Hatchett, Carter E. Mecher, and Marc Lipsitch, “Public health interventions 
and epidemic intensity during the 1918 influenza pandemic,” Proceedings of the National Academy of 
Sciences 104(2007): 7582; and Martin C.J. Bootsma and Neil M. Ferguson, “The effect of public health 
measures on the 1918 influenza pandemic in U.S. cities,” Proceedings of the National Academy of 
Sciences, 104(2007):7588–7593. 
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contemporary pandemic have summarized 19 different practices used in American cities 

to interrupt or prevent disease spread by physically separating people.119 It does not 

appear that many rural areas used similar interventions, in part perhaps because the 

population density differed and there was no public transportation. Based on a variety of 

sources (including examples from the PHS archives) a catalogue of such practices 

includes:  

� requiring that physicians report cases of influenza to public health authorities (i.e., 

making influenza a notifiable disease);  

� placarding (placing a sign on the door of an affected home) and quarantining 

households with one or more cases of influenza (the term isolation would be used 

today, as quarantine is used to refer to the separation of individuals believed to have 

been exposed but not yet exhibiting signs of the disease); 

� closure of schools, churches, theaters, dance halls, pool halls, eating and drinking 

establishments, and other places of entertainment; 

� staggered work hours to prevent overcrowding on street cars, limited business hours 

for stores; 

                                                 
119 The contemporary term of art to describe such practices is non-pharmaceutical interventions, or NPIs. 
After the emergence of H5N1, the avian influenza virus thought to have pandemic potential, American (and 
foreign) epidemiologists began searching data available from the 1918 pandemic in an attempt to determine 
whether NPIs had a measurable effect on the disease curves measuring death rates in time. Some of the 
early work suggested that plotting the curves for cities that employed a range of NPIs showed an 
appreciably lower level of mortality, and that the curve was flatter and peaked much late after the 
introduction of the disease. More recent (2009-2010) research has shown in a fairly convincing way that 
implementing NPIs early in the outbreak and sustaining them for several weeks had a strong effect on 
mortality. See for example Richard J. Hatchett, Carter E. Mecher, and Marc Lipsitch, “Public health 
interventions and epidemic intensity during the 1918 influenza pandemic,” Proceedings of the National 
Academy of Sciences 104(2007): 7582; and Martin C.J. Bootsma and Neil M. Ferguson, “The effect of 
public health measures on the 1918 influenza pandemic in U.S. cities,” Proceedings of the National 
Academy of Sciences, 104(2007): 7588. Editorial Committee of the American Public Health Association, 
“A Working Program Against Influenza,” American Journal of Public Health 9(1919): 1; and “Weapons 
against influenza,” American Journal of Public Health 8(1918):787. 
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� limiting the number of people allowed in a store, limiting the numbers permitted in 

street cars at any given time; and 

� ordinances that pertained to individual bodies (banning spitting, requiring use of 

handkerchiefs and masks).120 

 The various strategies designed to immunize society against influenza introduced 

a “fragment of the same pathogen” from which society and the State wanted to protect 

themselves.121 There were two intertwined pathogens: influenza and the fear of chaos and 

the violence of death. The immunizing strategies were vaccination itself, which was 

quickly understood to be an unlikely solution, and the potentially more successful 

introduction of regulations in the population that caused a small amount of fear and 

visited a mild level of violence in the form of quarantine, the closure of places of public 

entertainment, and restrictions on individual behavior. 

 At the local level, there were legal actions that authorized the use quarantine or 

isolation, and policies intended to “thin out” the spatial distribution of human bodies on 

street cars, in cinemas, and in other public places. For example, the District of Columbia 

required that street cars carry people at seated capacity only, to avoid overcrowding. 

Similarly, different federal agencies in Washington staggered their starting and ending 

times to help lessen rush hour overcrowding. In South Carolina, health officials wanted to 

mandate seating capacity only for the interurban train line between Aiken, South 

Carolina, and Augusta, Georgia, but were not sure about the state board of health’s 
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authority.122 They inquired whether the federal PHS had jurisdiction over this interstate 

matter, given that the 1893 act giving PHS quarantine authority at ports of entry and over 

interstate disease threats, but they acknowledged that influenza was not on the list of 

quarantinable diseases.123 Additional strategies to try to prevent disease spread included 

requiring the wearing of masks, and the banning of coughing or sneezing without a 

handkerchief and spitting on the street.124 Although use of masks was fairly widespread 

among health care workers (as a contact precaution), some jurisdictions, especially in the 

West and Southwest chose to mandate mask use as an attempt to slow down the disease’s 

spread in their communities. Some jurisdictions did not mandate the wearing of masks, 

but some people apparently found a measure of reassurance in wearing them. A letter to 

the Surgeon General from a PHS officer posted to Spartanburg included references to his 

community’s apparently voluntary use of masks, or “‘flu’-proof shields,” some of which 

were distributed by the Red Cross.125 

The theme of immunity versus community surfaces in many military and war-

related narratives: the urban versus suburban military recruit and the latter’s perceived 

immunologic superiority, crowded barracks in mobilization camps and ships that 

transported American G.I.s to the Western front, and social gatherings to raise money for 

the war effort. In the military overcrowding was not entirely avoidable, but the 

biopolitical apparatus had greater control over behavior, spatial arrangement, and the 
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bodily functions and property of troops. There, controlling crowding consisted of 

methods intended to prevent disease spread among people living in close quarters and 

eating communally. Practices intended to prevent disease spread included separating beds 

with sheets or other material to create “cubicles,” placing beds in barracks in alternating 

head to foot arrangement to lengthen the distance between mouths and noses inhaling and 

exhaling, or sneezing and coughing in the same constrained space. Medical reports from 

Camp Merritt, Camp Custer, and Fort Greenleaf describe these and other detailed orders 

to troops. There also were orders to avoid sharing eating and drinking utensils; requiring 

that utensils be washed in hot soapy water and in some cases, boiling them for a specific 

length of time; keeping windows open for ventilation; placing all clothing and bedding in 

the sun for several hours; keeping sufficiently warm; and gargling with specific types of 

disinfectants following a specified regimen (that changed over time in some cases). 

 Chapters 1 and 4 discuss the legal basis of public health authority to impose 

measures of social control and to compel certain medical procedures when deemed 

necessary to protect the public’s health. In the early decades of jurisprudence related to 

public health (i.e., in the late nineteenth century and early twentieth century), “the 

judiciary periodically suggested that public health regulation was immune from 

constitutional review, expressing the notion that ‘where the police power is set in motion 

in its proper sphere, the courts have no jurisdiction to stay the arm of the legislative 

branch.”126 In the early 1900s, a Massachusetts resident was convicted by a trial court and 

sentenced to pay a five dollar fine for refusing smallpox vaccination—required by a 

Cambridge Board of Health regulation on the basis of state law. The resident sued the 
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state, and Jacobson v. Massachusetts came before the Supreme Court in 1905. The court 

sided with the state, in a pivotal “judicial recognition of police power—the most 

important aspects of state sovereignty.”127 The rationale was that in certain 

circumstances, the State has the right “to impinge upon individual liberties in order to 

protect the common good.”128   

The court’s decision was founded on the democratic principle of separation of 

powers, and on the principles of federalism.129 The case became the foundation for later 

court decisions upholding not only the authority to require vaccination but also the police 

powers of public health authorities in general. The decision also created a “floor of 

constitutional protection” (on the basis of what legal scholars call social compact theory) 

which consists of the standards of public health necessity, reasonable means, 

proportionality, and harm avoidance.130 Newspaper reporting on the case and on the 

debate between advocates of vaccination and opponents of the practice, now 

marginalized, described it as “a conflict between intelligence and ignorance, civilization 

and barbarism.”131 Interestingly, similar arguments were used in the debate over 

quarantine in 1918, but the contrast described was one of “enlightened” modern 

quarantine compared to its barbarous archaic precursors. 

The rationale for not closing other public gathering places, in the rare jurisdictions 

that chose not to, or delayed the adoption of such measures, was to avoid creating panic 

                                                 
127 Lawrence O. Gostin, “Jacobson v. Massachusetts at 100 Years: Police Powers and Civil Liberties in 
Tension,” American Journal of Public Health 95(2005): 577. 
128 Thomas May and Ross D. Silverman, “Should smallpox vaccine be made available to the general 
public?” Kennedy Institute of Ethics Journal 13(2003): 67–82. 
129 Gostin, Public Health Law: Power, Duty, Restraint, 57. 
130 Between 1905 and 2005, Jacobson v. Massachusetts was cited in 69 Supreme Court cases, most in 
support of police powers.  
131 Lawrence O. Gostin, “Jacobson v Massachusetts at 100 Years: Police Power and Civil Liberties in 
Tension,” American Journal of Public Health 95(2005): 576–581. 
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by issuing so-called “closing orders.” New York City, home to a large and unusually 

capable public health department, was an interesting exception regarding use of social 

distancing measures and other strategies. The city did not close schools and theaters and 

other gathering places or employ what its health commissioner called the “extreme and 

absurd methods [that] were adopted in some places.” The rationale for keeping schools 

open was that they were, in fact, ideally suited as microcosms of surveillance and disease 

control, because they represented a constant channeling of the gaze of the State on 

families through their children, and in a serious disease outbreak, even one that would 

spread easily in the school setting, keeping schools open and children attending would 

allow authorities to maintain a link to families in the community and determine when a 

school child or a family member fell ill, and take action quickly by directing a nurse or 

other health care provider to that family. The NYC health commissioner described the 

schools as a method of disease control for the “hundreds of thousands of children from 

tenement homes who leave their often unsanitary homes for large, clean, airy school 

buildings, where there is always a system of inspection and examination enforced, and 

where during the epidemic all the details of such work were rigidly adhered to.” 132 The 

health commissioner proceeded to explain how the school and health department would 

handle cases of influenza, including providing care in the hospital if a child’s home was 

not equipped to care for the child and isolate her from other members of the family, and 

providing a physician of the Board of Health if the family did not have a private 

physician. “Now,” he explained,  

how much better it has been to have those children under the constant observation 
of qualified persons than to close the schools, let the children run the streets and 
assemble when and where they would and if they get influenza to let them get it 

                                                 
132 Anonymous. “Epidemic Lessons Against Next Time,” New York Times, November 17, 1918.  
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under conditions of which the Health Department had no knowledge and in which 
it was not prepared from the start to deal with the situation in the best way. 
 

The health commissioner of St. Paul, Minnesota, held a similar rationale about school 

closure, in the belief that school nurses served an essential role in supervising the health 

of school children and making arrangements for care. His counterpart in Minneapolis, 

however, opted to close schools believing that 30 school nurses monitoring 50,000 school 

children would be quickly overwhelmed with their task.133 In December 1918, the Chief 

of the Bureau of Communicable Diseases of the Maryland Department of Health wrote to 

the Surgeon General to ask for clarification regarding a statement the Baltimore Sun 

attributed to the Surgeon General: “Public schools should be closed at first sign of 

epidemic.” The Maryland health official described his efforts over several recent years to 

prevent local physicians, health officers, and school officials from closing public schools 

in reaction to “the slightest evidence of communicable disease” and asked the head of the 

PHS whether school closure was a “logical procedure” effective enough to be warranted. 

The Surgeon General replied that the closing of schools and places for public gathering a 

“logical procedure in view of the high transmissibility of influenza” and while admitting 

that such measures “cannot prevent influenza . . . it is the belief of this Bureau that [they 

have] been successful in diminishing the rapidity of the spread.” He added that “if 

competent facilities for medical supervision of school children are provided, schools need 

not necessarily be closed on the reappearance of influenza.” The use of the term logical 

indicates the notions of scientific rationality and reasonableness that influenced decision-

making. 

                                                 
133 Miles Ott, Shelly F. Shaw, Richard N. Danila, Ruth Lynfield, “Lessons Learned from the 1918-1919 
Influenza Pandemic in Minneapolis and St. Paul, Minnesota,” Public Health Reports 122(2007): 803. 



 173

I found several instances of the explicit use of state power during the 1918 

pandemic in a manner that signaled a change from the usual means of managing both the 

body politic and the public’s health. As described in the Introduction, public health 

authorities and so-called police powers are generally exercised at the state (and local) 

level and not at the national level except in infectious disease matters that pertain to 

interstate and international border. Before the autumn of 1918, there were no regulations 

requiring reporting of influenza-like illness or requiring quarantine of those thought to 

have been exposed to infection.134  

As described elsewhere in this dissertation, quarantine is an ancient tool of 

governments faced with unwanted entry of an infectious disease.135 After the pandemic 

began in earnest (in September 1918), the Public Health Service made influenza a 

reportable disease on September 27, but there was no national-level recommendation to 

make it a quarantinable disease, and decisions to impose quarantine decisions were made 

locally, by some jurisdictions, but not others. The PHS appears to have consistently 

refused to endorse quarantine as a tool to stem the spread of the disease, in part because it 

seemed unlikely that it would work. There was also the popular concern about the 

meaning of quarantine, as suggested by a New York Times article that referred to 

“shotgun quarantines” established by mobs. We know now” the article continued, “that 

such methods are as useless as unlawful” and proceeded to describe a new sort of 

quarantine for railway or steamship travelers, one that “is useful in determining whether 

                                                 
134 Quarantine is sometimes used interchangeably with isolation. Both actions refer to separating 
individuals from the community, but isolation refers to separating individuals who are known to have been 
infected (e.g., active cases), and quarantine refers to separating indiviuals who are thought to have been 
exposed to the disease in question. 
135 Martin Cetron and Julius Landwirth, “Public Health and Ethical Considerations in Planning for 
Quarantine,” Yale Journal of Biology and Medicine 78(2005): 325-220.  
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or not the passengers are infected.” There is clearly an appeal to modernity, rationality, 

and science in clarifying the 1918 meaning of quarantine. Similar notions were expressed 

in a San Francisco Examiner article from December 12, 1918 which described 

“quarantine and the closing of all public meeting places” as a “a relic of barbarism, with 

no value whatsoever.” Interestingly, the Examiner (and the city authorities) did not find it 

similarly barbaric to mandate the wearing of masks under threat of arrest or fines. 

Similarly, a public health official in Little Rock, Arkansas, informed the Surgeon General 

on October 4, 1918 that Camp Pike, the area’s military base had enacted “an unusual 

general quarantine order,” banning interaction between city and camp, and stated that the 

city was “using an intensive educational newspaper control and getting the cooperation of 

the general public accordingly.”136  

In addition to quarantine, local authorities (and in some cases states) used laws or 

actions of their boards of health (empowered by the courts) to ban public gatherings and 

close movie theaters, churches, and other public places, and to curb behaviors such as 

spitting on the street or sneezing without using handkerchiefs.137 Letters from PHS 

officials in El Paso, Texas, in Greenville, Spartanburg, South Carolina, and Nashville, 

Tennessee, and many other jurisdictions, and multiple articles in the New York Times and 

Washington Post reported the closure of churches, movie theaters, pool halls, and in some 

cases the closing of schools. Many cities banned spitting, and Chicago enacted a law to 

arrest persons caught sneezing or coughing without using a handkerchief.138  

                                                 
136 J.C. Geiger, Assistant Epidemiologist in Charge, Little Rock, Arkansas, to Surgeon General Rupert 
Blue, October 4, 1918, PHS 1918 Influenza Files, Box 144. 
137 Anonymous, “Drastic Rule in Chicago. Will Arrest Persons Not Using Handkerchiefs in Sneezing,” 
New York Times, October 4, 1918, 24. This article describes the rule announced by the Health 
Commissioner and Chief of Police as an addition to an existing spitting ordinance. 
138 “Drastic Rule in Chicago,” New York Times, October 4, 1918, 24.  
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After the end of the pandemic, some communities challenged school closure. In 

1919, the Arizona State Supreme Court decided a local board had the authority to close 

schools and theaters during the influenza epidemic. Although the local school trustees 

were correct to question the board of health’s power over the affairs of the schools in 

general, the Supreme Court found that the exigencies of the public health crisis justified 

the action of the local board of health in the specific situation of a major threat to the 

public’s health.139 The State Supreme Court in Oregon arrived at a different conclusion – 

that the state board of health did not, in fact, have authority over schools in that state.140 

Archival material about social control measures implemented during the 1918 

pandemic shows that in general, the standards of reasonableness and necessity were 

applied.141 Dozens of letters to the Surgeon General from PHS personnel stationed 

around the country reported that measures of social control were implemented in many 

jurisdictions, but each chose a slightly different array of measures, and the timelines for 

implementation varied greatly. Also, some health officers writing to Surgeon General 

Blue alluded in some way to a need to balance concerns about stopping a dangerous 

disease with the need to allow the flow of commerce (there seemed to be less reticence 

about interfering with the flow of life, such as religious services, social gatherings, and 

entertainment), and even more important in the case of East Coast port cities. In a post-

hoc assessment of New York City’s handling of the disease the Commissioner of Health 

Royal Copeland quoted the U.S. Surgeon General’s “opposition to the imposition of any 

                                                 
139 Anonymous, “Closing of Schools and Theaters during Influenza Epidemic: Arizona Supreme Court 
Decides That Local Boards of Health Can Order Such Closing,” Public Health Reports 34(1919): 1376, 
(underlining mine). 
140 Anonymous, “Power to Close Schools during Influenza Epidemic Source, Public Health Reports 
35(1920): 1153.  
141 Multiple letters in PHS 1918 Influenza Files, Box 144. 
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irrational quarantine requirements or the adoption of any standard methods of procedure 

that do not promise benefits commensurate with the interference of commerce, 

movements or troopships or transports.”142 “In view of this very proper attitude of the 

Government” stated Copeland, “the only way to protect citizens of New York against 

possible contagion brought through the port of New York was for the city to exercise its 

own powers of quarantine.” This was done by the city health department by transporting 

influenza cases on newly arrived ships directly to hospitals.  

Some jurisdictions enacted requirements for wearing masks, which were thought 

to be potentially useful in preventing spread. For example, San Francisco was one of a 

small number of jurisdictions that enacted mask laws and people who did not wear masks 

could be fined and arrested. The law, as described in the San Francisco Examiner stated 

that individuals in any gathering of more than two people, including in a private home 

with more than two residents. The law called for masks to be worn over the nose and 

mouth, and to consist of four-ply butter cloth or of fine mesh gauze, measuring no less 

than 7 inches in length and 5 inches in width, and attached at four corners with some type 

of fastener. Those caught breaking the mask law would be fined between $5-100 or 

imprisoned for up to 10 days, or by both fining and prison time.143  The newspapers acted 

as enforcers, reporting about individuals caught unmasked, including on one occasion, 

the mayor of San Francisco himself. 

 Markel and colleagues reviewed archival material from San Francisco, Seattle, 

and Tucson, all three of which enacted masking ordinances. Their review included 

corroborating newspaper reports about masking laws and the resistance movements 

                                                 
142 Anon., “Epidemic Lessons Against Next Time,” New York Times, November 17, 1918, 42.  
143 “Here is Text of Mask Ordinance. Violation Incurs Fine or Imprisonment,” San Francisco Chronicle, 
October 25, 1918. 
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organized to oppose them as being at best impractical and annoying, and at worst a 

violation of privacy and civil liberties. A circular disseminated by the Anti-Mask League 

in San Francisco made the following bold statements: 

The Red Cross is welcome to suggest all the best means at their command to 
check plagues, etc., so long as it does not encroach upon the personal liberties of 
the people, by using the press and both the civil and military powers, to force the 
people to wear the unsanitary, outrageous, horrible masks. . . . [T]he mask should 
never be permitted on the public thoroughfares . . . . [i]t creates, far and wide, a 
warlike feeling because the cure for influenza is still worse than the influenza. . . .  
Boards of health should be managed by reliable physicians only; which 
institutions should act within the limits of the constitution of the United States. 
Hence, the arbitrary mask law, being unconstitutional, must be revoked for good 
before anything of a fatal nature occurs. 

 

 In a 2009 article about lessons from the 1918 experience, Barry used the historical 

evidence as an object lesson to contemporary public health officials, exhorting them to 

communicate frankly about the knowns and unknowns. He held up San Francisco’s 

health department as a paragon of good communication. However, the “Wear a mask and 

save your `life!” campaign published in the San Francisco Chronicle, while not hiding 

the truth about the deadly threat of the epidemic, included a message that revealed the 

peer pressure of war-time propaganda: “Doctors wear [masks]. Those who do not wear 

them get sick. The man or woman or child who will not wear a mask now is a dangerous 

slacker.” Slacker was a term used to describe individuals who did not buy war bonds and 

at some point it seems, the co-occurrence of war and pandemic led to an intertwining of 

the two discourses, hence, people who did not wear masks were also slackers and 

implicitly not patriots.144 

                                                 
144 Howard Markel, Alexandra M. Stern, J. Alexander Navarro, and Joseph R. Michalsen, A Historical 
Assessment of Nonpharmaceutical Disease Containment Strategies Employed by Selected U.S. 
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Therapeutic practices in the military  

 Camp Merritt in New Jersey was the largest embarkation camp in the U.S. during 

World War I, located 14 miles from the port of Hoboken. The camp base hospital report, 

dated July 31, 1919, stated that: 

since the building of the first barracks, September 2, 1918, over a million fighting 
men bound to the Port of Embarkation for Overseas Duty and later returning from 
Overseas, have been here housed and fed remaining here a day, a week, a month, 
according to plan. From this vast mass of men, shifting always, and never 
stationary, were detached sick men to the number of 55,612 who were treated at 
the Base Hospital from its opening date, January 8, 1918 to the present date.145 

 

In that period, the hospital’s capacity grew from 416 beds to 2,500 and to a peak of 3,800 

during the influenza epidemic (the camp was hardest hit in October 1918). The medical 

personnel similarly multiplied, and the hospital which began with 22 wards, one of which 

was specifically for influenza patients, reached a peak of 51 wards, all filled with victims 

of the disease. During the ten weeks from mid-September to the end of November, the 

Camp Merritt base hospital admitted nearly 5,000 cases of influenza, with a case fatality 

of 5.3%146 (the overall U.S. case fatality rate for the pandemic was over 2.5%, but the 

markedly higher rate in the military is a reflection of the 1918 influenza viral strain’s 

unusually high toll on young adults).  

 Treatment of influenza at Camp Merritt included sponge baths and ice packs to 

the head for high temperature, but no use of aspirin or other anti-fever drugs. Codeine 

                                                                                                                                                 
Threat Reduction Agency, January 31, 2006. See Crosby, America’s Forgotten Pandemic for the dual 
definition of slackers. 
145 Frank W. Weed, “Base Hospital, Camp Merritt, NJ”, Section VII: Other Embarkation and Debarkation 
Hospitals, Chapter XXIII, Volume V: Military Hospitals in the United States, in Charles Lynch, Frank W. 
Weed, and Loy McAfee, eds. The Medical Department of the United States Army in the World War 
(Washington:  U.S. Army Surgeon General's Office, 1923-29), 
http://history.amedd.army.mil/booksdocs/wwi/seriesbklst.htm (accessed January 12, 2010). 
146 Case fatality rate refers to the “percentage of persons diagnosed as having a specified disease who die as 
a result of that illness within a given period” http://www.ph.ucla.edu/epi/bioter/anthapha_def_a.html 



 179

was given for cough. In patients who developed pneumonia—the most common 

complication of influenza, and also thought to be the main cause of death from 

influenza—treatment included fluid diet followed by a high calorie diet, nursing care, 

fresh air and even placing patients’ beds outdoors.147 Patients were examined daily and 

had their vital signs (temperature, pulse, and respiration rate) taken twice every day. 

 The Camp Custer Report of Epidemic of Influenza and Pneumonia provides a 

detailed description of barracks quarantine. A total “strict non-intercourse quarantine” of 

the camp was imposed when grew more serious. All public venues in the camp (e.g., 

YMCA, Liberty Theatre, Knights of Columbus hall) were closed to the public, and troops 

were required to remain close to their barracks and forbidden to visit other companies or 

organizations in the camp. All military instruction was to be conducted only in company 

barracks, to avoid shared use of a facility. Only officers were permitted to leave the camp 

and only on official business, and the only visitors allowed into the camp were those who 

had a pass for “legitimate and urgent business.” Similarly, only a few types of vehicles, 

including commissary and mail trucks were allowed to enter and exit.148 

 The Surgeon General of the Army sent memoranda to camps and cantonments 

specifying length of quarantine for patients convalescing from influenza, prescribing the 

level of exertion and types of activities in which they could engage. I found it noteworthy 

that while the military was reluctant to curb mobilization to control the spread of 

influenza among the millions registering for the draft in September 1918, military health 

                                                 
147 Outdoor treatment was also used and promoted by William A. Brooks, “The Open Air Treatment of 
Influenza,” American Journal of Public Health 8(1918): 747. 
148 Report of Epidemic of Influenza and Pneumonia. Camp Custer, Battle Creek, Michigan, September to 
November 3, 1918. Section III: Report of Epidemiologist. Headquarters, Camp Custer Michigan, December 
9, 1918. Series from Record Group 112: Records of the Office of the Surgeon General [Army], 1775 - 
1994, Historical Reports of Hospitals and Infirmaries, compiled 05/01/1917 - 05/31/1920, Box 1535). 
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officials appeared to take influenza and its after-effects extremely seriously, and urged 

camp surgeons to take no chances on convalescing influenza cases and to ensure that they 

were fully recovered. This was both due to concern that those discharged too early could 

still be infectious, and also that early release could lead to relapse, potentially causing 

greater harm than the original bout of the disease. The Medical Department of the Army 

recommended bed rest until the patient was recovered, quarantine of the patient (i.e., 

isolation), and gargling and nose sprays with solutions of the disinfectant Dichloramine 

T.  

 In anticipation of the outbreak, Camp Custer (which experienced its first cases in 

late September) took samples of bacterial flora from the mouths of healthy individuals in 

order to have a reasonable baseline against which to compare the flora in individuals 

infected with influenza. The pathology section of the Camp Custer report includes 

detailed references to autopsy findings, including the hemorrhagic lungs that a striking 

effect of influenza, and a manifestation of extreme immune reaction in healthy young 

people now known as cytokine storm.  

 As part of a description of the demographics of the influenza outbreak at Camp 

Custer, hospital officials reported that the majority of influenza cases came from rural 

areas, i.e., “small towns or villages.” 

Influenza is well termed a crowd disease, and it may be within a truer significance 
than is usually implied. Some of those who have watched this and other similar 
epidemics, particularly in Army Camps, have expressed the view that something 
happens to a man when he gets into a crowd.’ Somehow his bodily resistance to 
disease is lowered just as the spiritual tone of a lynching mob sinks far below the 
normal level of the average individual. . . .  The phenomena of anaphylaxis are 
produced in children by slight scarification of the skin and rubbing in of protein in 
order to determine the suitability of a given dietary. It does not require a very 
great stretch of the imagination to picture a somewhat similar process taking place 
in a crowd. Men from the country and under 25 years of age, have not been 
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immunized, sensitized against crowds, and succumb more readily to prevailing 
infections. 

 

This finding from Camp Custer echoed conclusions of many military health workers. 

There was a belief, supported by a great deal of anecdotal data, that urban origin and 

longer duration of military service were somewhat protective against influenza.149 It was 

assumed that young men from the city had mingled freely with many people and been 

exposed to a greater variety of respiratory (and other) microbes. It was also noted 

repeatedly that troops with several months of experience in the military were less 

vulnerable to respiratory illnesses than new recruits, and this also was presumably due to 

the former group’s longer history of exposure to such illnesses. This is a clear 

representation of the paradox of community—in it reside both a poison and an antidote, 

and a lack of repeated exposure and the opportunity to develop some immunity to a 

common threat of disease could lead to a fatal reaction to a highly lethal form of the 

disease. Soldiers who had had limited social exposure in the past were most vulnerable 

because they had not had the opportunity to gradually build immunity through recurring 

exposures to others and their microbes. 

Therapeutic Practices and Health Education in the Civilian Population 

A PHS surgeon published in the Public Health Reports the following instructions 

on avoiding influenza and its spread that included the widespread official advice about 

                                                 
149 See for example Alan M. Kraut, “Immigration, Ethnicity, and the Pandemic,” Public Health Reports 
125(2010 Suppl. 3): 123. Kraut discusses the hypothesis that high susceptibility to influenza among 
Southern and Eastern European immigrants could be partially explained by the fact that they came from 
rural areas where the had had little previous exposure to the influenza virus. 
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staying away from crowds, breathing clean air, cleanliness of hands and eating utensils.150 

The list included “Keep up your general health” and “Buck up. Be cheerful. We’ll get 

over the grip trouble just as we will over every other obstacle on our road to Berlin.”151  

The treatment advice in multiple government publications included references to 

fresh air, bed rest, and the taking of a laxative. The Surgeon General of the Public Health 

Service issued similar instructions, including “initial treatment” of influenza with a 

“saline purgative of calomel.”152 On September 22, 1918, the Surgeon General of the 

Army issued a similar list of recommendations, including “Don’t let waste products of 

digestion accumulate.”153 The near obsession with a well-functioning gastrointestinal 

systems were key to good health seems to be a common theme of both popular and 

official medical advice during the 1918 epidemic in the United States. I found a striking 

parallel in the San Francisco Chronicle article about flushing the city’s streets and its 

sewer or “alimentary” system as a (hypothetical and useless) method to combat the 

spread of influenza.154  

                                                 
150 The PHS surgeon was detailed to the Department of Health and Sanitation of the Emergency Fleet 
Corporation, the quasi-commercial entity whose sole shareholder was the U.S. government and which was 
charged with acquiring, maintaining, and operating of fleet of ships for both national defense and 
commerce. “The Emergency Fleet Corporation was established by the U.S. Shipping Board, April 16, 
1917, pursuant to the Shipping Act (39 Stat. 729) to acquire, maintain, and operate a fleet of merchant ships 
to meet the needs of national defense and foreign and domestic commerce.” (Record group description in 
the National Archives http://www.archives.gov/research/guide-fed-records/groups/032.html#32.3.) The 
corporation had a Department of Health and Sanitation, which, according to the American Journal of Public 
Health “was created with the purpose of performing the same functions toward the shipyard workers as a 
municipal department of health performs toward the citizens of a municipality.” (Source: David Greenberg, 
“Standards of the Department of Health and Sanitation of the United States Shipping Board Emergency 
Fleet Corporation,” by Philip S. Doane, American Journal of Public Health 8(1918):734-735.  
151 This is an alternate spelling of the French word for influenza, (la) grippe. 
152 John L. Murray, Dr. Blue Describes Disease Symptoms and Its Treatment, San Francisco Examiner, 
September 26, 1918, 4. 
153 “How to avoid all respiratory diseases; Surgeon General of the Army gives rules,” New York Times, 
September 22, 1918. 
154 “Sewers doing bit to spread influenza. Thorough flushing city’s big need,” San Francisco Chronicle,  
October 22, 1918.  
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A PHS statement released on September 25, 1918, urged Americans to avoid 

crowded places and attend to personal cleanliness. “There is no drug preventive and there 

is no specific remedy, although the specific bacillus has been isolated. Treatment should 

follow in general the course of putting the patient to bed immediately and keeping him 

there till he is cured, both for his own sake and for the sake of the community. . .  

Aspirin, five to ten grains, may be given to relieve the aches and pains. A light diet 

should be given, such as pasteurized milk.”155 Advice from a PHS officer in West Point 

Missouri echoed the guidance given to military physicians about their charges, urging 

people to stay in bed until fully recovered or risk relapse.156 

On December 8, 1918, nearing the end of the autumn wave of influenza, PHS 

issued a statement about staying healthy after influenza by preventing tuberculosis and 

other secondary respiratory infections. “Build up your strength with right living, good 

food and plenty of fresh air. Don’t waste money on patent medicines advertised to cure 

tuberculosis. Become a fresh-air crank and enjoy life.”  

During the pandemic, much of the machinery of local government and civil 

society in many American communities—that had already become mobilized and 

considerably increased by the war effort—reoriented itself to manage the new emergency 

within an emergency and became involved in caring for those stricken with influenza.  In 

some cities, such as Spartanburg, South Carolina, community service entities, in some 

cases created for wartime helped with the care of hospitalized and homebound influenza 

sufferers. The Woman’s Auxiliary of the War Camp Community Service in Spartanburg 

offered nursing personnel, while the Motor Corps Committee transported nurses, food, 

                                                 
155 Public Health Reports 
156 M.G. Parsons, West Point, Missouri, to the Surgeon General Rupert Blue, October 22, 1918, PHS 1918 
Influenza Files, Box 144. 
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and supplies.157 In Charlotte, North Carolina, the local chapter of the Red Cross and the 

city commissioners made arrangements to provide care and food to poor people seriously 

ill with influenza, and the War Camp Community House was used as an emergency 

hospital, and an ambulance from the Camp Greene Base Hospital was assigned to the 

emergency hospital. In El Paso, Texas, the Ladies Auxiliary oversaw cooking at the 

emergency hospital set up in a public school by the American Red Cross and the local 

public health authorities.  

 The care provided to influenza victims varied depending on severity. Mild cases 

were routinely cared for in the home, while serious cases were hospitalized if a hospital 

was accessible and if there was space available. In some cities, the volume of severely ill 

people at the height of the outbreak quickly overwhelmed hospital capacity and 

emergency hospitals were established, generally in existing structures such as schools 

closed due to the epidemic. 

Early in the epidemic, some in the medical and public health community believed that the 

causative organism was Pfeiffer’s bacillus (today known as Hemophilus influenzae), but 

it quickly became clear that not all samples taken from patients contained the bacillus. 

However, many physicians recognized that some deaths appeared to result from influenza 

infection itself, while others were evidently due to secondary bacterial lung infections 

that occurred in the influenza-weakened body (this is a theory that has received 

significant support in the twenty-first century).158 Given scientific and technological 
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limitations, there were no antibiotics to treat the bacterial pneumonia or ventilators to 

“breathe” in place of failing lungs. Treatment of the disease was limited to what today 

would be called supportive or palliative care. An article in Public Health Reports, the 

PHS weekly publication, provided another description of treatment of influenza cases. 

Treatment, it stated, was symptomatic. It called for “[a]ttention to cleanliness of the 

mouth, adequate ventilation, avoidance of exposure to cold, and isolation from those who 

may be carriers of virulent pneumococci and streptococci are measures advisable to 

prevent complications. Aspirin or similar remedies may be used to relieve headache and 

general pains. Watch should be kept for complications, and cases should not be 

discharged too early.” Exposure to fresh air and getting adequate rest were frequently 

encountered medical advice for treating influenza.159  

A detailed example of the medical care provided to individuals hospitalized with 

serious cases of influenza may be found in a letter from the medical director in charge of 

the Maryland State Hospital Train, which was lent to the Public Health Service to provide 

health care to seriously ill workers at the Fore River shipbuilding plant in Quincy, 

Massachusetts.160 The local PHS representative, a Navy physician, requested that the 

train take in only nurses, given the overwhelming level of infection among these essential 

caregivers. The letter from Dunott to the Surgeon General described a course of treatment 

that included urotropine four times daily for three days, codeine for cough (used widely 

in other settings, leading to at least one reported shortage), sodium cacodylate injection 

for fever, phenacetin for headache and pain, argyrols for sore throat, and strychnine and 

                                                 
159 September 26, 1918 M.G. Parsons, Medical Officer in Charge in West Point, MO to SG; State Health 
Official Gives Facts on Influenza Crisis, San Francisco Chronicle, October 19, 1918. 
160 The signature on the October 11, 1918 letter to the Surgeon General, is illegible, but a notice in the 
Southern Medical Journal (11[1918]:776) states that Dr. Daniel Z. Dunott, Chief Surgeon of the Western 
Maryland Railroad was in charge of the train, PHS 1918 Influenza Files, Box 144. 
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whiskey or brandy for supportive treatment.161 Other measures included “free purging”, 

liquid diet for those with high fever, and crushed ice for sore throats. The letter included 

details about general cleaning procedures used on the hospital train, including use of use 

of chloride of lime and creosote disinfectant.  

An article in Public Health Reports, the PHS weekly publication provided another 

description of treatment of influenza cases. Treatment, it stated, was symptomatic. It 

called for “[a]ttention to cleanliness of the mouth, adequate ventilation, avoidance of 

exposure to cold, and isolation from those who may be carriers of virulent pneumococci 

and streptococci are measures advisable to prevent complications. Aspirin or similar 

remedies may be used to relieve headache and general pains. Watch should be kept for 

complications, and cases should not be discharged too early.” 

  

Knowledge-producing practices 

I included in the category of practices that produce knowledge two sets of 

activities: (1) the collection and analysis of statistical data about the epidemic’s toll and 

the apparent social and demographic factors that could explain the statistical patterns 

(e.g., why some groups were more likely to die than others), and (2) the efforts to develop 

a vaccine against influenza. The latter category of knowledge production was far less 

successful than the former. Although both the statistics and vaccinology constituted the 

vanguard of modern scientific accomplishment, the former was far more mature, and 

                                                 
161 Assistant Surgeon C.H. Waring, Newport News, Virginia, to Assistant Surgeon General A.J. 
McLaughlin, October 14, 1918, PHS 1918 Influenza Files, Box 144; an analgesic (painkiller) and fever 
reducer that is no longer in use, due to its side effects (including kidney injury). 
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some of the statistical work conducted by PHS personnel was of a quality fairly close to 

contemporary (twenty-first century) standards.162  

Vaccine development was not as advanced, although several vaccines had been 

developed beginning with Edward Jenner’s smallpox vaccine in the late eighteenth 

century, and several more during the nineteenth century. The great obstacle to developing 

a vaccine was the utter ignorance of the causative agent, but that did not pose any 

challenges for newspapers who grasped at any indication of certainty from scientists and 

public health experts and proclaimed this or that bacterium as the cause of influenza. 

Although many scientists and physicians had their doubts about the accuracy of claims by 

proponents of the Pfeiffer’s bacillus hypothesis or other theories, scientific uncertainty 

was generally not a part of the information provided in newspaper editorials and articles. 

The Public Health Service requested that its personnel in the field and other colleagues 

gather specimens, such as sputum samples, to be tested in the laboratory, and there are 

several letters on this subject, including letters from the Surgeon General’s office 

requesting samples and from workers in the field requesting guidance or equipment.163 

On October 4, 1918, the New York Times reported that the health commissioner of 

New York City “tells us that his department has found, and will soon put into general use, 

a vaccine that will prevail over ‘Spanish Influenza.’ According to Dr. Copeland, this new 

vaccine will be considered revolutionary.  And yet, according to him and other 

                                                 
162 Arthur J. Lawrence, “Commentary on: The Incidence of Influenza Among Persons of Different 
Economic Status During the Epidemic of 1918 (1931) (Edgar Sydenstricker),” Public Health Reports 
121(2006): 190. 
163 See also H.H. Wagenhals, Sanitary Engineer in Temporary Charge, PHS, Augusta Georgia, and C.W. 
Stiles, Professor, to physicians in the Augusta area, September 20, 1918, PHS 1918 Influenza Files, Box 
144; J.W. Schereschewsky to H.H. Wagenhals, September 28, 1918, PHS 1918 Influenza Files, Box 144; 
M.G. Parsons, West Point, Missouri, to Surgeon General Rupert Blue, October 1, 1918, PHS 1918 
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physicians, it is an application of old remedies to a new disease.”164 On October 5, the 

Times reported part of the health commissioner’s statement about vaccine, which 

informed citizens that the vaccine developed in New York was one of several developed 

around the country, and that the vaccines were tested in numbers so small no conclusive 

evidence of their effectiveness was available. Appealing to the public awareness of 

effective vaccines already in existence, and to the authoritativeness of the scientific 

community that had developed them, he noted that “[t]he present epidemic will give us a 

chance to find out whether the influenza vaccine will really protect us like typhoid 

vaccine does.” He then described plans to test the vaccines, including in the Army and 

Navy, and in private physicians’ practices. Letters between the Surgeon General and PHS 

officers in the field provide additional information about the groups in which vaccines 

were tested, including the residents of state institutions such as prisons, hospitals and 

factories.165 It is hard to determine the circumstances that surrounded the vaccine tests. 

Was there informed consent of participants? In some case, such as military testing of 

vaccines, there is evidence that troops believed they were doing something for the good 

of the nation. 

A newspaper editor waxed poetic about the end of the pandemic: 

Though the disease left a trail of death and suffering, it is overshadowed 
by the gratifying events in the war area and soon will be forgotten. Like a 
horrible nightmare, it will pass into the limbo of oblivion. It will be found, 
no doubt, when the statistics are complete that this was the most severe 
and fatal epidemic through which the American people ever passed. 
Though it ran its course quickly, it took a terrible toll of life in those few 
brief weeks. But it failed to weaken the determination of the United States 
to push forward in the winning of the war, and it interposed comparatively 
little obstruction to war activities. The spirit of the people rose above it 
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165 Matthias Nicoll, Deputy Commissioner, New York State Department of Health, to Surgeon General 
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and conquered it, as they helped to conquer the Hun on the field of 
battle”166 
 

This November 1918 editorial in Washington Post is noteworthy for highlighting two 

themes—first, that victory in war overshadowed the epidemic, and second hints at the 

importance of a very modern development – a thorough statistical accounting of the death 

and disease caused by influenza. It also weaves a triumphant narrative that acknowledges 

a powerful gap—the final tally of the pandemic’s destruction—but ultimately a 

surpassable one, first through the modern science of statistics, and then by becoming 

eclipsed by the far more powerful fact of victory in war.  

Foucault asserted that “major mechanisms of power have been accompanied by 

ideological productions of . . . . effective instruments for the formation and accumulation 

of knowledge.”167 The military buildup for the war and the subsequent military and 

civilian responses to the influenza pandemic demonstrate clearly the ways in which 

knowledge was defined and accumulated to meet the twin goals of victory in the war and 

victory over influenza, or even more accurately, to prevent a scenario where the disease 

could preclude military victory. Earlier in this chapter, I wrote that the nature of the 

military allows it to enact measures of social control more easily than its civilian 

counterparts, and the same is true of the military’s ability to collect data, such as 

statistical information about influenza cases and deaths.168 The Army Surgeon General’s 

1919 report to the Secretary of War contained a detailed overview of statistics pertaining 

to the influenza outbreak in the military, and the records of World War I military camps 

in the National Archives contain, among other things, boxes and boxes of neatly stacked, 
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168 Edgar Sydenstricker, “Preliminary Statistics of the Influenza Epidemic,” Public Health Reports 
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yellowing records containing standardized information about every single patient 

examined in or admitted to a base hospital for any reason.169  The military’s records 

appear considerably more organized, and one might surmise, complete, than civilian 

records kept by a wide range of jurisdictions and guided by varying laws and standards.  

Outside the military, the related fields of epidemiology and biostatistics faced 

challenges, but their practitioners sought to apply the best of their expertise to compile a 

complete picture of the pandemic’s impact on the United States. Public health work in 

statistics was taking place in a broader context of “the utilization of the social sciences, 

particularly of statistical methods, in an effort to encourage attention to efficiency and 

more rational methods of decision making in the national government” but despite the 

intense pursuit of expertise and rationality, there was a recognition in many fields that the 

statistical tools and knowledge at the disposal of the American government in 1917-1918 

were limited.170 

I found multiple references in the PHS correspondence files to making legible by 

expressing numerically the extent of the death and illness caused by the epidemic in the 

United States. The Metropolitan Life Insurance Company joined in efforts to make a 

complete accounting of influenza cases and deaths by acting as an extension of the 

governmental data collection apparatus through its actuarial data, and collaborating with 

government epidemiologists to begin to piece together the vital statistics puzzle left by 

the pandemic.  

                                                 
169 War Department Annual Report to the Secretary of War, Fiscal Year Ending June 30, 1919, Report of 
the Surgeon General, U.S. Army, in two volumes, 
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170 William J. Breen, “Foundations, Statistics, and State-Building: Leonard Ayres, the Russell Sage 
Foundation, and U.S. Government Statistics in the First World War,” The Business History Review, 
68(1994): 451. 
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The PHS files contain approximately a dozen letters among Edwin W. Kopf, 

assistant statistician at the Metropolitan Life Statistical Bureau; W.H. Frost, a PHS 

official; B.S. Warren, Assistant Surgeon General; Edgar Sydenstricker, a PHS 

statistician; and William H. Davis, Chief Statistician in the Division of Vital Statistics of 

the Census Bureau. Metropolitan Life’s Kopf chaired a Special Emergency Committee on 

Statistical Study of the Influenza Epidemic at the University of Pennsylvania on 

November 29-30, 1918, and two weeks later, the American Public Health Association 

meeting in Chicago served as a forum for a resolution on statistics of the influenza 

pandemic. At the meeting, Sydenstricker explained that due to “the incomplete and 

inaccurate morbidity reports among the civil population, statistical studies will be limited 

largely to mortality date” and described the circumstances that led to limitations of the 

available data:  

the magnitude of the epidemic in a large number of localities, the 
congestion of cases at and near the peak of the epidemic, the tendency to 
cease reporting toward the end of the epidemic, the breakdown of the 
more or less elaborate system of individual card reports which called for 
unessential as well as essential data, and the depletion of the reporting 
personnel—the practicing physicians—by service in the armed forces and 
by the disease itself. In addition to these unusual conditions was the fact 
that in practically no State or locality had influenza been a reportable 
disease prior to the 1918 epidemic, and that in perhaps a very large 
proportion of localities it was not made a reportable disease until the 
epidemic was well under way.”171 

 

Sydenstricker also acknowledged that epidemiologic analysis (“correlation of the 

types of epidemic curves in various localities with . . .  with methods employed in 

attempts to control the epidemic or to mitigate its effects”) would also be limited in the 
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near term.”172 A Field Investigation of Influenza was begun and involved several 

government entities with interest and expertise in the various aspects of data collection: 

the Census Bureau, Division of Vital Statistics; the PHS Bureau of Communicable 

Diseases and Bureau of Vital Statistics; the Medical Corps of the Army and Navy, and 

state departments of public health.173  

One of the more remarkable facts about the 1918 pandemic, aside from its 

extraordinary toll on the American and world populations, is its peculiarly high toll on 

young and vigorous adults, those who are rarely seriously affected or killed by seasonal 

influenza.  When one plots on a graph seasonal influenza deaths on the X axis and age 

(perhaps in 5-year ranges) on the Y axis, the normal annual shape is a U, with the highest 

proportion of deaths occurring among the very young and the very old. In 1918, plotting 

deaths by age yielded W-shaped curves, signaling much higher than expected death 

among healthy young adults, those least likely to die of seasonal influenza.174 

Contemporary evidence seems to point to a phenomenon of hyper-immunity, or rather, 

autoimmunity—the cytokine storm—as the explanation for excess mortality in an age 

group that is generally most healthy and vigorous (see additional discussion in Chapter 

4). In such cases, the immune response was too robust, and victims drowned in the fluid 

filling up their own lungs. Some of the most chilling examples are found in the 
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experience of military physicians and some of the nation’s most accomplished academic 

physicians who joined the war effort found that young healthy soldiers quickly rapidly 

developed a purple-black hue and died as their lungs were overwhelmed. 

 Both wars and major national (and international) infectious disease outbreaks are 

crises in the life of a state, and either would understandably give rise to out-of-the-

ordinary government interventions. The work of public health infectious disease 

(especially in an epidemic/pandemic) has frequently been represented as a type of war, 

with the attendant legal/judicial/political frameworks for suspending the normal and 

calling forth the state of exception. In some cases, the public health actions in 1918 

seemed to fit into a type of hierarchy (or a slippery slope?) of actions representing a 

biopolitical state of exception. As the pandemic spread, as public concern, fear, and an 

expectation of government action grew, authorities, generally public health officials or 

boards of health enacted various measures to attempt to control the disease and the 

behavior of the population, appear responsive, and instill confidence in the scientific and 

medical efforts being undertaken by the government and their academic and private 

sector collaborators.175 

The military, having a captive collection of subjects, could enact measures of 

social control more easily than their civilian counterparts. Soldiers could be banned from 

exiting the base and entering a nearby town. A few military installations, such as Naval 

Training Station at Yerba Buena Island in California, had the ability to ban all human 

beings from either entering or exiting during the pandemic, but this was utterly unfeasible 

and undesirable in most settings and under most circumstances. Medical historians from 
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the University of Michigan have learned that several communities (some civilian) lived 

through the pandemic with zero cases of influenza because of the extreme measures they 

took to isolate themselves from the outside world.176 Although insufficient data did not 

allow Markel and colleagues to draw any conclusions about the association between the 

use of certain nonpharmaceutical interventions and the rate of influenza spread or of 

deaths, the effective functioning of biopolitical micro-apparatuses appeared to have a 

measurable impact on disease spread and on disease-related deaths. 

Although the influenza virus was not “discovered” until 1933 and the mechanisms 

by which influenza was spread were not understood, newspaper coverage of the bans on 

public gatherings demonstrate that the germ theory of disease had become a part of 

common parlance – no one spoke of miasmas emanating from the ground as a source of 

infection – and there was evident and widespread concern about person-to-person contact 

constituting the main avenue for infection.177  

 In this chapter, I provided an overview of the 1918 pandemic’s unfolding, and 

analyzed the functioning of the biopolitical regime of the time and the ensuing pandemic 

discourse, as well as the therapeutic and preventive practices employed by the civilian 

and military public health apparatuses. I employed Foucault’s concept of 

power/knowledge to analyze the relationship between the functioning of political, 

military, and public health forces and their reliance on the construction of certain 
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knowledge and authoritative truths, and the relationship of mutual legitimization between 

knowledge and power even in the face of profound scientific limitations.  

Agamben’s notion of the state of exception and the concept of “bare life” 

associated with it apply to the larger social and political context of the 1918 pandemic. 

War-time patriotism, solidarity, public concern, and the suspension of civil liberties may 

have had considerable effect on the way public health officials and physicians managed 

and talked about the disease. Although the Public Health Service archival records on the 

influenza pandemic do not reveal a smoking gun of violations of human rights and 

overtly coercive measures taken, some newspaper coverage would suggest both an effort 

to downplay the seriousness of the situation and a possible overreaction on the part of 

some jurisdictions. This also provides some indication that frank communication about 

the extent and impact of the disease’s spread was a distant second to lifting morale and 

the spirit of patriotism. I note an analogy between the emergence of the state of exception 

as a phenomenon of the modern state and the emergence of an overtly biopolitical state of 

exception in public health – establishing the mechanisms for suspending the usual rule of 

law in public health to facilitate efficient response in a serious disease outbreak.  

Finally, applying Esposito’s dichotomous construct of community/immunity to 

the 1918 pandemic helped me to explore a significant historic manifestation of the 

immunitary mechanisms within the biopolitics of the State. Two of the three main 

purposes of the U.S. Constitution—federalism and the balancing of individual rights and 

the wellbeing of society—were key themes during the 1918 pandemic, and remain twin 

challenges to contemporary public health.178 The community posed a threat to the 
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individual as a source of infection that could be controlled through a variety of strategies 

(non-pharmaceutical interventions in twenty-first century parlance). The community also 

was an immunitary defense, protecting against the ravages of the disease and ultimately 

attempting even to keep death at bay, as it was its many dedicated health workers and 

volunteers who served the sick and dying. The plight of Alaska Natives during the 

pandemic warrants in-depth examination, as misguided bureaucratic attempts to socially 

immunize them (by preventing their free movements to associate and trap for their food 

and clothing needs) succeeded only in denying them access to both the support of 

community and the property, the material goods, they needed to survive. On the national 

level, the 1918 pandemic was seemingly forgotten, but left significant marks in the 

memory of the biomedical and public health establishments. The futile attempts to 

develop the ultimate immunitary, or in this case, immunologic, strategy—an effective 

vaccine—were not abandoned. The virus was discovered, an effective vaccine developed, 

and the political and bureaucratic memories of managing the pandemic resurfaced when 

new influenza pandemics threatened. On the global level, World War I led to an early 

formulation of a community of nations, and the League of Nations movement included a 

nascent structure for global health governance that ultimately led to the formation of the 

World Health Organization and the promulgation of International Health Regulations, as 

part of an attempt to immunize nations, and ultimately, the world, against the social and 

economic chaos and devastation of a severe pandemic. 
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Chapter 4: War on Two Fronts: Epidemics and the Military  

War is simply the continuation of policy by other means.1 
 
Once again, a great pandemic of pestilence has followed in the wake of 
war.2 

  
The saddest shortcoming revealed by the epidemic was the lack of a 
detailed plan for meeting exactly such a catastrophe . . . . We shall 
never be found in a similar predicament, for from the devastation of 
this epidemic will follow preparations against its repetition which will 
rival in thoroughness the most efficient planning of a great military 
offensive.3  

 
 

The influenza pandemic of 1918 marked a remarkable moment in infectious 

disease but it coincided with an event that constituted a remarkable moment in military 

and political history. The fact that the Great War and the deadliest influenza pandemic 

occupied roughly the same span of time offers an opportunity to consider the two events 

as not merely coincidental but to look at their ontologic kinship. Foucault was deeply 

interested in the nexus between (bio)politics and war, and used the thought of nineteenth-

century military strategist General Carl von Clausewitz as a starting point for some of his 

work in this area, including inverting Clausewitz’ maxim to propose that politics is war 

by other means, perhaps as a way to suggest that military strategic thought may be the 

“model discourse from which power itself extracts its principles.”4 

                                                 
1 Carl von Clausewitz, On War, trans. Michael Eliot Howard, and Peter Paret (Princeton, NJ: Princeton 
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There are many areas of convergence between control of infectious disease and 

the military, and they range from discursive formations (e.g., a partially shared language 

of war) to a deep history of mutual aggravation between wars and disease outbreaks. 

There also are similarities in the governance structures established to conduct wars and to 

respond to disease outbreaks, including the injecting of military theory and ideology into 

civilian government agencies and institutions to fortify them to respond to epidemics and 

other crises. In this chapter, I discuss these intersections and their historical context and 

cultural framing through the theoretical lenses provided by Roberto Esposito’s 

“interpretive key” of immunity/community, Giorgio Agamben’s concept of the state of 

exception, and Michel Foucault’s construct of power/knowledge.  

My main focus is on the relationship between civilian and military medicine and 

public health during the 1918 influenza pandemic and World War I, and the 

contemporary nexus between these two biopolitical apparatuses during the early twenty-

first-century preparations for public health emergencies such as an influenza pandemic 

and during the 2009-2010 pandemic of novel influenza A(H1N1).5 In the process, I 

briefly explore two major milestones of the intervening years, including military-civilian 

biopolitics during the Cold War and the public health preparedness movement that 

reached a zenith in the wake of the September 11 terrorist attacks and has continued its 

work. Minor but noteworthy markers along the way include military biomedical science’s 

integral role in vaccine development, including the development of the first influenza 

vaccine in the 1940s, and the 1976 influenza immunization program (supported by 

significant military research) for the swine flu outbreak incorrectly purported to be the 
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beginning of a new pandemic.6 It is noteworthy and perhaps not coincidental that the 

American military served as the mythical ‘ground zero’ of two events that represent the 

bookends of twentieth-century influenza biopolitics in the United States: the hypothetical 

origin of the 1918 pandemic, and the origin of the 1976 swine flu epidemic that never 

was.7 Also, in the United States, the Department of Defense (DoD) and the Department 

of Veterans’ Affairs (VA) are charged with caring for the health and well-being of active 

and reserve military and National Guard, and of veterans. VA plays a minor role in 

infectious disease research, but the DoD houses several storied medical research 

institutions with a history of contributions to civilian public health and infectious disease 

prevention.  

The relationship between war and disease has a long history. These two human 

misfortunes sometimes occur together, and disease often follows war. Wars break up 

communities and social organization, causing refugee crises and precipitating disease 

outbreaks that then spread rapidly among already devastated and weakened populations. 

As one example, historical records on the precursors to the World Health Organization 

mention the use of the cordon sanitaire to control disease spread across European 
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countries during the Russian-Polish war that displaced large populations and facilitated 

the spread of diseases that plagued Europe at the time, including typhus and cholera.8 

The fact that the 1918 pandemic occurred during a war complicated the war effort 

and management of the disease in the civilian population was itself affected by the war. 

In Congressional testimony on September 18, 1918, Assistant Surgeon General J.W. 

Schereschewsky stated that “because [influenza] is a disease that directs itself to 

industrial centers, and it is certain that all war projects, when it hits an industrial center 

will be knocked out 50 per cent.”9 The Congressional hearing took place before the 

epidemic and the remarkable devastation it caused reached a peak. 

 

Immunity/community 

The military reflects both sides of Esposito’s construct – immunity/community – 

by being in some ways both the ultimate community and society’s main immunitary 

mechanism. The war itself led to a hypertrophied communitas—in a widespread 

reciprocal donation of one’s property, liberty, and sovereignty in the military, and to a 

somewhat lesser extent in the civilian population.  

Esposito’s concept of immunity/community is a useful lens to examine the myriad 

ways in which the military and quasi-military apparatuses in the United States construct 

individual and corporate subjects. In many ways, military medicine and public health 
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represent biopower in a very obvious form, with broad and deep effects on members of 

the military. Barracks, the highly crowded quarters for military personnel through the 

ages, have been hotbeds of infection, and during war time, epidemics spreading among 

troops have frequently cost as many or more lives than combat. The leading cause of 

death during the year 1918 was influenza, the cause of nearly one half of the total number 

of deaths from diseases among officers, enlisted American troops, and native troops (e.g., 

from the Philippine  Islands). Broncho-pneumonia and lobar pneumonia were reported as 

the second and third leading causes of death from disease.10 Military biopower is 

responsible both for creating or at least precipitating and intensifying the infectious 

disease threat, and for devising scientific and medical tools to manage and if possible, 

prevent disease.  

The military behaves like an immune system, defending the borders of its national 

host “organism” against the invasions of outsiders.  The theme of borders and boundaries 

emerges in many aspects of public health governance in the military, the medical care 

given to those sick with influenza, and in the relationship between civilian and military 

public health in historical context, with the 1918 pandemic as a case study. The military 

itself is structured into rigid categories with clear boundaries. Members of the military 

wear uniforms and have ranks that set them apart from the civilian population and situate 

them in the highly hierarchic and authoritarian structure of the service branches of the 

military, and of the military reserves and National Guard. Unlike civilian jobs and 

civilian uniforms (a nurse’s scrubs, a farmer’s overalls), military jobs, uniforms, living 
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arrangements, slogans, shared near-death and other extreme experiences constitute multi-

layered boundaries between the military self and non-military others and construct a more 

close-knit community among military peers. 

The relationship between civilian and military public health and medicine is an 

example of the evolving permeability in the boundaries that separate the two fields. As 

described in an earlier chapter, the military, and especially the Navy, has served as a 

workforce model for the U.S. Public Health Service Commissioned Corps. The Corps are 

the uniformed component of the Department of Health and Human Services that is led by 

a surgeon general, and has ranks and commissions equivalent to those of the Navy. In 

addition to the symbolic kinship between public health Commissioned Corps and the 

other uniformed services, the military also serves as a collaborator with civilian public 

health and a major contributor to infectious disease research.11  

There are many milestones in the military’s activities related to the pandemic 

influenza threat; three are highlighted below. One is the military’s role as a catalyst for 

both the 1918 pandemic and medical interventions to stop it. A second important 

milestone is military science’s crucial support to the development of the first effective 

influenza vaccine (in 1944), a decade after the influenza virus was definitively identified 

as the causative organism of the 1918 pandemic), and the twenty-first century DoD 

research and public health surveillance activities such as the DoD Global Emerging 

Infections Surveillance and Response System’s influenza surveillance program.12  

                                                 
11 The US Public Health Service Commissioned Corps is one of the seven uniformed services 
12 For a comprehensive description of the work of the DoD GEIS, see the Institute of Medicine report 
Committee for the Assessment of DoD-GEIS Influenza Surveillance and Response Programs (Washington, 
DC: National Academies Press, 2007); Kendall Hoyt, “Vaccine innovation: lessons from World War II” 
Journal of Public Health Policy. 27(2006): 38. 
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During the First World War, the U.S. Public Health Service organized disease 

control programs near 40 military installations to protect hundreds of thousands of 

civilians and military personnel.13 The 1918 pandemic’s juxtaposition to the war only 

shaped the course and intensity of the pandemic, but, as described in Chapter 3, there are 

two hypotheses about the pandemic’s origin, which assert that the new strain of influenza 

may have emerged in the British or French army on the Western front, or in the vicinity 

of Camp Funston in Kansas.14 There is considerable evidence against the latter 

hypothesis, but it seems reasonable to assume that the war was a major catalyst—if not in 

helping the virus to achieve efficient human-to-human transmission—then at least in 

facilitating viral spread to large numbers assembled for a variety of purposes pertaining 

to the war (e.g., selective Service registration, mobilization, transport across the Atlantic). 

 

The 1918 Influenza Pandemic 

Mobilization for World War I took place between August 25, 1917 and November 

11, 1918. In many areas of the country, draft halls were packed with draftees even at the 

height of the epidemic, despite the protest of some public health authorities who believed 

that the overcrowded halls would facilitate the transmission of influenza. Army draftees 

were transported to two types of military posts: the camps of the National Guard, and the 

cantonments of the Army. The Army had 16 cantonments around the country organized 

in depot brigades that would be trained for tactical divisions. Each camp had a base 

                                                 
13 Rodney M. Wishnow, Jesse L. Steinfeld “The Conquest of the Major Infectious Diseases in the United 
States: A Bicentennial Retrospect,” Annual Review of Microbiology 30(1976): 427. 
14 The Great Influenza; see also Christine M. Kreiser, “The Enemy Within.” American History, December 
2006, and J.S. Oxford, A. Sefton, R. Jackson, W. Innes, R.S. Daniels, N.P. Johnson, “World War I May 
Have Allowed the Emergence of ‘Spanish’ Influenza,” Lancet Infectious Diseases 2(2002): 111. 
 



 204

hospital and auxiliary remount depot, and both came under the management of the 

division surgeon. The medical team in military divisions included a division surgeon, 

sanitary inspector, veterinarian, and a dental officer. In some cases, the medical officers 

were commissioned medical personnel of the Army, but in other cases, they were drawn 

from the National Guard or the Army Medical Reserve Corps established by 

Congressional legislation signed into law by President Wilson in 1917. The Army 

division surgeon had six main functions: “preventing introduction and spread of 

communicable diseases in the cantonment area, (b) administration of prophylactic 

inoculations, (c) sanitation in the cantonment area, (d) physical examination of drafted 

men, (e) organization and equipment of sanitary units, [and] (f) instruction and training of 

medical department personnel.”15 

Data from the embarkation records at show an average of approximately 25,000 

troops were embarked monthly, and influenza rates, which were 4.5 per 1,000 and 

remained around 1-1.5 per thousand through the spring and summer, grew to 35.5 per 

1,000 in September and peaked at 183.1 per 1,000 (nearly 20% became sick with 

influenza) in October. In November, the rate had dropped to 11.2 per 1,000, and in 

December to 9.4 per 1,000. Interestingly, data from the embarkation port (7 different 

camps) showed a noticeable difference in the influenza rates among white soldiers 

compared to “colored” soldiers. The latter appeared to be less susceptible to influenza 

and the explanation in the Army Surgeon General’s Report for 1918 was that many of the 

African American troops had been in the port for some time and had “had an opportunity 

                                                 
15 Albert S. Bowen and M.W. Ireland, The Medical Department of the United States Army in the World 
War, Volume IV, Activities Concerning Mobilization Camps and Ports of Embarkation. U.S. Army 
Medical Department, Office of Medical History (Washington, DC: U.S. Government Printing Office, 
1928). 
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to build up a series of sanitary safeguards, such as sanitary messing and housing” and had 

not been exposed to travel and contact with many other people as much as the White 

troops recently arrived at the embarkation port. However, noted the record, “when they 

did become infected, they seemed to show less resistance to pneumonia than did the 

whites.”16 

Although the military, given the high intensity of its administrative and medical 

gaze over its personnel, had considerably better ability to identify cases of influenza and 

to count deaths from influenza, there was an acknowledgement that without knowing the 

causative agent, it was not possible to show definitively when the epidemic began and 

ended. The statistical profile of the epidemic was further complicated by the fact deaths 

did not occur at a standard length of days after first symptoms appeared, and the fact that 

some areas appeared to experience a slight recrudescence—a temporary upward bump in 

the curve of the epidemic (i.e., plotting number of cases on the X axis and time in days on 

the Y axis of a graph). 

The movement of troops, both transatlantic and between barracks and town, the 

extraordinary concentration of men in cramped quarters, and the patriotic fervor that led 

to parades and fundraising provided an ideal environment for the spread of respiratory 

disease. After the 1918 pandemic, Army epidemiologists attributed 80% of American 

World War I deaths to influenza, and although President Wilson briefly contemplated 

pausing the transport of troops across the Atlantic to wait for the pandemic to wane, other 

views prevailed, and many more young men were sent to die of influenza on ships and be 

                                                 
16 Bowen and Ireland, 387. For research on the pandemic’s effect on the civilian African American 
community, see Vanessa N. Gamble, “There Wasn’t a Lot of Comforts in Those Days:” African 
Americans, Public Health, and the 1918 Influenza Epidemic,” Public Health Reports 125(2010 Suppl. 3): 
113. Gamble’s sources included African American newspaper archives. 
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buried at sea.17 The astonishing toll among military personnel—34,446 deaths from 

influenza and pneumonia—was due to the fact that the strain of influenza responsible for 

the pandemic, already much more virulent than seasonal influenza, was especially fatal in 

young, healthy adults, more so than in the very young and the very old, who are most 

vulnerable to normal annual outbreaks.18 

The military’s understanding of the geographic and spatial features of disease 

spread was fairly sophisticated even in 1918.19 This is not surprising given the precision 

with which military camps and other installations were planned, and the detailed 

specifications for the spatial arrangement and allocation of square footage during the 

pandemic. The ways in which individual bodies were positioned and organized has 

always been a concern to military planners, and this is also evident in how military 

physicians and epidemiologists also thought a great deal about the distribution of disease 

in the camp “community”—which units had the greatest disease incidence and death 

rates, where they were located in relation to other units. The geography of disease spread, 

and at a more micro level, the spatial characteristics of disease spread, were frequent 

features in the writing of military and civilian medical specialists, although the military 

preoccupation with precision and complete intelligence about all facets of a problem is 

evident in the way military health authorities (especially military epidemiologists) 

recorded every aspect of the health of the troops. Dozens of file boxes in Record Group 

112 (Office of the Army Surgeon General) in the National Archives and Records 

                                                 
17 James E. Hollenbeck, “The 1918-1919 Influenza Pandemic: A Pale Horse Rides Home from War,” Bios 
73(2002): 19-27; Kreiser, “The Enemy Within.” 
18 Compare this to the annual toll of seasonal influenza, typically estimated to be 36,000 deaths in the entire 
U.S. population. For death rates in the military of the United States and other nations , see John F. 
Brundage and G. Dennis Shanks, Deaths from bacterial pneumonia during 1918-19 influenza pandemic. 
Emerging Infectious Diseases 14(2008). 
19 Matthew Smallman-Raynor, Andrew David Cliff, War epidemics: an historical geography of infectious 
diseases in military conflict and civil strife, 1850-2000 (New York: Oxford University Press, 2004). 



 207

Administration’s College Park facility are filled with neatly stacked cards and sheets 

recording details such as the name, age, vital signs, diagnosis, admission and discharge 

date of every soldier that ever entered a military hospital. Other records that were 

classified as belonging in the category of health or medical contain information about 

dimensions of barracks and tents where troops slept, per-capita distribution of space and 

other resources (blankets, wool underwear and socks, boots, etc.), and other necessities of 

a military existence.20 Documents such as reports prepared by military health 

administrators include many references to the purported links between adequate clothing, 

warm bedding, and nutrition, and a soldier’s susceptibility to disease and likelihood of a 

quick and complete (or any) recovery. The situation of American troops who were on 

board ships to Europe or already on the Western Front was markedly different from that 

of their brethren still in mobilization and pre-embarkation camps. The circumstances of 

the latter were far superior to the former, who suffered the profound misery and indignity 

of influenza in the wet, cold, muddy trenches or crowded ships.21 

The archival evidence reviewed in Chapter 2 included correspondence between 

the U.S. Surgeon General and his assistant surgeons in the field who reported on their 

efforts in so-called “extra cantonment zones.” These were areas contiguous to the 

mobilization camps where troops were amassed in preparation for deployment to Europe. 
                                                 
20 For example, the Report of Epidemic of Influenza and Pneumonia prepared by the medical officers of 
Camp Custer in Battle Creek, MI (Series from Record Group 112: Records of the Office of the Surgeon 
General [Army], 1775 - 1994, Historical Reports of Hospitals and Infirmaries, compiled 05/01/1917 - 
05/31/1920, Box 1535) ) describes in minute detail the food served to patients convalescing after influenza. 
A “sample breakfast served in double quantity” included: stewed fruit, cereal with milk and sugar, medium 
boiled egg, hash brown potatoes, beans, bread, butter, and coffee.  
See also the “Recommendations to the War Department for the Control of the Influenza Epidemic,” War 
Department Annual Report to the Secretary of War Fiscal Year Ending June 30, 1919, Report of the 
Surgeon General, U.S. Army, in Two Volumes, 1037. 
http://history.amedd.army.mil/booksdocs/wwi/1918flu/ARSG1919/recs.htm. The report included a 
recommendation that 50 square feet of space be allotted for each man in a barracks or tent during the 
influenza epidemic.  
21 The Great Influenza and America’s Forgotten Pandemic include such stories. 
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According to the records of the Surgeon General of the Army, these cities and towns 

were frequently areas where sanitation was poor and because they were places where 

soldiers sought entertainment and other social interaction, they were considered 

potentially threatening to the health of troops. Through its War Program, the Public 

Health Service positioned its health officers near military installations (and industrial 

hubs) and worked closely with local public health officials and with Army Medical 

Department personnel on maters such as:  

prompt notification of unusual health conditions, the control of epidemics, 
the hygienic regulation of eating and drinking places, public water, milk 
and other food supplies and their handlers, the prevention of fly and 
mosquito breeding, the disposal of waste and excreta, the care of ice 
plants, the control of prostitution, the treatment of the venereally diseased, 
and the prevention of illicit liquor dealing.22 
 

When troops fell ill with influenza, military physicians believed strongly that 

fresh air and proper ventilation were highly desirable and likely to help both in 

preventing further spread of disease and in restoring the sick to good health. As a result 

tents were set up in the open air and patients were positioned in beds with heads and feet 

alternating to ensure furthest distance from each others’ coughs and sneezes. Sheets were 

placed between beds to provide a level of separation, and military physicians and public 

health specialists even determined that a certain amount of space was needed around each 

individual patient.  

In the September 1918 congressional hearing (in the U.S. Senate) on 

“Suppression of Spanish Influenza,” one of the witnesses was Lieutenant Commander 

Phelps of the U.S. Navy. His comments to the Senate committee contrasted conditions in 

                                                 
22 http://history.amedd.army.mil/default_index2.html; see also “War Program of the Public Health Service: 
Intended Especially for Extra-Cantonment Areas and War Industrial Centers,” Public Health Records 
33(1918): 1627. 
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at least one military installation with those found in civilian urban areas. “Now, the 

sanitation at Great Lakes is first class. I mention that place because the men are 

wonderfully well housed there, for a military organization. . . . . These crowded industrial 

centers are in the poorest possible shape.”23  When asked whether the military would be 

able to help civilian areas nearby, Phelps responded that 

military and naval troops and organizations are bound to suffer more from 
these diseases than the civil population because all the factors of the 
disease are bound to me more forceful in any naval or military 
organization, owing to the greater density of population in military and 
naval posts and on vessels as compared with that of the civil population, 
and the less distance between points of contact, the association in tactical 
units, platoons, instead of in families of three to five, makes it a harder 
matter in military organizations than in cities, where the families are in 
natural isolation, to a degree.24  
 

Two substantial reports on the influenza epidemic’s unfolding prepared by the 

medical officers of two different military installations provide an instructive glimpse into 

the administrative and clinical practices of military medical personnel and their 

interpretations of the influenza outbreak in their respective military communities. These 

reports and other materials describing the military’s handling of the influenza outbreak 

reflect a profound understanding of and concern about the respiratory nature of that 

particular infectious disease threat, and the ways in which it was thought to spread from 

one person to another.  

  

                                                 
23 Subcommittee of the Committee on Appropriations United States Senate, Suppression of Spanish 
Influenza, Hearings on H. J. Resolution 333, A Joint Resolution to Aid in Combating the Disease Known as 
Spanish Influenza, September 28, 1918, 10. 
24 Senate Subcommittee hearings on H. J. R. 333, 11. 



 210

Power/knowledge 

Michel Foucault’s analysis of the historical foundations of modern public health 

showed that hygiene emerged “as a regime of health for populations” and an apparatus 

concerned with “medico-administrative knowledge” accumulated and used by “doctors as 

programmers of a well-ordered society.”25 The military biopolitical regime has always 

been an example of a more ordered/orderly social group, because its subjects have 

effectively been ‘stripped’ of most distinguishing characteristics, including what Esposito 

defines as the three immunitary dispositifs that separate or immunize the individual from 

the community: property, liberty, and sovereignty.26 The individual has little in the way 

of privacy or personal space in the military, especially under conditions of combat. 

Military personnel may not come and go at will, but must follow detailed procedures and 

request permissions from the chain of command. Also, members of the military (and 

civilian employees of the DoD) are required to receive large numbers of vaccinations that 

are considered mission-critical, and the admittedly rare member of the military who 

refuses vaccination faces the risk of some type of unfavorable discharge (e.g., without 

pension or retirement benefits).27 For example, members of the military have been 

required to accept anthrax vaccination since 1998, and beginning in 2002, troops were 

                                                 
25  Foucault, Power/Knowledge, 177 
26 “The military constitutes a specialized community governed by a separate discipline from that of the 
civilian…the very essence of [which] is the subordination of the desires and interests of the individual to 
the needs of the service.” Quote from Orloff v. Willoughby, 345 U.S. 83 (1953), cited in John Casciotti, 
Cynthia Ryan, Dean Gerald Sienko, and Robert C. Williams (Moderator), “Law at the Intersection of 
Civilian and Military Public Health Practice,” Journal of Law, Medicine, & Ethics, 35(2007, supplement): 
83-91. 
27 In 2004, the Department of Defense stated that “[r]efusals among service members leading to separations 
from the service have been extremely rare since 2002, only four per 100,000 persons vaccinated.” See 
DoD, Anthrax, Smallpox Protection Policies Updated, News Release No. 624-04, June 30, 2004, available 
at http://www.defenselink.mil/releases/release.aspx?releaseid=7508. For a legal analysis of the controversy 
over DoD’s anthrax vaccine immunization program, see Randall D. Katz, “Friendly Fire: The Mandatory 
Military Anthrax Vaccination Program,” Duke Law Journal 50(2001): 1835-1865.  
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also required to receive smallpox vaccination. Both the anthrax and the smallpox 

vaccination programs have raised concerns because of their questionable status—in the 

case of the anthrax vaccine, debate over whether its use was covered by the Food and 

Drug Administration licensure of the vaccine in 1970 or constituted a novel, and 

therefore experimental use, and in the case of the smallpox vaccine, doubts about the 

plausibility of the risk of smallpox (a long ago eradicated disease) and worries about the 

risk-benefit balance of assuming the risk of a three-decades-old vaccine to protect against 

a theoretical disease.28  

In his lectures at the Collège de France, Foucault drew very clearly the connecting 

lines between biopower and war. “Can war,” he asked, “really provide a valid analysis of 

power relations, and can it act as a matrix for techniques of domination?” He answered 

his rhetorical question by asserting that “war can be regarded as the point of maximum 

tension, or as force-relations laid bare.”29 This is precisely why I believe that 

epidemics/pandemics are ideal case studies for analyzing biopower under the most 

extreme circumstances of societal crisis or pathology. It also explains the great clarity 

with which the relations of power can be visualized at the nexus between war and 

pandemic, and between military and civilian health. 

Below, I discuss two cases studies of the power-knowledge complex as found in 

military biopolitics: the language of war and military disease surveillance. 

 
                                                 
28 For a legal analysis of the controversy over DoD’s anthrax vaccine immunization program, see Randall 
D. Katz, “Friendly Fire: The Mandatory Military Anthrax Vaccination Program,” Duke Law Journal 
50(2001): 1835-1865. See also Alina Baciu, Andrea Pernack Anason, Kathleen Stratton, and Brian Strom, 
eds. The Smallpox Vaccination Program: Public Health in an Age of Terrorism (Washington, DC: National 
Academies Press, 2005). 
 
29 Michel Foucault, Society Must be Defended: Lectures from the Collège de France 1975-1976,(New 
York: Picador, 1997), 46. 
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The Language of War  

Foucault explained how discourse produces knowledge and power effects. His 

notion of discourse captures effectively the webs of meaning in which Western, and 

particularly American society’s interactions with microbes are enmeshed. The social 

framing30 of infectious disease control, microbiology, epidemiology, and the other 

disciplines that inform contemporary biopolitics is itself inscribed at a fundamental (or 

cellular, to use a microbiologic metaphor) level with the language of war.31  

Both during the 1918 pandemic and in 2009, war took place on two related fronts: 

against microbes and against aggressors, either the Germans of World War I or the much 

less clearly defined shadowy (bio)terrorists in what the Bush administration termed the 

Global War on Terror and the Obama administration apparently describes as “overseas 

contingency operations” and other similarly un-grandiose terms.32 The twenty-first-

century interaction between public health and quasi-military organizations, such as police 

and some parts of the federal Department of Homeland Security has added new terms to 

the language of war already present in public health. (For example, the immune system 

has been conceptualized for some time, based on its functioning, as a battle-ready 

apparatus, with various types of cells, including one class of white blood cell or 

lymphocyte called killer-T cells that play specific roles in defending the body from 

pathogens, for example, killing cells that have been infected by a virus.) To words such 

as surveillance, monitoring, reporting, police powers, and combat or attack or defense, 

                                                 
30 Charles E. Rosenberg, “Introduction. Framing disease: illness, society, and history.” In: C.E. Rosenberg 
and Janet Golden, Editors, Framing disease: Studies in cultural history (New Brunswick, NY: Rutgers 
University Press, 1992), xiii–xxvi. 
31 In Society Must Be Defended, Foucault asks if “military institutions, and the practices that siround them . 
. . are, whichever way we look at them, directly or indirectly, the nucleus of political institutions” (47).  
32 Scott Wilson and Al Kamen, “ ‘Global War On Terror’ Is Given New Name. Bush's Phrase Is Out, 
Pentagon Says,” Washington Post, March 24, 2009.  
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referring to the immune and administrative relationship with microbes, public health 

practitioners have added incident command, command and control, countermeasures, 

rapid response, after action reports.33  

Microbiologist and Nobel laureate Joshua Lederberg called public health, 

medicine, and the biological sciences to a new language about disease and microbes in 

his pioneering attempt to break the discursive link between war and disease.34 Lederberg 

advocated for a new relationship, paradigm, and language, one that incorporates what we 

know about the co-evolution of microbes and humans and is part of a greater 

transformation of our approach to disease-causing microbes, from bellicosity to 

something resembling community, or at least a symbiotic relationship.35 It is in part 

humanity’s scorched earth campaign against viruses and bacteria (combined with 

irresponsible agricultural business practices), that has led to the emergence of drug 

resistant super-bugs such as methycillin resistant Staphylococcus aureus—a variant of a 

normally innocuous species of bacteria frequently found on human skin that has evolved 

resistance to most antibiotics and thus gained the ability to kill its hosts in horrifying 

ways. Overuse of antibiotic drugs and antimicrobial products in the American (and 

Western) war on microbes—a biopolitical practice of the scientific, medical, and 

                                                 
33 See for example the Department of Health and Human Services HHS Pandemic Influenza Plan, 2005.  
34 Joshua Lederberg, “Infectious History,” Science 288(2000): 287. Lederberg titled a 2004 presentation to 
the Institute of Medicine Forum on Microbial Threats “Evolving Metaphors of Infection: Teach War No 
More.” See David A. Relman, Margaret A. Hamburg, Eileen R. Choffnes, and Alison Mack, Microbial 
Evolution and Co-Adaptation: A Tribute to the Life and Scientific Legacies of Joshua Lederberg 
(Washington, DC: National Academies Press, 2009). 
35 For a social sciences perspective somewhat similar to Lederberg’s, see Ed Cohen, “Immune 
Communities, 
Common Immunities,” Social Text 26(2008): 95-114. Cohen raises several challenges to the “universal 
truth” of biomedicine, namely, the notion of a “singular, epidermally bound, human organism that defends 
itself against a relentlessly pathogenic environment.” Those challenges include the linkages between 
biomedicine and the capitalist pharmaceutical industry on the one hand, and the varied social and cultural 
dimensions of actual disease in real human beings as opposed to the bare human organism in a  
microbiology textbook.  
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commercial pharmaceutical establishment intent on combating infectious disease—is 

helping to transform garden-variety microbes into a potentially very great threat to health 

and one that has not been fully ascertained.  

As described above, the metaphors of war are frequently invoked in describing 

the human struggle against the viruses and bacteria that appear to seek to kill us, both in 

discourse about the immune system and in the narratives of public health policies and 

programs.36 But for the military health establishment in particular, this is more than just 

bellicose rhetoric—the United States military has had a long tradition of spearheading 

scientific research. In times of war, armies frequently fought two enemies—one on the 

field of battle, and another in the barracks and trenches, and in the form of viruses or 

bacteria easily transmitted by overcrowding and poor hygiene, and made worse by the 

weakened resistance of often malnourished, exhausted troops.  

In The Pasteurization of France Bruno Latour examines the narratives created 

about the military and the execution of war with precision, strategy, and careful planning, 

and finds it strikingly similar to those created about the war against microbes. He outlines 

a Tolstoyan (i.e., War and Peace) approach to the relations between microbes and the 

humans and scientific bureaucracies hunting them, debunking the carefully crafted 

official narrative about what led to Pasteur’s astonishing victory over anthrax that won 

over the French public and more importantly the French hygienic (i.e., public health) 

establishment whose acceptance was crucial to Pasteur’s success. Both narratives of the 

victory of science and the victory of well-equipped “modern” military exemplify the 

failure of the Enlightenment project. (In Chapter 2 I provided an overview of the 

twentieth-century prediction of the end of infectious disease that left the fields of public 
                                                 
36 Lederberg, “Infectious History”; Bruno Latour, The Pasteurization of France.. 
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health and medicine to a bitter disappointment and even a loss of social and political 

legitimacy.) 

Latour’s analysis of three major French scientific journals goes beyond mere 

metaphor and traces the parallel histories of military and scientific warfare. He outlines 

the various “war machines defending science against its enemies,” which he describes as: 

religion, false optimism or overly high expectations about science as a solution, 

totalitarianism, politics and corporate interests, and, at the turn of the twentieth century, 

the mix of scientific (and microbial) war and peace that has destabilized or displaced 

science in society—by contesting its legitimacy, revealing its limitations, and criticizing 

its politicization—thus relegating it to being one voice among many.37  

As early as 1872, according to Latour, the intertwining and mutuality of military 

and scientific aims (and of war and infectious disease) is illustrated with great clarity in 

an editorial that attributed French defeat in the 1870-71 Franco-Prussian war (during a 

major smallpox epidemic in France) to a lack of science.38  

You want revenge? asks the writer. For that, you need soldiers. In older to 
have soldiers you need healthy Frenchmen. But what is it that watches 
over health? Medicine. And what does medicine itself depend on? The 
sciences. And what are the sciences in turn made up of? Money. And 
where does money come from? The state budget. But parliamentarians are 
right now discussing subsidies for research: “The cuts spare those who 
shout the loudest,” write the editorialists. Hence his advice: write to your 
deputies so that the government will not cut the budget, so that there will 
be laboratories, so that there will be sciences, so that there will be 
medicine, so that . . .  so that . . . and so that we can wreak our revenge at 
last.39 

                                                 
37 See for example the past decade’s conflict of interest scandals that have rocked the medico-scientific 
establishment and shattered any remaining illusions about purity and truth in science and medicine. Two 
perspectives are given by Catherine D. DeAngelis, Conflict of Interest and the Public Trust, Journal of the 
American Medical Association, 284(2000): 2237-2238; Douglas Melnick and Adriane Fugh-Berman, 
Editing Ethics: JAMA’s New Conflict of Interest Policy, Hastings Center Bioethics Forum, April 2009. 
38 Smallman-Raynor and Cliff, Epidemics of War.  
39 Bruno Latour, The Pasteurization of France, Translated by Alan Sheridan and John Law (Cambridge, 
Massachusetts: Harvard University Press, 2003) 
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Followed to its conclusion, this line of reasoning and the multitude of movements to align 

scientific and military aims may be thought to have culminated in French victory over the 

Germans in 1919, but notes Latour, also France’s (and the world’s and science’s) 

“terrible defeat at the hands of influenza.”40  

 

Public health surveillance in the military 

The military represents the height of the medicalization of the social body. 

Although civilian public health authorities increasingly developed and applied 

mechanisms for gathering data about the population, military authorities were 

considerably more successful and thorough in their elucidation of the health status of 

their charges. After the 1918 pandemic, the military’s ability to compile data on the 

number of cases and deaths far exceeded that of public health agencies at the federal, 

state, or local levels. During the pandemic, the military authorities implemented strict 

measures to control the movement of troops and regulate their behavior in ways that were 

thought to decrease the likelihood of disease spread and strengthen their health. These 

included no leave to visit nearby towns or cities for entertainment, use of designated 

solutions to gargle, and other behavioral interventions thought to be of potential use.  

Military medical officers also conducted systematic collection of throat cultures for 

laboratory study. 

The U.S. military, like other Western militaries, has had a long history of 

involvement in science, medicine, and public health at both the levels of policy and 

practice. This is because war first and foremost causes injuries (when it does not kill) that 
                                                 
40 Latour, Pasteurization of France, 11. 
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require specialized care. Secondly, war causes geographic dislocations, mixing people 

from different places and manipulating and distributing human bodies (e.g., crowded in 

barracks, transport vehicles, and trenches) in ways that occasion more intense and more 

varied exposures to infectious disease, and such exposures may take a greater toll on 

troops than combat.41 Naturally-occurring infectious diseases may profoundly affect 

military readiness, and that possibility has served as a constant motivation to spearhead 

the production of knowledge in microbiology and vaccine development, among other 

areas. Biowarfare, or the deliberate introduction of disease agents has been a frequent 

concern of militaries as well. During the Revolutionary War, rumors spread in George 

Washington’s army of deliberate smallpox infections as a form of biowarfare waged by 

the British.42 More recently, the Army Medical Research Institute of Infectious Diseases 

(USAMRIID) was established during the Cold War (1969) to develop defenses against 

biological warfare and continues that work, while also conducting surveillance and 

developing vaccines for serious human and veterinary diseases endemic in various areas 

around the world. USAMRIID was a collaborator with public health authorities during 

the first outbreak of West Nile virus disease and also helped CDC develop its Laboratory 

Response Network in the late 1990s. Since 2002, AMRIID and its civilian counterpart, 

the National Institute for Allergy and Infectious Diseases, began building a joint research 

facility for biodefense drugs and vaccines (countermeasures) at Camp Detrick. 

                                                 
41 John Baylis, James J. Wirtz, Eliot A. Cohen, Colin S. Gray, Strategy in the contemporary world: an 
introduction to strategic studies (New York: Oxford University Press, 2007); also see Smallman-Raynor 
and Cliff, Epidemics of War. 
42 Ann M. Becker, “Smallpox in Washington’s Army: Strategic Implications of the Disease During the 
American Revolutionary War,” The Journal of Military History 68(2004): 381. See also Elizabeth Fenn, 
Pox Americana: the Great Smallpox Epidemic of 1775-1782 (New York: Hill and Wang, 2001). Both Fenn 
and Becker write about American colonists’ attitudes toward smallpox inoculation and Washington’s 
challenges in obtaining inoculation among his troops.  
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Several naturally-occurring infectious diseases have played important roles in 

shaping the future of the military public health apparatus, including smallpox, influenza, 

malaria, and yellow fever.43 Walter Reed Army Institute for Research is named for Major 

Walter Reed, a physician and military infectious disease expert whose research showed 

that mosquitoes spread Yellow Fever, a major concern for the American military who 

occupied Cuba at the end of the Spanish-American War, and who sat on the Army’s 

Typhoid Commission, which, at the end of the nineteenth century, called for a 

transformation of military medicine and public health. At the beginning of the World War 

I, Surgeon General of the Army William C. Gorgas based his confidence about the 

military’s ability to fight disease and war successfully on his personal contributions in 

victories over yellow fever and malaria in Cuba after the Spanish-American War and in 

the Panama Canal zone during the canal’s construction.44 

One of the remarkable contributions of military medicine to surveillance and to 

infectious disease research is DoD’s repositories of biological material, which are 

something like archives of human tissue and sera. Founded in 1862, the Armed Forces 

Institute of Pathology (AFIP) has the longest history of all military scientific and research 

units, and its tissue repository, the largest of its kind, includes samples of the lungs of 

young troops who died during the 1918 influenza pandemic.45 In 2005, AFIP pathologist 

Dr. Jeffrey Taubenberger recreated the genetic structure of the 1918 influenza virus.46  

                                                 
43 Richard A. Gabriel and Karen S. Metz, A history of military medicine (New York: Greenwood Press, 
1992). 
44 Carol R. Byerly, Fever of War: The Influenza Epidemic in U.S. Army in World War I (New York: New 
York University Press, 2005). 
45 AFIP, then known as the Army Medical Museum, conducted the autopsy of Abraham Lincoln after his 
assassination. 
46 Jeffery K. Taubenberger and David M. Morens, “1918 Influenza: the Mother of All Pandemics,” 
Emerging Infectious Diseases 12(2006): 15-22. 
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During Second World War, the U.S. Public Health Service supported its military 

counterparts by organizing an Office of Mosquito Control in War Areas (MCWA) that 

was the predecessor to today’s Centers for Disease Control and Prevention, the nation’s 

top public health agency. The battle against mosquitoes was won through a different set 

of tactics or weapons, namely the development of an effective toxin for mosquito larvae 

(DDT), and availability of an efficient machine for spreading it.47 American troops in the 

south-west Pacific fought not only against the Japanese military but also against 

mosquitoes, and, public health historians have argued, DDT was as essential a weapon in 

waging and winning the war as submarines and artillery.48  

At times, military medicine pioneered public health interventions based on 

scientific knowledge, but once the emergency of war ended those interventions were 

checked by social and political considerations. An interesting example may be found in 

the United Kingdom, where British troops were equipped with condoms during World 

War I because their health was seen as a crucial ingredient for military victory, but with 

the “return of the proprieties of peace,” this public health intervention was regrettably 

ended.49 

  The DoD has extensive and comprehensive data on a large proportion of the 

population in uniform particularly in the area of infectious diseases (although there are 

areas of health that are relatively unmapped, i.e., the mental health issues and ensuing 

narratives that threatened to the political ideology, the official narrative, that served as the 

basis of the wars in Afghanistan and especially Iraq—Operations Iraqi Freedom and 

                                                 
47 Rodney M. Wishnow and Jesse L. Steinfeld “The Conquest of the Major Infectious Diseases in the 
United States: A Bicentennial Retrospect,” Annual Review of Microbiology 30(1976): 427-50. 
48 Baylis et al., Strategy in the contemporary world. 
49 Sheldon J. Watts, Epidemics and History: Disease, Power, and Imperialism,  
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Enduring Freedom, respectively). The DoD continues to conduct scientific research in its 

laboratories, including vaccine development, and its medical system delivers an ever 

growing range of mandatory vaccinations to deploying troops. Aside from its obvious 

power over the life and death of military personnel, the biological sovereignty of the 

military over the bodies of its subjects (Defense Department personnel, both uniformed 

and civilian) goes beyond vaccination. Members of the military also have their blood or 

sera drawn and entered into the extraordinary DoD Serum Repository that contains 44 

million human serum specimens.50 The repository can be used to support medical 

research, detect environmental hazards to which members of the military may be 

exposed, measure program effectiveness, forecast future health care needs. Through its 

link with the Defense Medical Surveillance System, the repository has support “clinical 

diagnosis and epidemiological studies” and can thus be a primary tool “for the 

identification, prevention, and control of diseases associated with military service.”51  

The serum samples are associated with name, sex, ethnicity, rank, and in some cases 

marked with specific disease status—the repository began as an effort to characterize the 

extent of HIV infection among enlisted personnel). 

Surveillance is the term of art that describes military and civilian public health 

data collection on the health of their respective populations. The military (the Department 

of Defense) has a long-standing “system for detecting infectious diseases in order to 

                                                 
50 Mark V. Rubertone and John F. Brundage, “The Defense Medical Surveillance System and the 
Department of Defense Serum Repository: Glimpses of the Future of Public Health Surveillance,” 
American Journal of Public Health 92(2002): 1900-1904. 
51 DoD 2007 http://www.dtic.mil/whs/directives/corres/pdf/649002p.pdf; Melinda Moore, Elisa Eiseman, et 
al., Harnessing Medical Surveillance Assets to Improve Force Health Protection The Role of the DoD 
Serum Repository and the Defense Medical Surveillance System, RAND Corporation, 2008. 
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maintain intelligence on possible threats to force readiness.”52 Surveillance in the military 

may describe the range of activities that relate to monitoring the bodies of troops and 

their environment. Foucault’s assertion that the “politico-medical hold” on a population 

manifests itself through “a whole series of prescriptions relating not only to disease but to 

general forms of existence and behavior (food and drink, sexuality and fecundity, 

clothing and the layout of living space).”53 Nowhere else in contemporary American 

society is daily existence as highly regulated, monitored, measured, and manipulated to 

achieve specific objectives of maximum efficiency and effectiveness.54 At the end of the 

1918 influenza pandemic the military had better data on the extent of death and disease in 

their population compared to their civilian counterparts in the U.S. Public Health Service 

and in state and local health departments.  

 

The State of Exception 

In the section below, I examine the connections between civilian and military 

public health over time and legal and ethical implications of those relationships. I also 

provide two case studies of the state of exception—the suspension of the normal—in 

recent public health events that have strong linkages to the military or homeland security 

apparatuses: the 2002-3 smallpox vaccination program and the 2007 international 

tuberculosis incident involving an American. 

                                                 
52 Kapp and Jansen, The Role of the Department of Defense During a Flu Pandemic, Washington, DC: 
Congressional Research Service, 2009, 4. 
53 Michel Foucault, Power/Knowledge: Selected Interviews & Other Writings 1972-1977, Colin Gordon, 
Ed. (New York: Pantheon Books, 1980), 176. 
54 That is, perhaps, with the exception of prisons, but the American prison health system is badly broken, 
unevenly structured (due to variations in public and private management), and poorly monitored for 
minimum standards of quality. See for example Andrew P. Wilper, Steffie Woolhandler, J. Wesley Boyd, 
et al., “The Health and Health Care of U.S. Prisoners: Results of a Nationwide Survey,” American Journal 
of Public Health, 99(2009): 666.  
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One way to explore the links between Foucault’s power/knowledge construct and 

Agamben’s state of exception may be through the discourse of normality vs. pathology or 

peace vs. war. I propose that using the metaphors of war to talk about microbes and about 

epidemics or pandemics not only rationalizes the all-out war against microbes 

microbiologist Lederberg tried to reframe, but also may signify (consciously or 

unconsciously) a justification for greater than usual force at the level of governance, a 

justification for an exception to the way things are in “peace time.” In other words, major 

epidemics (or the threat thereof) constitute a crisis in the life of the state, a different kind 

of “tumultus”—the rationale or context Agamben describes as instigating the state of 

exception. Even the public health term of art “police powers”—referring to the statutory 

authority of state public health agencies to undertake nearly any measure necessary to 

protect the public’s health—makes reference to a civilian analog of the military, one that 

in the case of the Commissioned Corps is also uniformed, equipped, and authorized to 

use force. Is it possible that using the language of war to describe the interaction between 

infectious disease-causing microbes and the human species leads to a normalization of a 

state of siege, and ultimately comfort with the suspension of the normal? That this 

language helps to create a permanent state of believing that “special circumstances” 

demand extreme measures? In Hobbes, the state of nature—war of all against all—is 

replaced by the social contract, or the Leviathan being comprised of all subjects coming 

together.  It is a great paradox that freedom from the rule of law equals chaos (the state of 

nature, war, risk of death) but subjecting the self to the rules of the social contract 

apparently leads to freedom from fear of death and chaos.  
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The military population consists of individuals who are easily made subjects of 

surveillance through their voluntary or involuntary (during a draft) participation. Military 

personnel without exceptions receive numerous immunizations which they can only 

refuse at the risk being disciplined by their superiors, and their bodies and health status 

while in the service are subject to close and detailed scrutiny, examination, and 

surveillance. The U.S. military is one of the most advanced and overt examples of power 

over bare life – a setting where the normal rights and responsibilities are suspended and a 

constant state of exception is in effect. In the realm of health, there is huge historical 

evidence to justify the military’s obsession with the health of troops and the massive and 

complex military undertaking in the areas of microbiology, pathology, medicine, and 

public health. Agamben has shown that the state of exception may be invoked in a crisis 

of the state, such as war, and in an epidemic or pandemic. The fact that the state of 

exception is in part a reaction to a threat, such as a breach of national borders for 

example, makes it very similar to an immune reaction (and this is the point of 

convergence between Agamben and Esposito) designed to keep an invading microbial 

force at bay. In other words, the government is acting in a manner that may represent an 

extreme expression of self-protection, going as far as to suspend the rule of law and 

remove the walls that separate the civilian and military realms.  

In the context of the military, Agamben’s state of exception is not an occasional 

phenomenon or a contemporary culmination of violent tendencies of a powerful form of 

sovereignty. The military is under a constant state of exception—it is a realm outside of 

normal society, and one where the mechanisms that normally protect individuals from the 

infringements of others (sovereignty, liberty, property) are nearly non-existent or 
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considerably weakened. These circumstances also apply to medical and public health 

activities in the military to some extent. Historically, this has led to great abuses of 

power, such as misuse of military personnel in scientific research that lacked the most 

basic human subjects’ protection: informed consent.55 

Given what is known about the past of infectious disease epidemics and how 

societies, especially Western, and the United States in particular, responded to them, is 

there evidence to suggest that biopower in an epidemic may easily be taken to the 

extreme of treating a citizen as bare life? What evidence is available from contemporary 

plans by the Departments of Health and Human Services and of Homeland Security to 

establish a state of exception in order to facilitate efforts to save society, the nation? What 

is the likelihood of an intensification of the regular police powers that may be claimed by 

public health authorities? When a declaration of public health emergency or public health 

disaster is made, that permits a suspension of the laws that structure the normal. In these 

situations, individual freedoms and rights may be restricted for the greater good. Chapter 

5 discusses several examples from government planning documents and programs of the 

first decade of the twenty-first century, including activities pertaining to smallpox, SARS, 

and pandemic influenza. 

The governance structures of the military and the U.S. Public Health Service 

(PHS) Commissioned Corps are similar; as noted in Chapter 1, the PHS was modeled 

after the U.S. Navy, with parallel ranks and commissions.56 However, there are also 

important differences. Unlike the armed forces, whose missions focus on fighting and 

winning wars and whose ethos is of necessity hierarchical, authoritarian, and rigidly 
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56 The PHS Commissioned Corps are one of the seven uniformed services in the United States.  
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structured, the PHS mission is informed by ethical principles and a different sort of duty 

to society. 57 The mission of the PHS is to protect, promote, and advance the health and 

safety of the nation.58  

Alfred Crosby, one of the primary historians of the 1918 influenza pandemic, 

observed that during an epidemic, democracy can be a dangerous form of government.59 

This also is true of war and of the military that is in a constant ready state to engage in 

war, and it might explain in part why the military is “uniquely situated for surveillance, 

documentation, and study of individual exposures, among both deployed military 

personnel and local civilian populations.” 60 The military is not, and probably cannot be, 

democratic. A major implication of this for civilian public health administration is that 

military personnel, who are subjects of an overtly or more often subtly violent 

sovereignty can in turn become instruments of that sovereignty propagating it into the 

civilian realm. 

Alfred Crosby describes in detail the political and social environment of the 

United States at the brink of entry in to World War I. In 1918, the intermingling of the 

military and civilian realms—and ultimately, the militarization of American life—was 

evident in politics and business, in society and culture, in technology and science, and in 

academia and medicine. The Wilson Administration delayed U.S. entry in the war, but in 

                                                 
57 The Army’s mission is to fight and win our Nation’s wars by providing prompt, sustained land 
dominance (http://www.army.mil/info/organization/). The mission of the Navy is to maintain, train and 
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Force is to fly, fight and win...in air, space and cyberspace (http://www.af.mil/main/welcome.asp). 
58 Source: Website of the Department of Health and Human Services, Office of Public Health and Science 
http://www.hhs.gov/ophs/.   
59 Alfred Crosby, America's Forgotten Pandemic, The Influenza of 1918 (NY: Cambridge University Press, 
2003) 
60 Daryl J. Kelly, Allen L. Richards, Joseph Temenak, Daniel Strickman, Gregory A. Dasch,  The Past and 
Present Threat of Rickettsial Diseases to Military Medicine and International Public Health, Clinical 
Infectious Diseases, 34, Sup. 4 (2002), S145-S169. 
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that interim, all the pieces fell into place to allow smooth integration of all American 

assets and capabilities behind the war effort. At the center of the war machinery was the 

Council of National Defense created by Congress and signed into law by Wilson in 1916. 

In the President’s words, the Council was created “because the Congress has realized that 

the country is best prepared for war when thoroughly prepared for peace.”61 Wilson’s 

statement continued:  

From an economic point of view there is now very little difference 
between the machinery required for commercial efficiency and that 
required for military purposes. In both cases the whole industrial 
mechanism must be organized in the most effective way. Upon this 
conception of the national welfare the Council is organized, in the words 
of the act, for ‘the creation of relations which will render possible in time 
of need the immediate concentration and utilization of the resources of the 
nation . . . .  
In the present instance, the time of some of the members of the advisory 
board could not be purchased. They serve the Government without 
remuneration, efficiency being their sole object and Americanism their 
only motive. 

 

The council embodied the war-time state of exception in many ways, one of which 

included the fact that it was authorized to employ for the period of the war, without 

reference to the requirements of the civil service law and rules, such persons as in the 

judgment of those in responsible charge are best adapted to its work.”62 

The Council of National Defense was headed by the U.S. Secretary of War and 

included an Advisory Commission comprised of several important and well known 

Americans including Samuel Gompers, the President of Sears, Roebuck & Company, and 

a well-known Chicago physician nominated by the “Affiliated Medical Societies,” 

                                                 
61 Cite legislation 
62 Executive Order 2600 of the President of the United States: Employees of Council of National Defense, 
April 17, 1917. 
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Franklin H. Martin (who later founded the American College of Surgeons.63 The 

organizational structure established to inform and act on the council’s behalf included a 

General Medical Board “composed of thirty-nine of the leading medical men in the 

United States” that was responsible for starting the Congressionally mandated Medical 

Reserve Corps. The Corps was intended to fill the gaps left by physicians mobilized for 

the war effort and in most cases sent to Europe.64 The medical board also oversaw several 

committees established to address specific health and health care workforce issues, and 

included a Committee on Hygiene and Sanitation that was chaired by U.S. Public Health 

Service’s Surgeon General Rupert Blue. I believe that this formal point of contact that 

placed civilian public health under the aegis of the Secretary of War may be the main site 

where the power effects produced by the discourse of war and patriotism began to 

impinge on civilian public health.65  

My research in the PHS archives identified only two mention of the Council of 

National Defense. However, the council represented an important nexus between the 

civilian and military realms of American life, as well as the militarization of American 

public health and medicine in the context of a war. The issue of the American Journal of 

Public Health for September 1917 contains a revealing speech by Dr. Franklin Martin, 

member of the Advisory Commission to the Council of National Defense, and the 

medical and public health representative to that machinery of wartime ideology, 

administration, and decision-making. Martin’s speech was intended to encourage the state 
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boards of health to put their support behind the federal government’s mobilization of 

medical personnel to be sent to Europe to care for American soldiers and to support the 

allies (including, apparently, civilian populations that had been left without physicians 

and nurses). The speech attempted to assuage concern about usurpation of state 

sovereignty by the federal government during the war, awaken pride in American 

medicine and recognition of its role in supporting the troops and therefore contributing to 

eventual victory, and also mobilize the support of the state boards of health in facilitating 

the recruitment of physicians and nurses to be sent to Europe. Even without the benefit of 

90 years of hindsight, Martin’s speech (given exactly one year before the influenza 

pandemic exploded in the United States) is breathtaking in its arrogance. The journal 

article includes excerpts from the discussion that followed the presentation, and a 

representative of the Public Health Service added comments about the importance of 

maintaining civilians healthy, stating 

One of the things which we must do is to insist that the appropriations for 
health work in the states and municipalities be not reduced. Already some 
of the states have very unwisely reduced their health appropriations in 
order to increase their appropriations for defense, losing sight of the fact 
that the greatest defense this nation can possibly have at this or any other 
time, particularly in time of war, is the defense of health.66  

 

Echoing the link made between health and victory in war asserted by French 

commentators after the Franco-Prussian War of the late eighteenth century, the same 

Public Health Service official stated that “the cornerstone upon which the winning of the 

war depends is health.” 
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“Practically the entire medical profession of the United States became the 

Medical Department of the Army and Navy.”67 Chapter 3 provides some figures on the 

numbers of personnel that were pulled into the Army’s medical effort, and illustrates both 

the extraordinary ramp-up that took place in the war, and quite starkly how these figures, 

in addition to physicians and nurses sent to Europe show why the nation did not have the 

healthcare workforce needed to adequately respond to the influenza pandemic. If one 

recalls the old dictum that the U.S. military needs to be prepared to fight two-and-a-half 

wars, it becomes quite obvious that U.S. health system was unable to fight two wars at 

once. 

The work of the Council of National Defense actively blurred the lines between 

civilian and military medicine and public health. Although this was consistent with the 

general militarization of American business and society as most fell in line to support the 

war effort, this comingling also marks one of a series of important milestones. The ethos 

of civilian public health differs from that of the military and such points of contact and 

exchange (more so in the twenty-first century) have raised grave doubts about the soul of 

public health–its ethical principles and its social commitments. 

It is in times of war and civil crisis that the overlap between military and civilian 

public health becomes most overt and problematic. The boundaries between the two 

fields become most permeable and the immunity normally ensured by law becomes 

compromised.68 Examples include the world wars, the Cold War, the years after 9/11 and 
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 230

the ensuring war against terrorism. The post-September 11 “all-hazards preparedness” 

thinking that began to permeate a considerable proportion of public health reflected an 

example of military mentality injected into civilian government agencies and institutions. 

There are two seemingly separate realms of military or quasi-military governance 

with which public health intersects. One is the military/national defense and the other is 

the homeland security/emergency response apparatus. On the surface, it may seem that I 

am conflating two very different areas of policy and practice or bureaucracy, and two 

different departments of the executive branch of the U.S. government, one of which is a 

civilian entity. However, the history of these two areas is considerably intertwined, and 

they are both germane to any examination of contemporary public health response to 

pandemics.  

In 1959, as the United States was deeply involved in the Cold War with the Soviet 

Union, the U.S. Public Health Service began to refer to the effects of biological warfare 

agents as “public health in reverse.”69 In the 1950s, Alexander Langmuir established the 

Epidemiologic Investigation Service at CDC.70 Langmuir was instrumental in building up 

CDC and the federal level of the nation’s public health system, a valuable 

accomplishment, and his influence and charisma led to television appearances to warn 

Americans about the potential of Soviet bioweapons. Using blenders and aerosol sprays, 

he conjured powerful and frightening images of the shape of future bioterrorism. 

Langmuir became a public health spokesperson for the Federal Civil Defense 

Administration whose main concern was to reassure and prepare Americans for the 
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possibility of biowarfare and other types of Soviet attack. In 1998, Secretary of Defense 

William Cohen evoked that Cold War heritage when he held up a five-pound bag of 

sugar to illustrate the amount of anthrax powder that could wreak wide-scale disease and 

death in a city like Washington.   

Biowarfare and bioterrorism have the potential not only to undo the gains of 

public health, but to cause even greater deterioration in population health through the 

deliberate introduction of dangerous microbes. The goals of public health agencies at all 

levels of government are to promote and maintain the health of the population, and one of 

the historic and contemporary strategies of public health workers has been disease 

eradication through immunization. Interestingly, public health workers themselves have 

taken a nearly military approach to finding and destroying their microbial enemy. In 

conducting immunization “campaigns,” as they are called, public health wages war on 

microbes with the intent of eliminating, or more realistically, reducing their ability to 

sicken and kill by creating immunity in a population. The smallpox eradication campaign 

of the 1960s and 70s involved planning and the deployment of thousands of public health 

workers across the world using methods that resembled military strategy. “Ring 

vaccination” was a method used with great success. When a case of smallpox was 

identified, all family and friends around the case were assumed exposed and were 

immunized with the smallpox vaccine, thus interrupting the chain of transmission.  

The 1993 attack on the World Trade Center and subsequent terrorist attacks (a 

small bomb attack), such as the sarin gas attack in the Tokyo subway by the Aum 

Shinrykio cult (a chemical attack), the deliberate spreading of salmonella in some Oregon 

salad bars by a politically-motivated cult in that state further confirmed bioterrorism fears 
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among American policymakers and government officials. In the late 1990s, legislation 

was enacted to strengthen the public health infrastructure—public health agencies, 

personnel, information systems, legal and other resources—that would be needed to 

respond to a potential attack. The Public Health Improvement Act was signed into law in 

November 2000, and contained measures for dealing with public health threats and 

emergencies.  

The public health peer-reviewed scientific literature of the late 1990s attests to the 

increasing interest in the possibility of biowarfare and bioterrorism. But the voices calling 

for strengthening public health agencies and providing greater resources for public health 

biopreparedness were checked by others expressing concern that bioterrorism fears and 

political ideology were taking the discipline of public health in a wrong and potentially 

dangerous direction.71 They charged that the captivating mythologies of the Cold War 

were creating an exaggerated perception of the risk, derailing other important public 

health activities in disease prevention and health improvement, and endangering the very 

soul of public health, by bringing it into a costly “partnership” with defense and 

intelligence entities that were antagonistic to the public health ethos and that previously 

sidelined public health objectives in times of crisis.72,73 
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After the events of fall 2001, the Public Health Security and Bioterrorism 

Preparedness and Response Act of 2002 represented the culmination of legislative 

activity to strengthen the nation’s ability to respond to bioterrorism and other crises. 

Contagion figures prominently in planning for bioterrorism (“biopreparedness”). The 

nation’s lead public health agency, the Centers for Disease Control and Prevention, has 

defined as Category A, B, and C pathogens that could be used as agents of terror or 

weapons of mass destruction. Category A includes biological agents capable of causing a 

great deal of morbidity and mortality, and especially those that, like smallpox, can be 

transmitted from person to person.  

The anthrax attacks of 2001 confirmed growing fears in the field of public health 

and an anti-bioterrorism “movement” that began in the early 1990s. The fall of the Soviet 

Union and its aftermath precipitated concerns about the state of that nation’s biowarfare 

program and the whereabouts of former Soviet scientists and microbial stocks. A former 

head of the Soviet civilian biowarfare program defected to the United States, and in the 

1990s became a key figure informing the national security and public health effort to 

expect and prepare for a potential bioterrorism event, and suggested that Soviet scientists 

may have sold biowarfare secrets and other resources to rogue nations such as Iraq or 

North Korea.74 

The events occurring after the September 11, 2001, attack, have highlighted some 

of the parallels between military and civilian state and local agencies charged with 

keeping the peace and other functions important to community wellbeing. A Department 

                                                 
74 See for example Ken Alibek, “Implementing the National Biodefense Strategy,” Testimony before the 
Subcommittee on Prevention of Nuclear and Biological Attack, Committee on Homeland Security, U.S. 
House of Representatives, July 13, 2005, 
ttp://www.nti.org/e_research/official_docs/congress/house071305Alibek.pdf. 
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of Homeland Security was established and has become the bureaucratic apex (through 

funding mechanisms, the development of plans and standards) of loosely connected 

municipal networks of “emergency responders” from the realms of fire fighting, police, 

and emergency medical services. Although one of the roles of such personnel is to 

respond to disasters, these developments also signify another layer added to State 

enforcement, which Francis Fukuyama describes as  

the ability, ultimately, to send someone with a uniform and a gun to force people 
to comply with the state’s laws. In this respect, the United States as a state is 
extraordinarily strong: Across its territory there exists a plethora of police and 
other agencies—local, state, and federal—to enforce everything from traffic rules 
and commercial-law regulations to criminal statutes and the Bill of Rights.” 75 

 

The intersection of public health and quasi-military government agencies and 

community-based organizations such as first-responders (firefighters, law enforcement 

personnel, and emergency medical service personnel) calls to the fore the largely latent 

“police powers” of public health, and on a conceptual level it injects into public health 

policy and practice the violence inherent in the image of “someone with a uniform and a 

gun.” 

Although smallpox is the only microbe successfully eradicated, in the sense that 

the virus no longer exists in the wild, many other diseases and the causative microbial 

agents have largely disappeared from certain regions thanks either to vaccines or to 

changes of the environment (e.g., the use of DDT to eliminate malaria-harboring 

mosquitoes). For example, the yellow fever and malaria once common in areas of the 

United States are no longer endemic and are now exceptionally rare, encountered in 

tourists or recent immigrants.  

                                                 
75 Francis Fukuyama, “The Imperative of State-Building,” Journal of Democracy 15(2004): 17.  
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In theory, biowarfare involves the preparation and deployment of biologic agents 

as weapons of war. During the twentieth century, the Soviet Union, the United States, 

Japan, and other nations invested in research and development of bioweapons. Most 

recently, fears about Iraq’s development of weapons of mass destruction, including 

biologic agents served as pretext for the war in Iraq. Although the evidence about 

smallpox was weak to non-existent, there was some evidence that Iraqi scientists 

conducted research with camelpox, a related virus, and anthrax, among other possible 

agents.76 

The objective of American biodefense is the same as that of warfare—to defend 

the American people and to combat the enemy that is posited to present a moral, political, 

and social threat to America and the American way of life. There is little publicly 

available information about the work of military scientists on biodefense, but there are 

reasons to believe that something akin to biowarfare is part of it. Although the U.S. is a 

signatory to the Biological Weapons Convention, it has for years contested attempts to 

develop a protocol for verification arguable out of a concern that such a protocol could 

interfere with legitimate biological research. The 2001 anthrax attacks, allegedly 

perpetrated by a scientist associated with Fort Detrick defense research facility, raised 

questions about the research being done and its legitimacy or legality. 

One could argue that biowarfare is intended to protect the common good, in the 

same way public health agencies aim to keep the collective body in good health. But the 

similarity ends here, because maintaining a biowarfare program whether to develop 

                                                 
76 Central Intelligence Agency (CIA), “Comprehensive Report of the Special Advisor to the Director of 
Central Intelligence on Iraq’s WMD,” (CIA, 2004), https://www.cia.gov/library/reports/general-reports-
1/iraq_wmd_2004/index.html; U.S. Senate Select Committee on Intelligence. Report on the U.S. 
Intelligence Community’s Prewar Intelligence Assessments on Iraq,” (U.S. Senate, 2004), 
http://www.gpoaccess.gov/serialset/creports/pdf/s108-301/sec8.pdf.  
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response capabilities or to serve as a deterrent is ethically and conceptually irreconcilable 

with public health’s goal of prevention. Ultimately, preparedness itself is not the same as 

prevention (despite claims by the Surgeon General), and participation in “preparedness” 

implicates public health in an enterprise that is inimical to the elimination of bioterrorism.  

In 1997, Richard Preston, author of Hot Zone and Demon in the Freezer published 

The Cobra Event, a science thriller about a new “brain pox” microbe that combines the 

transmissibility and lethality of smallpox with some features of encephalitis.77 The new 

microbe is deliberately introduced in New York City by a rogue scientist, and the ensuing 

crisis brings together the Centers for Disease Control and Prevention, the FBI, and other 

government agencies. In a 1999 interview with the New York Times, President Clinton 

reported being deeply affected by the book’s well-researched details about the work of 

federal agencies, which motivated his interest in determining whether such a bioterrorist 

attack was at all plausible.78 In the interview, President Clinton also spoke about his 

concern about the whereabouts of Soviet nuclear technologies and the nation’s 

vulnerability. Richard Preston testified at a February 1998 joint hearing of the Senate 

Judiciary Subcommittee on Technology, Terrorism, and Government Information and the 

Senate Select Committee on Intelligence alongside scientists and defense and intelligence 

officials; he introduced his testimony as that of a citizen and parent.79 Preston stated that 

his journalistic interest in microbiology and disease outbreaks informed his engagement 

                                                 
77 Richard Preston, The Hot Zone: A Terrifying True Story (New York: Doubleday, 1994), The Cobra Event 
(New York: Random House, 1997), and Demon in the Freezer: The Terrifying Truth about the Threat from 
Bioterrorism (New York: Random House, 2002). 
78 Judith Miller and William J. Broad, “Interview with President Bill Clinton,” New York Times, January 
21, 1999 (Washington, DC: Government Printing Office, 1999), 
(http://ftp.resource.org/gpo.gov/papers/1999/1999_vol1_90.pdf.)  
79 Richard Preston, “Testimony before the Senate Judiciary Subcommittee on Technology, Terrorism, and 
Government Information and the Senate Select Committee on Intelligence,” Chemical and Biological 
Weapons Threats to America: Are We Prepared? April 22, 1998.   
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in advocacy for bioterrorism readiness and increased government resources public health. 

That a writer who authored popular non-fiction and novels on biological disasters was 

considered a sufficiently noteworthy advocate for bioterrorism preparedness attests to the 

power of narratives of contagion. (In 2004, John Barry’s book on the 1918 influenza 

pandemic, The Great Influenza, may have had a similar effect on the thinking of George 

W. Bush, who was in the process of undertaking plans for a potential influenza 

pandemic.) 

In 1999, Secretary of Defense Cohen established a special command in the 

Department of Defense (DOD) to respond to major disease outbreaks.80 Critics observed 

similarities between the DOD plans and the heavy-handed, militaristic methods for 

controlling the population used in the movie Outbreak and called for changes in DOD 

planning that were in keeping with reality, not Hollywood. But it seemed that the line 

between the real and the fantastic in bioterrorism assessments had long been crossed. In 

fact, post-September 11 preparations for bioterrorism and other public health disasters, 

substantially focused on the interplay between fantasy and policy that was so productive 

during the Cold War. That interplay has continues in the form of computer modeling, 

scenario-building, drills and exercises (concepts modeled after military training and 

preparation techniques), and after-action reports.  

In the late 1990s, federal officials from the intelligence, public health, and defense 

sectors began a series of occasional but massive Congressionally mandated “exercises” 

that included 1999 Dark Winter exercise, and TOPOFF (“top officials”) exercises (four 

                                                 
80 Laurie Garrett, Betrayal of Trust: The Collapse of Global Public Health (New York: Hyperion, 2000). 
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conducted between 2000 and 2007).81 These exercises were built around elaborate 

scenarios of chemical, biological, and other terrorist attacks and involved current and 

former officials playing designated roles in the mock response.82 The scheduled TOPOFF 

5 scheduled for the summer of 2009 was cancelled and replaced with a more “prevention 

and protection-oriented” exercise, now called a national level exercise.83  

Although the theoretical foundation for exercises and drills is derived from the 

military realm and employs related language and techniques (after-action reports, chain-

of-command, incident command systems, etc.), it is clear that fantasy work is needed to 

make exercise captivating and give them lasting influence as tools or drivers for policy-

making.84 Film-like scenarios of terrorist attacks, including bioterrorism, were developed 

and followed, and legislators and government officials played roles and followed scripts 

as if they were managing a real smallpox release, dirty bomb attack, or other terrorism-

related crisis. Some public health scholars have expressed concern that scenarios 

developed for TOPOFF and similar large-scale national exercises have used exaggerated 

models of spread or disease lethality, therefore creating unrealistic levels of concern 

among preparedness program administrators.85 

                                                 
81 For a list of all the national exercises conducted to date, see Department of Homeland Security, National 
Exercise Program, http://www.dhs.gov/files/training/gc_1179350946764.shtm. 
82 The acronym frequently used to described the array of possible agents of attack is CBRN, which stands 
for chemical, biological, radiologic, and nuclear. 
83 http://www.fema.gov/media/fact_sheets/nle09.shtm  
84 Bradley A. Perkins, Tanja Popovic, Kevin Yeskey, “Public Health in the Time of Bioterrorism,” 
Emerging Infectious Diseases 8(2002): 1015. 
85 See for example Filippa Lentzos, “Addressing CBRN Threats and Bio-Preparedness,” BIOS Centre, 
London School of Economics, no date. 
http://www.lse.ac.uk/collections/BIOS/biosecurity/pdf/CBRN%20Threats%20and%20Bio-
Preparedness.pdf; and also Christian W. Erickson and Bethany A. Barratt, “Prudence or Panic? 
Preparedness Exercises, 
Counterterror Mobilization, and Media Coverage - Dark Winter, TOPOFF 1 and 2,” Journal of Homeland 
Security and Emergency Management 1(2004): 1-21.   
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Why does public health embrace bioterrorism preparedness unquestioningly as a 

top priority and why does it not examine assumptions about its relationship with national 

security and police? Why the optimism that if all kinds of public agencies (e.g., health, 

law enforcement) work together the public’s health and wellbeing will be benefited? Why 

not be more suspicious of the motives, approaches, worldviews and assumptions of the 

defense/homeland security/police realm? Will public health become ethically 

compromised if it joins forces, even in a limited fashion, with police and national security 

and so on? How to explain the sense of duty among civil servants working in the field of 

public health, and their the unquestioning acceptance of programs stamped "public 

health" even if they involve national security considerations and the ethical challenges 

those pose? 

While the individual versus society tension in public health is not a new issue, I 

believe that the dilemma and debate in public health over the disturbing alignment of 

public health and national security interests might seem greater now because of a 

relatively new element (of the past 2 decades) in medicine and public health—greater 

transparency, inclusion of patients in decision-making, community-based and 

community-selected and developed interventions, etc. 

 

The Smallpox Case Study 

The U.S. smallpox vaccination program that took place in 2002-2003 provides an 

ideal example for comparing and contrasting the civilian and military public health 

contexts of public health policy. Both the civilian and military smallpox vaccination 

programs began roughly at the same time—the military program at the very end of 2002, 
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and the civilian program in early 2003. The rationale provided at the time by the 

Administration was that the risk of smallpox was not zero, and both troop readiness and 

civilian preparedness required a certain level of smallpox vaccination. President Bush 

stated 

We know, however, that the smallpox virus still exists in laboratories, and 
we believe that regimes hostile to the United States may possess this 
dangerous virus. To protect our citizens in the aftermath of September the 
11th, we are evaluating old threats in a new light. Our government has no 
information that a smallpox release is imminent. Yet it is prudent to 
prepare for the possibility that terrorists would kill indiscriminately—who 
kill indiscriminately would use diseases as a weapon.86 
 

The vaccine available was three decades old, its potency unknown, and its safety 

unclear. The medical and public health communities regard all medical products, 

including vaccines, as posing both risks and benefits, and clinical decisions to give a 

certain drug or vaccine, or public health decisions to implement vaccination in children or 

in the general population with a certain vaccine is shaped by a risk-benefit analysis. 

However, risks and benefits of vaccines are shaped by context including prevalence of a 

disease, and neither safety nor efficacy87 is absolute. When smallpox was an endemic 

disease in the community, the high mortality and often serious and long-lasting 

consequences on a person’s health led to a favorable view of the smallpox vaccine’s 

safety. Historical estimates show that in one million primary vaccinees, 1,000 would 

suffer severe side effects, 14 to 52 would experience life-threatening side effects, and 1 or 

                                                 
86 White House, “The President Delivers Remarks on Smallpox,” News Release, December 13, 2002. 
87 Scientists make a distinction between efficacy and effectiveness, the former referring to how a drug or 
vaccine works in the ideal and highly controlled circumstances of a clinical trial, and the latter referring to 
real-life use of the same drug or vaccine.  
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2 people would die.88 However, these figures seemed like a small risk to take to prevent a 

disease that killed up to a third of those who contracted it and left some blind.  

In 2002, smallpox virus was a nearly extinct life form, with stocks remaining in 

only two places on the planet: laboratories of the Centers for Disease Control and 

Prevention in Atlanta, and Russian state laboratories in Novosibirsk. Although the Bush 

administration expressed concern that the virus may have been transferred to rogue actors 

in countries such as Iraq, the intelligence being used to make the policy decision was 

never disclosed for what were claimed to be reasons of national security. Some 

commentators have credited former Vice President Cheney with the program, which 

closely reflected his view that a threat that was 1% likely to become realized should be 

treated as a certainty.89 In other words, no data or scientific evidence is needed if one has 

the conviction of one’s principles. This way of thinking was extended to all potential 

terror threats, and in combination with a shaky scientific risk-benefit assessment it shaped 

the 2002 policy calling for smallpox vaccination of a million civilian health care and 

public health workers and of all active military personnel.90 On the one hand, this seems 

deeply problematic, but on the other hand, it reflects a small grain of truth and 

pragmatism, namely, that policy frequently is made, and even must be made, in the 

absence of complete certainty. The problem seems to lie in the utter lack of transparency 

with which the smallpox vaccination policy decision was communicated to the public. 

                                                 
88 Primary vaccinees are those who receive the vaccine for the first time (and thus have no residual 
immunity to lessen their reaction to the vaccine). CDC, “Smallpox Fact Sheet: Side Effects of Smallpox 
Vaccination, 2003, “http://www.bt.cdc.gov/agent/smallpox/vaccination/reactions-vacc-public.asp 
[November 14, 2009]. 
89 Ron Suskind’s phrase “the 1% doctrine” is mentioned and discussed in George Annas, “Your Liberty or 
Your Life. Talking Point on Public Health versus Civil Liberties " EMBO (European Molecular Biology 
Organization) Reports 8(2007): 1093. 
90 Jeffrey P. Koplan and Melissa McPheeters, “Plagues, Public Health, and Politics,” Emerging Infectious 
Diseases 10 (2004): 2039. 
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There was never an attempt to quantify the threat or to provide any of the pro- and con- 

considerations that informed the decision. Instead, the greatest level of attention was paid 

to conveying no a sense of hesitation or weakness or uncertainty about the decision that 

was made.91 The Iraq Study Group’s finding of no trace of smallpox virus was a strong 

indictment of the so-called intelligence that informed the Administration’s decision.  

After President Bush’s announcement of the two vaccination programs, the 

military program began without much fanfare and within six months (by the end of June 

2003), over 600,000 military personnel had been vaccinated. The civilian program was 

spearheaded by the Centers for Disease Control and Prevention which provided hundreds 

of millions of dollars in funding, and prepared a flurry of guidance and planning 

documents for state and territorial public health departments. The plan was to begin by 

offering the vaccine to approximately one million public health, healthcare, and 

emergency response personnel considered to be likely first responders in a smallpox 

outbreak (and an outbreak would by definition mean a deliberate introduction, a 

bioterrorist attack). The second phase would then provide the vaccine to an additional 5 

million healthcare, public health, and other personnel, and the potential third and final 

phase would offer the vaccine to the general public. Civilian vaccination, begun in the 

media glare in a Connecticut health department ended in quiet but abysmal failure after 

public health and health care workers increasingly questioned the use of a thirty-year old 

                                                 
91 It may be useful to note that there is a body of risk communication research (Baruch Fischoff from 
Carnegie Mellon, Vincent Covello, and others) that shows that officials who show false bravado or lie to 
the public fail to build trust in a policy or in the government’s ability to handle a crisis. In general, the 
evidence indicates that public lies that hide private uncertainties can lead to outrage on the part of the 
public. Furthermore, both the risk communication and disaster response literature indicate that people are 
more likely to behave in adaptive and pro-social ways if they are given the facts and informed about the 
gaps and uncertainties--paraphrasing Donald Rumsfeld, the known knowns, the known unknowns, and the 
unknown unknowns.  
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vaccine with known and considerable risk of side effects against largely theoretical risk 

of a long-eradicated disease. Five civilian health care workers died days after vaccination 

and although a close assessment of their medical histories and biological evidence about 

the vaccine’s side effects suggested an association was unlikely, these dealt the final blow 

to the program. 

Plans were made to address the vaccine’s safety problems. At least one company 

began work on a new, safer vaccine. However, those who were concerned that the risk of 

a reintroduction of smallpox was more than theoretical wanted to make sure that the 

vaccine supplies available could be “stretched” to cover larger numbers of people, so 

studies were undertaken to determine whether diluting the vaccine would diminish its 

effectiveness. It was determined that 1:5 and even 1:10 dilutions would still provide 

reasonably good protection against the disease.  

The differences between the military and civilian programs emerged very quickly. 

As noted above, the military is not and cannot be democratic. However, questioning 

authority and the legitimacy of policy decisions are more accepted in the civilian realm. It 

became apparent that the national public health leadership (part of the executive branch 

of government and thus taking their orders from the White House) did not adequately 

explain to public health workers the rationale for a vaccination program that would 

expose them to a vaccine with known and potentially serious side effects to protect them 

from a non-existent disease. The program began in early January 2003, and for the first 

three months, approximately 3-5,000 people were vaccinated every month. In late March 

2003, the first signs of possible vaccine-related health problems began to emerge. There 

were multiple cases of inflammation of the heart lining among military vaccinees, and 2 
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civilian and one military death due to heart attacks. All three victims had predisposing 

risk factors (smoking, high blood pressure, atherosclerosis, etc.), and the figures turned 

out to be consistent with background rates of disease, but the damage to an already fragile 

program was done. Although the civilian vaccination program never officially ended, 

“[t]he number of weekly vaccinations continued to decline and never recovered, reaching 

a handful of vaccinees weekly, then monthly. Between April 30, 2004, and July 31, 2004, 

25 people received smallpox vaccination, and during August 2004, 5 people were 

vaccinated.”92 The final total was 64,600 civilians vaccinated, less than 10% of the 

original target for the first phase of vaccination.93   

In the civilian program, the failure was not providing the information needed and 

not engaging in the transparent communication that could have earned buy-in of 

personnel. In the military program, buy-in is simply not an issue because vaccination is 

mandatory.  The military smallpox vaccination program continues today. In fact the 

Defense Department website devoted to the Smallpox Vaccination Program continues to 

state that “The Defense Department is working with other federal departments to 

strengthen America’s defenses against smallpox” and “The government has been 

preparing for some time for the remote possibility of an outbreak of smallpox as an act of 

terror.”94 The Department of Defense’s vaccine.mil Web site states that the “smallpox 

vaccination program is part of our national strategy to safeguard Americans against 

                                                 
92 Baciu et al., The Smallpox Vaccination Program, 46. 
93 Christine G. Casey, John K. Iskander, Martha H. Roper, et al., Adverse Events Associated With 
Smallpox Vaccination in the United States, January-October 2003, Journal of the American Medical 
Association, 294(2005): 2734; James J. Sejvar, Robert J. Labutta, Louisa E. Chapman, et al., “Neurologic 
Adverse Events Associated With Smallpox Vaccination in the United States, 2002-2004,” Journal of the 
American Medical Association 294(2005): 2744. 
94 See http://www.smallpox.army.mil/messageMap/messageMapCategories.asp?cID=19  
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smallpox attack.”95  The Web pages detailing the strategy contain a photo of Donald 

Rumsfeld and George W. Bush which would suggest the site is an unintended residue of 

the previous administration had it not been updated on July 24, 2009. Also, other material 

on the Web site, such as a 2008 chart of expiration dates for smallpox vaccine lots, shows 

that the program remains active. It seems as though the military operates in a parallel 

universe that is frozen in time. There does not appear to have been a reevaluation of the 

smallpox program, but it may simply mean that smallpox vaccine has become integrated 

among the other vaccines given to troops and is just a largely unquestioned part of the 

military routine.96  

 

The XDR-TB Case (Study) 

Several recent events have given civil libertarians reason for concern about the 

continuing militarization of public health, or at the very least, the potential for 

inappropriate use of power in managing a potential infectious disease threat. In 2007, 

tuberculosis patient American Andrew Speaker traveled to Italy on his honeymoon. 

Public health authorities in the United States completed laboratory testing of specimens 

taken from Speaker and determined that he was infected with so-called XDR-TB, 

extensively drug-resistant tuberculosis.97 A dramatic international effort began to track 

him down and isolate him in order to prevent exposure of uninfected individuals to a type 

of tubercle bacillus that is virtually impossible to treat and consumes enormous amounts 

                                                 
95 See http://www.vaccines.mil/default.aspx?cnt=resource/messageMapCategories&dID=22&cID=19. 
96 The vaccine currently given is also an improvement over what was used in 2002-3003. The company 
Acambis developed and received FDA licensure for the ACAM2000 smallpox (vaccinia) vaccine in 2007. 
97 See Howard Markel, Lawrence O. Gostin, David P. Fidler, “Extensively Drug-Resistant Tuberculosis An 
Isolation Order, Public Health Powers, and a Global Crisis,” Journal of the American Medical Association 
298(2007): 83. 
After the resurgence of tuberculosis in the mid-1980s, the incidence of multidrug resistant (MDR-TB) and 
extensively drug-resistant tuberculosis rose dramatically. 
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of resources (the cost of hospitalization for one case of XDR-TB is nearly half a million 

dollars, twice that of hospital treatment for MDR-TB).98 The effort involved CDC and the 

Homeland Security Department, and Speaker was added to the “do not fly list” or more 

properly, the “do not board” list. Homeland Security (Transportation Security 

Administration) personnel disregarded the computerized message received when 

Speaker, having flown into Canada, entered the U.S. at the Canadian border. In the end, 

Speaker turned himself in to public health officials and was hospitalized, under guard, for 

treatment. His tuberculosis was later found to be the less dangerous MDR-TB. In the 

wake of these events, Senators Lieberman, Collins, Grassley, and Clinton requested a 

GAO study of an event they asserted 

exposed a disturbing picture of the federal government’s ability to respond to a 
known public health incident and protect our homeland security. . . . Mr. 
Speaker’s ability to cross our borders raises questions not only about events that 
transpired at that inland port but in the federal government’s overall approach to 
safeguarding our nation from public health threats before they reach our borders.  
. . . This incident should serve as a wake-up call that we need to establish and 
exercise effective plans to deal with the travel of known public health threats.99 

 

The choice of language in a letter that was likely thoroughly reviewed and edited by 

multiple Congressional staff members leaves no doubt that that the senators believed and 

meant to convey their opinion that the TB-infected American embodied a traveling threat 

to national security. It is extraordinarily and chillingly clear that an American citizen 

infected with a transmissible disease of public health interest may come to occupy a niche 

different only in degree from that of a Guantanamo detainee.  

                                                 
98 See Philip LoBue, Christine Sizemore, Kenneth G. Castro, “Plan to Combat Extensively Drug-Resistant 
Tuberculosis Recommendations of the Federal Tuberculosis Task Force,” Morbidity and Mortality Weekly 
Report, 58(RR03): 1. 
99 Joseph I. Lieberman, Susan M. Collins, Hillary Rodham Clinton, to David Walker, Comptroller General, 
Government Accountability Office, July 24, 2007. 
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The GAO report noted that “HHS has overall federal responsibility for preventing 

the introduction of communicable diseases, such as TB, from foreign countries. In so 

doing, HHS is to work with DHS, which is responsible for reducing the threat of 

terrorism and natural crises, including bioterrorism.”100 It is not insignificant that a public 

health threat at or crossing U.S. borders becomes subject to the gaze of both the 

Department of Health and Human Services and the Department of Homeland Security. 

This is consistent with the notion that infectious disease is increasingly viewed as a threat 

to national security. The Executive Branch National Response Framework outlines the 

relationship between civilian and military authorities in a major national emergency, such 

as an influenza pandemic severe enough to have profound impact on social order and 

economic stability. There are multiple roles that the military could play in a pandemic, 

including complementing medical and public health functions (e.g., treatment and 

surveillance). Their role could include “controlling movement into and out of areas, or 

across borders, with affected populations,” “supporting quarantine enforcement.”101  

Several bureaucratic entities established in the first decade of the twenty-first 

century reflect this militarization of public health. The White House Office of Homeland 

Security established on September 20, 2001 became the Department of Homeland 

Security, led by a new cabinet secretary, and intended to integrate several federal entities 

such as the Immigration and Naturalization Service and the Federal Emergency 

Management Administration. A National Security Council had been in existence since 

1964, but the White House added a Homeland Security Council (the staffs of the two 

                                                 
100 Cynthia A. Bascetta and Eileen R. Larence, Public Health and Border Security: HHS and DHS Should 
Further Strengthen Their Ability to Respond to TB Incidents (Washington, DC: Government 
Accountability Office, 2008 [GAO-09-582008]).   
101 Lawrence Kapp and Don J. Jansen, “The Role of the Department of Defense during a Flu Epidemic,” 
(Washington, DC: Congressional Research Service, 2009). 
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councils were integrated in the first months of the Obama administration). A National 

Response Plan was developed in 2004 to prepare the country for “the inherent dangers 

and complex threats facing this country and the potential consequences they could have 

on the American way of life.”102 In 2008, the plan was replaced by a National Response 

Framework. Both documents were peppered with military jargon that became widely 

used even in the public health setting, including “doctrine” to refer to response concepts, 

roles and responsibilities; “countermeasures,” referring to both (1) drugs, vaccines, and 

antidotes to be used to treat victims and prevent exposure in the event of a bioterrorism 

event, and (2) drugs and vaccines intended for use in a pandemic, such as the current 

influenza pandemic; and “unified command,” such as through incident command 

systems. 

Many commentators have expressed concern about the militarization of public 

health at times of national crisis. I believe that one of the enticements that has made the 

public health discipline susceptible to co-optation is the promise of funding and of a 

higher societal profile or relevance. As discussed at length in Chapter 1, the 

governmental public health agencies labor generally behind the scenes, and their 

successes are invisible—they are not credited for preventing disease outbreaks or for 

clean water and a safe food supply. They generally shoulder much of the blame when 

something goes wrong and receive little recognition when all is well. The military 

remains a very high-profile institution in the U.S., and it has obvious policy and funding 

privileges during times of war (including the non-traditional Cold War and the War on 

Terror), and by uniting itself with military, or in recent decades, quasi-military 

                                                 
102 Department of Homeland Security, National Response Plan, January 6, 2005.  
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emergency response entities (fire departments, emergency management), public health 

authorities have taken steps that brought public health into the open.103  

 This chapter explored one of the institutional links between the 1918 pandemic 

and the contemporary biopolitical regime—the relationship between military (or quasi-

military) and civilian public health and medicine. This is not a new relationship, but has 

considerable historic precedent. The Public Health Service was militarized during World 

War I and placed under the Federal Security Administration during the Cold War, so the 

revival of home front protection under the Department Homeland Security and its 

bureaucratic linkages to Department Health and Human Services appear as new 

variations on an old theme. The preparedness movement in the public health realm (and 

the corresponding phenomenon in the quasi-military “first responder” world) has 

succeeded in helping to institutionalize the state of exception, inscribing it into the 

biopolitical governance structure. Public health law and the authorities of public health 

officials have been strengthened and clarified, and public health agencies are at least in 

theory in a perpetual ready-state, reinforced by drills and exercises. The regime that 

codified the USA Patriot Act (invoked as part of the paperwork for every real estate 

transaction, among many other impacts on regular people) also established the first 

government effort to coordinate a revolution in health information technology (with the 

goal of digitizing all health and health care data), and began contemplating military-

enforced quarantine as a strategy to limit the spread of H5N1 in the event the virus began 

to cause a pandemic. Bush’s “call in the National Guard” moment was meaningful not 

                                                 
103 An additional privilege is priority access to countermeasures such as pandemic influenza vaccine, as 
described in the Homeland Security Council’s National Strategy for Pandemic Influenza (Washington, DC: 
White House, 2005). However, the current status of the military H1N1 vaccination program mirrors that of 
their civilian counterparts. They were affected by the H1N1 vaccine shortage, but they did not require part 
of civilian supplies, presumably because the severity of the pandemic does not appear to warrant it.  
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only because it defied federalism, but it was also a proposal to use the military, which is 

an immunitarian system against foreign invaders, to defend against invading microbes. 

Although the current H1N1 pandemic was thankfully mild, and did not require any 

coercive State action, it was preceded by the placement in involuntary quarantine of an 

American citizen with tuberculosis—the first federal use of quarantine in four decades—

an event that may have been criticized less for its nearly gratuitous heavy-handedness 

than for its inefficiency.  
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Chapter 5: The Twenty-First Century Influenza Pandemic 
 
 

[L]ife, be it single or common, would die without an immunitary 
 apparatus.1  

 
What is the use of surveillance? Now there is a phenomenon that 
emerges during the eighteenth century, namely the discovery of 
population as an object of scientific investigation; people begin to 
inquire into birth rates, death rates and changes in population, and to 
say for the first time that it is impossible to govern a state without 
knowing its population.2 

 

It is coincidental but noteworthy that the 2009 pandemic of influenza unfolded at 

the same time as the legislative and political crisis over health care reform in the United 

States. This juxtaposition illustrates the medicalization of politics and the politicization of 

medicine that have characterized the past century. These reveal the multi-faceted 

contemporary preoccupation with life in the biological sense and as it is defined by vital 

and health statistics of the population, and reflect ideas about a certain kind of life, 

namely a good, i.e., healthy, life.3 Biopolitics has become a major approach to 

governance in twenty-first-century liberal democracies including the United States.4 As 

described in Chapter 1, biopolitics represents the contemporary regime of intense 

bureaucratic (e.g., governmental, academic/disciplinary) attention to life, and concerns 

itself with regulating life to preserve it—both the life of individuals in society and of 

                                                 
1 Timothy Campbell, “Interview: Roberto Esposito,” Diacritics 36(2006): 53. 
2 Michel Foucault, Power/Knowledge: Selected interviews and other writings 1972-1977, ed. Colin Gordon 
(New York: Pantheon Books), 107. 
3 The ways to measure life and the cost-effectiveness of health or medical interventions designed to 
lengthen and improve it include metrics such as Quality-Adjusted Life Years and Disability-Adjusted Life 
Years, which were introduced in the late twentieth-century and are frequently used (though not without 
some controversy) by both domestic and international institutions concerned with the health of the 
population. 
4 For a discussion of the biomedicalization of American politics, culture, society, and politics, and the 
increasing politicization of medicine, see Adele E. Clarke, Jennifer Fishman, Jennifer Fosket, Laura Mamo 
and Janet Shim, “Biomedicalization: Technoscientific Transformations of Health, Illness, and U.S. 
Biomedicine,” American Sociological Review 68(2003): 161.  
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society itself. Two of the main threads of contemporary health discourse—influenza 

pandemic and health care reform—include some common ethical, economic, social, and 

scientific considerations, questions about resource allocation, societal and state duty to 

individuals, and notions about what threatens both corporate and individual life and 

health.  

Three related theoretical concepts introduced in Chapter 2 and discussed in the 

context of the 1918 pandemic of influenza (Chapter 3) and the nexus of military and 

civilian public health strategies to prepare for infectious disease threats (Chapter 4) 

inform my examination in the present chapter of the 2009-2010 response to pandemic 

influenza. 

� Agamben’s theory of the state of exception (building on a foundation by Carl 

Schmitt: “Sovereign is he who decides on the exception”) conveys a dark vision of 

biopolitics as a politics of death that carries in germ form a threat to the life of all 

individuals in the body politic in an effort to preserve society, or rather, a certain kind 

of society (e.g., one that is populated by people of a certain “race,” level of 

intelligence, or health status). 

� Esposito’s construct (or in his terms, “interpretive key”) of immunity/community lays 

bare the common root of these apparently opposed but reconcilable concepts to 

demonstrate how a “common immunity” can be forged to protect the lives of both 

individuals and the community from the threats they present to each other (including 

the threat of autoimmunity—an excessive reaction of the biopolitical regime), and 

even to nurture positive manifestations of biopolitics.5 

                                                 
5 Both Agamben and Esposito refer to the Third Reich and the causes and response to the 9/11 attacks as 
two milestones in the history of biopolitics and two examples of its dark and utterly destructive potential. 
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� The Foucaultian concept of power/knowledge describes the circuitry by which 

political power is informed and supported by certain types of knowledge (including 

scientific knowledge about the human body and immune system, and the pathogens 

that threaten them, and administrative data about rates of death and disease). 

Knowledge, in turn, is accumulated at least in part through appeals to power and the 

two interact continuously as a dispositif. 

 

The State of Exception 

In the decade leading to the turn of the twenty-first century, certain types of 

infectious disease outbreaks came to be viewed increasingly as threats to national 

security.6 This view was clearly articulated during the Clinton administration.7 The 

attacks of September and October 2001 occurred at the peak of a crescendo of concern 

about disease and terrorism. They also formally established a new regime of national 

readiness for disasters ranging from dirty bombs to epidemics, and based on a heightened 

assessment of the various risks the nation faced. In the contemporary biopolitical regime, 

the state of exception constituted by a militarized public health, that spreads in ever-

                                                                                                                                                 
For Agamben, these events represent two different ways of calling into being the state of exception; for 
Esposito, they represent two cases of suicidal autoimmune reaction. Esposito writes that “looking at what is 
taking place today from a systemic perspective, it seems clear that when these two opposing stimuli 
[community/immunity] are intertwined, the entire world is shaken by a convulsion that has the 
characteristics of the most devastating autoimmune disease: the excess of defense and the exclusion of 
those elements that are alien to the organism turn against the organism itself with potentially lethal effects. 
Not only did the Twin Towers explode, but along with it the immunitary system that had until then 
supported the world.” See Campbell, “Interview: Roberto Esposito,” 53. 
6 Including global or international disease outbreaks which are viewed as potentially destabilizing and 
capable of causing threats to security in neighboring and even distant countries.  
7 For a discussion of the late twentieth century executive and legislative concern about bioterrorism, and in 
the wake of the “fragmented postmodern threat” presented by the 9/11 attacks, an increasing obsession with 
reconstituting the boundaries, the immunities, in effect, of the nation, see Nick B. King, “Dangerous 
Fragments,” Grey Room 7(2002): 72. See also Jonathan B. Tucker, “Contagious Fears: Infectious Disease 
and National Security,” Harvard International Review, Summer 2001, 81. Tucker describes how the 
Clinton administration’s made the case for the link between global infectious disease and national security. 



 254

widening ripples beyond policy and politics, into realm of health care, schools, etc. (the 

systems that normally serve as regularizing, gently disciplining, etc.) 

  There seems to be a strong association between the state of exception and 

political crisis, or a crisis of government, such as that occasioned by war. As described in 

Chapter 1, Agamben’s thesis is that the exception (or the state of exception) has 

increasingly become a principal method of governance in today’s liberal democracies, 

including the United States. In his work, Agamben offers a detailed history of how 

Western European nations and the United States came to rely on the state of exception 

during the early part of the twentieth century. Nazi Germany exemplified the darkest 

extreme of biopolitics (the quintessentially modern technology of managing and 

regulating human biological lives, overlaid with the sovereign prerogative not to keep 

alive, but to take life and define the types of life not worthy of life) and fullest realization 

of the state of exception.8 The September 11 attacks on the United States and ensuing 

Bush administration Global War on terror, Agamben argues, have occasioned a 

blossoming of the state of exception in American government and society. For example, 

the military legal category of “enemy combatant” was created and an extrajudicial camp 

established to hold individuals so classified. Another example is the enactment of the 

U.S.A. Patriot Act and related laws deemed protective of the national security and the 

American way of life, but in reality deeply problematic infringements on individual 

liberties, even challenging the fundamental meaning of those liberties.  

Given that infectious disease has come to be seen as a threat to national security, 

analogous to rogue nations or terrorist networks, the emergence of a militarized approach 

to public health is no surprise (this is discussed in greater depth in Chapter 4). The 
                                                 
8 Agamben, Homo Sacer. 
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contemporary public health preparedness regime has become a state of exception, where 

the state anticipates and readies itself for the pathological (as opposed to the normal) with 

such intensity that it obsessively focuses on the biological status of its subjects, 

monitoring it and the environment through a variety of mechanisms.9 These include 

testing the air for pathogens at various locations around the U.S. through the Department 

of Homeland Security’s Project Biowatch, and building and operating a system for “real-

time biosurveillance” through the Department of Health and Human Sciences’ Biosense 

Program.10 

 The field of public health and the government bureaucracies responsible for 

keeping the public healthy may be said to be participants in the contemporary state of 

exception, but it is important to examine the recent developments that have led to this.  

Chapter 1 has described in some detail the history of public health and its potential for 

“crossing the line” in the area of civil liberties. Below, I provide an analysis of the ways 

in which the state of exception is inscribed in emergency public health laws and 

regulations and as it operates in public health practice.11  

                                                 
9 See Georges Canguilhem, The Normal and the Pathological (New York: Zone Books, 1989). 
10 According to DHHS, Environmental Safety and Testing, Public Health Emergency Response: A Guide 
for Leaders and Responders, No. 5 (Washington, DC: DHHS, 2007),  Project Biowatch is :a program of 
DHS in partnership with EPA and CDC, is an air monitoring system that is intended to provide early 
warning in cases of airborne biocontaminants in urban areas.”  
According to the Centers for Disease Control and Prevention (on the agency website, at 
http://www.cdc.gov/biosense/), the Biosense program is expected to enable “health situational awareness 
through access to existing data from healthcare organizations across the country.”  For another description 
of the program see John W. Loonsk, “BioSense—A National Initiative for Early Detection and 
Quantification of Public Health Emergencies,” Morbidity and Mortality Weekly Report 53(2004 Suppl): 53-
55. 
11 Ruth G. Bernheim provides the following succinct comparison of legal and ethical coordinates that 
operate in public health and medicine, in Robert Boyle, James Childress, Steven D. Gravely, Lisa 
Kaplowitz, Alan Melnick, Mark Rothstein, and Ruth G. Bernheim, “Health Departments, Hospitals, and 
Pandemic Flu: Overlapping Ethical and Legal Questions,” Journal of Law, Medicine, & Ethics 35(2007 
Suppl.): 52-54: “medicine focuses on individual patient treatment, informed consent, duty to treat, standard 
of care, and liability whereas, public health focuses on population prevention, due process, and disability 
discriminatory laws.” 
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It may seem that the state of exception is a purely theoretical construct before the 

emergency that breathes life into it. However, Agamben shows that the dividing line 

between normal functioning of the state and martial law or another manifestations of the 

state exception, between democratic governance and totalitarianism is frighteningly 

blurry. Analogously, in an epidemic, the dividing line between the normal and 

pathological—for example, those apparently healthy and those who exhibit signs of 

infection—also is blurry, and government decision-makers may respond to that 

uncertainty by breaching the boundary between the typical application of routine laws 

under normal circumstances on the one hand, and amendments or existing provisions that 

trigger a scaling up, or a suspension of laws to address a state of crisis or emergency on 

the other hand.  

The practice of public health recognizes a spectrum of events that range from 

normal to pathological. We may regard what happens in a pandemic as exceptional 

circumstances requiring out-of-the-ordinary measures. However, such measures are not 

exceptional because: (1) the law is cognizant of exceptions, which are inscribed within it 

and even when “regular” authorities are exercised they refer to or foreshadow the 

possibility of exceptional measures, and (2) there is a notion in public health practice, 

especially past 9/11, that everyday activities or even slight deviations from the normal 

can be used as exercises (i.e., dress rehearsals) for an actual public health emergency. I 

discuss this in greater detail below. 

The public health word of the decade after 9/11 became “preparedness,” referring 

to a constant ready-state of planning and exercising plans to ensure competent response 
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to the next crisis.12 (Preparedness was also an objective of planning and policy before the 

U.S. entered World War I.13) The argument has been frequently made in public health 

policy circles over the past decade that the ability to respond effectively in an emergency 

is honed during routine public health activities. This state of affairs hints at a new normal, 

namely, always assuming (the possibility of) pathology and being ready to manage it. 

Preparedness has since been used to label or describe a variety of programs, practices, 

and funding streams, and has even become part of the title and job description of the 

newly created (in the Bush Administration) position of Assistant Secretary for 

Preparedness and Response in the Department of Health and Human Services.   

 It also seems reasonable to argue that the dividing line between the normal and 

the pathological in public health is hard to define and is strongly dependent on context. 

Smallpox epidemics were once catastrophic public health events that could wipe out large 

segments of a community but once vaccination became routine, smallpox outbreaks 

ceased to occur. With the widespread institutionalization of regular vaccination, 

emergency mass vaccination became unnecessary—a transition from pathology, to 

normalcy. With the eradication of the disease, smallpox vaccination itself became 

obsolete. In the highly unlikely event that smallpox virus is reintroduced, potentially or 

theoretically by rogue agents who might have obtained it from scientists in the former 

Soviet Biopreparat, smallpox outbreaks again could become common catastrophes 

                                                 
12 As discussed in Chapter 1, preparations for emergencies and disasters began in the last decade of the 
twentieth century in part as a response to a variety of threats and actual events both in the U.S. and abroad. 
However, the events of September and October 2001 considerably magnified the extent of efforts and the 
depth of legislative interest in funding and monitoring the progress of public health agencies and other so-
called first responders. 
13 John M. Cooper, Woodrow Wilson: A Biography (New York: Alfred A. Knopf, 2009). Preparedness was 
a politically risky topic for Wilson, with the nation and the legislature deeply divided about the war, and 
about America’s potential role in it. Nevertheless, Wilson’s platform in the 1914 campaign for reelection 
consisted of four p’s: peace, preparedness, progressivism, and prosperity. The pairing of peace and 
preparedness seems to reflect the fact that he was a man divided, and was emblematic of the  
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(although the government has taken steps to prepare the nation and especially so-called 

“first responders” by offering vaccination and securing sufficient vaccine for much of the 

population).  

In the late 1990s and continuing into the early twenty-first century, federal and 

especially state public health law was reviewed updated gradually to allow and facilitate 

rapid response in major disease outbreaks, whether naturally-occurring or deliberately 

introduced.14 The events precipitating this have included the emergence of new microbes 

such as the coronavirus causing SARS and the threat of biological terrorism. However, it 

is essential to examine the relationship between the federal and state governments and the 

evolving legal doctrine in which it is embedded and by which it is structured. As noted in 

Chapter 1, American federalism shapes public health policy and practice, e.g., the 

“division of labor” between states on crucial aspects of public health law, and the 

deference of the federal government to the role of states (paired with incentives to 

promote standardization and state coordination with the federal government through 

several different grant mechanisms).15 The funding relationship between federal and state 

levels shows one of the effects or directions of power in the public health system, and the 

system, in turn, acts on the population through programs, interventions, surveillance, 

measurement through surveys and observational (or other types of) studies. 

Public health legal scholars have also frequently commented on the complexities 

created by of the “new federalism” facilitated by Supreme Court decisions that have 

                                                 
14 Mark A. Rothstein, “Rethinking the Meaning of Public Health,” Journal of Law, Medicine, & Ethics 30, 
(2002): 145; Lawrence O. Gostin “Letter: Second Draft of the Model State Emergency Health Powers Act,” 
Journal of Law, Medicine, & Ethics 30(2002): 322. 
15 Bernard Turnock and Christopher Atchison, “Governmental Public Health in the United States: The 
Implications of Federalism,” Health Affairs 21(2002): 68. 
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sought to reassert the preeminence of state governments.16 The balance of power between 

states and the federal government may pose challenges to coordination and to having, 

where appropriate, standard responses to threats, but it may also be seen as a check on an 

excess of power in the hands of the central federal government. That is why the United 

States is both a strong state in some respects, and a weak one in others (i.e., in the areas 

where states have preeminence).17 

  There are several examples of the state of exception that operates in the field of 

public health. Many of these may be found in public health law, but others pertain to 

programmatic or operational aspects of public health work. Laws, policies, and 

mechanisms that represent exceptions from the “normal” and that trigger other public 

health actions include: declaring a public health emergency; listing notifiable diseases 

and quarantinable diseases and outlining actions that may be taken and authorities that 

may be claimed to address cases and outbreaks; imposing quarantines as deemed 

necessary: calling for mass vaccination; and compelling vaccination in some 

circumstances. 

Declarations 

Emergency declarations may be made at the local, state, and federal level. At each 

level, officials may declare an event to be either an emergency/disaster (in the realm of 

emergency management) or a public health emergency (in the realm of the public health 

                                                 
16 Turnock and Atchison, “Government Public Health”; Wendy Parmet, “After September 11: Rethinking 
Public Health Federalism,” Journal of Law, Medicine & Ethics 30(2002): 201; David P. Fidler, Lawrence 
O. Gostin, and Howard Markel, “Through the Quarantine Looking Glass: Drug-Resistant Tuberculosis and 
Public Health Governance, Law, and Ethics,” Journal of Law, Medicine & Ethics 35(2007): 616. 
17 See Fukuyama, “The Imperative of State Building”  
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and under the jurisdiction of public health agencies).18 At the federal level, the 

Department of Health and Human Services (HHS) may declare a public health 

emergency as authorized by section 319 of the Public Health Service Act, 42 U.S.C. § 

247d. As an example, in April 2009, the Acting Secretary of HHS “determined that a 

public health emergency exists nationwide involving Swine Influenza A that affects or 

has significant potential to affect national security.”19 That determination was renewed by 

Secretary Sebelius in July 2009. The President may also declare an emergency or disaster 

as authorized by the Robert T. Stafford Disaster Relief and Emergency Assistance Act of 

1974 or by the National Emergencies Act. A declaration under the Stafford Act allows 

the federal government to help states (and local governments, tribal nations, individuals, 

and qualified non-profits) affected by a disaster, generally at the request of governors 

(this may include assistance from the Federal Emergency Management Agency).20 The 

National Emergencies Act describes procedures for Presidential declaration and 

termination of national emergencies.21  When enacted after the Secretary of HHS declares 

a public health emergency, as is the case with the October 2009 declaration by President 

Obama, the national emergency declaration triggers the waiver or modification of certain 

requirements pertaining to health care services in order to facilitate their efficient 

delivery.22 For example, provisions of the Health Insurance Portability and 

                                                 
18 James G. Hodge and Evan D. Anderson, “Principles and Practice of Legal Triage During Public Health 
Emergencies,” New York University Annual Survey of American Law 64(2008): 249-291. 
19 HHS, Determination that a Public Health Emergency Exists, April 26, 2009,  
http://www.flu.gov/professional/federal/h1n1emergency042609.html, and updated July, October, and 
December 2009, and most recently in March 2010 (see http://www.hhs.gov/secretary/phe_swh1n1.html). 
20 See Federal Emergency Management Administration, “Robert T. Stafford Disaster Relief and Emergency 
Assistance Act, as amended, and Related Authorities,” FEMA 592, June 2007, 
http://www.fema.gov/pdf/about/stafford_act.pdf. 
21 Codified in 50 USC (United States Code) 1601-1651 (2003). 
22 The White House, “Declaration of a National Emergency with Respect to the 2009 H1N1 Influenza 
Pandemic. By the President of the United States of America, A Proclamation.” October 24, 2009. See also 
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Accountability Act (HIPAA) or of Medicare and Medicaid may be waived. President 

Obama’s declaration was described as permitting hospitals to deliver services to 

individuals seeking care for influenza-like illness outside of the hospital to avoid 

transmission to other individuals in emergency rooms who may have other serious 

conditions that potentially increase their vulnerability. 

Lists of notifiable diseases are developed and made public by every state health 

department and the federal Centers for Disease Control and Prevention. This practice is 

rooted in nineteenth-century British laws requiring that physicians, including private 

physicians, notify municipal authorities about the occurrence of specified diseases.23 

Adding a disease to the federal, state, or local list of reportable or notifiable diseases 

triggers several powers of public health authorities (e.g., to track contacts of infected 

individuals, to compel treatment as in the case of directly observed treatment of 

tuberculosis). The CDC (federal-level) list of notifiable diseases consists of 64 diseases, 

and states have similar lists (California’s notifiable diseases list exceeds 100). 

A declaration is a performative utterance that call an emergency into being as an 

emergency, acknowledges it as an emergency, and in turn, the declaration makes all 

individuals within a jurisdiction (national or local) subjects of the emergency and denotes 

their status as victims or survivors of the event that led to the declaration.24 Reality 

becomes shaped by the event and the declaration. For example, all inhabitants of New 

                                                                                                                                                 
HHS, “President Obama Signs Emergency Declaration for H1N1 Flu.” Guidance for Professionals, October 
24, 2009, http://www.flu.gov/professional/federal/h1n1emergency10242009.html. For examples of the 
changes in health care practice permitted by the presidential declaration, see Homeland Security Council, 
National Strategy for Pandemic Influenza: Implementation Plan (Washington, DC: White House, May 
2006), 113. 
23 Graham Mooney, “Public Health versus Private Practice: The Contested Development of Compulsory 
Infectious Disease Notification in Late-Nineteenth-Century Britain,” Bulletin of the History of Medicine 
73(1999): 238. 
24 See J.L. Austin, How to Do Things with Words: The William James Lectures Delivered in Harvard 
University in 1955, eds. J.O. Urmson, Marina Sbisa (Oxford: Oxford University Press, 1975). 
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Orleans who lived through Hurricane Katrina and the ensuing flood were survivors. 

States affected by the hurricane were also recognized through a Stafford Act declaration 

of emergency intended to bring federal attention (such as it was) and funds to the region. 

 
Mass vaccination  

Mass vaccination may exemplify both state of exception—a change in the 

application of a public health measure typically administered on a one-on-one basis in the 

context of health care delivery—and an immunitary strategy intended to protect the 

population from an imminent or newly introduced infectious disease.25 The vaccination 

of large numbers of people at one time during a disease outbreak is intended to prevent 

contracting the disease by eliciting an individual’s immune response and so preparing 

them to withstand exposure to the disease without becoming infected. Mass vaccination 

is typically conducted by health departments at locations that allow easy access for 

members of the community, such as public schools. A mass vaccination “clinic” may be 

established to handle events ranging from an apparently localized outbreak, such as a 

meningitis outbreak on a college campus, to a national or even global rapidly spreading 

disease, such as the novel H1N1 Swine Origin Influenza Virus (SOIV). Beginning in the 

third week of October 2009, public health authorities across the U.S. established mass 

vaccination sites at public health department operated clinics, although the limited 

availability of vaccine has required administering only to priority groups such as children 

and pregnant women. 

                                                 
25 Agamben, State of Exception; Esposito, Bios. 
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Mass vaccination in epidemics has a lengthy history—twentieth-century examples 

include the 1947 smallpox vaccination campaign in New York City (6.35 million people 

were vaccinated in one month) and the ill-fated 1976 swine influenza immunization 

campaign that had 40 million people vaccinated in 10 weeks.26 There are several 

important features of mass vaccination against a national threat such as H1N1 novel 

influenza. For example, there are issues of liability and compensation, discussed 

elsewhere in this chapter. Mass vaccination also relies on a large-scale deployment of 

State knowledge. Vaccination clinics established by local public health authorities in 

health centers or schools are the distal end of a vast and complex distribution network 

that allots vaccine to states and municipalities based on centrally available data. At the 

clinic level, there are staffing, logistic, crowd control, and other components. The clinic 

level (in addition to the bodies of patients) is also a locus of public health power, and in 

some cases coercion, depending on whether mass vaccination is mandatory or 

voluntary.27 

As described in Chapter 1, the roles of states, vis-à-vis that of the federal 

government, are an important potential check and balance in the exercise of public health 

power.   

The list of nationally notifiable diseases is revised periodically. For 
example, a disease may be added to the list as a new pathogen emerges, or 
a disease may be deleted as its incidence declines. Public health officials 
at state health departments and CDC continue to collaborate in 
determining which diseases should be nationally notifiable; CSTE 

                                                 
26 See Anonymous, “Smallpox Danger Considered Past: Weinstein Tells Mayor Prompt Vaccination 
Averted Epidemic Here,” New York Times, May 12, 1947, 27. See also Richard E. Neustadt and Harvey V. 
Fineberg, The Swine Flu Affair: Decision-Making on a Slippery Disease (Washington, DC: Department of 
Health and Human Services, 1978); and David J. Sencer and J. Donald Millar, “Reflections on the 1976 
Swine Flu Vaccination Program,” Emerging Infectious Diseases 12(2006): 29. 
27 See for example Colgrove, James K., “Between Persuasion and Compulsion: Smallpox Control in 
Brooklyn and New York, 1894-1902,” Bulletin of the History of Medicine 78(2004): 349. 
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[Council of State and Territorial Epidemiologists], with input from CDC 
[Centers for Disease Control and Prevention], makes recommendations 
annually for additions and deletions to the list of nationally notifiable 
diseases. However, reporting of nationally notifiable diseases to CDC by 
the states is voluntary. Reporting is currently mandated (i.e., by state 
legislation or regulation) only at the state level. The list of diseases that are 
considered notifiable, therefore, varies slightly by state. All states 
generally report the internationally quarantinable diseases (i.e., cholera, 
plague, and yellow fever) in compliance with the World Health 
Organization's International Health Regulations.28 

 

Vaccination provides a compelling example of state power over the bodies of its 

subjects. In “normal” times, vaccination is routinely administered in the health care 

setting (including in regular health department clinics). It is, however, required for school 

(and childcare) entry in all fifty states, and parents who refuse vaccination for their 

children must obtain exemptions on religious or philosophic grounds.29 Vaccination 

policies and laws in the United States find their strongest precedent in Jacobson v. 

Massachusetts (1905), one of the most far-reaching Supreme Court cases in the history of 

public health law. It represents, in the words of preeminent public health law scholar 

Lawrence Gostin “judicial recognition of police power—the most important aspects of 

state sovereignty.”30  

Although as a public health worker I am deeply sympathetic to the rationale for 

and value of requiring immunization at school entry as a way to keep vaccination rates 

high and thus prevent death and disability due to vaccine preventable diseases, I do find it 

                                                 
28 CDC, “National Notifiable Diseases Surveillance System,” 
http://www.cdc.gov/ncphi/disss/nndss/nndsshis.htm.  
29 It is important to note that the statutes of two states (West Virginia and Mississippi) do not permit any 
exemptions other than for medical contraindications, and only 19 states allow philosophical or “personal 
belief” exemptions from school entry requirements. See National Conference of State Legislatures, “States 
with Religious and Philosophical Exemptions from School Immunization Requirements, September 2009,” 
http://www.ncsl.org/Default.aspx?TabId=14376.  
30 Lawrence O. Gostin, “Jacobson v. Massachusetts at 100 Years: Police Powers and Civil Liberties in 
Tension,” American Journal of Public Health 95(2005): 577. 
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important to note that two of the nation’s poorest states (West Virginia and Mississippi) 

do not allow non-medical exemptions from the vaccination requirement. On the one 

hand, this reflects a policy imperative to ensure equity in access to vaccination services, 

as vaccine mandates typically trigger federal and/or state payment for immunization 

services to ensure that all children, regardless of ability to pay and insurance coverage, 

have access to all vaccines recommended by CDC’s Advisory Committee on 

Immunization Practices. On the other hand, the strict statutes in the two states also reflect 

a level of government paternalism that seems to disproportionately deprive poorer people 

of their autonomy (they are also less likely to afford homeschooling, which constitutes a 

loophole in vaccination requirements). Considerable evidence indicates that people who 

object to vaccination requirements for their children are typically more 

socioeconomically advantaged (White, middle-to-high income, college educated).31 

The Jacobson case was decided in favor of the state’s right to require vaccination  

in the wake of a smallpox outbreak in Boston that killed 270 people and caused 1596 

cases. 1905 newspaper coverage reflected the burgeoning scientific discourse of the day 

characterizing the controversy as “a conflict between intelligence and ignorance, 

civilization and barbarism.”32 More significantly, the case also outlined circumstances 

and conditions that justified government interference with individual autonomy, in other 

words, prerequisites for the state of exception and boundaries for its application, 

                                                 
31 See for example Saad B. Omer, Daniel A. Salmon, Walter A. Orenstein, M. Patricia deHart, and Neal 
Halsey, “Vaccine Refusal, Mandatory Immunization, and the Risks of Vaccine-Preventable Diseases,” New 
England Journal of Medicine 360(2009): 1981-1988; and Daniel A. Salmon, Lawrence H. Moulton, Saad 
B. Omer, M. Patricia deHart, Sharon Stokley, Neal A. Halsey, “Factors Associated With Refusal of 
Childhood Vaccines Among Parents of School-aged Children: A Case-Control Study,” Archives of 
Pediatrics & Adolescent Medicine 159(2005): 470-476. 
32 Gostin, “Jacobson v. Massachusetts at 100 Years” 
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including necessity, reasonable means, proportionality, and harm avoidance.33 An earlier 

case in the U.S. District Court, Northern District of California, Jew Ho. Vs. Williamson, 

had established that such exercises of police power could not violate the Equal Protection 

Clause of the 14th Amendment to the Constitution. That case involved a suit brought by a 

San Francisco businessman who had been included in quarantine of Chinese Americans 

during a bubonic plague outbreak, the court found that public health authorities had acted 

with “an evil eye and an unequal hand” in singling out one segment of the population on 

the basis of their ethnicity.34 

 Public health law defines clear boundaries for the exercise of police powers—

statutory authorities ranging in coerciveness—by public health authorities.35 In the past, it 

seemed that the state of exception could be thought of a existing in a sort of latency, until 

necessity, in the form of a serious and  demonstrable threat—would activate the state of 

exception under which certain actions would be justified that in other circumstances 

would be seen as infringing on personal autonomy.36 As discussed above, the assessment 

of what poses a threat to the public’s health (e.g., smallpox virus) is a profoundly 

subjective (scientifically speaking) performance that may be a manifestation of a certain 

ideology and certain effects of power and knowledge. The smallpox vaccination program 

described in Chapter 3 may be thought of as a high profile problematization of public 

health and safety. The program occurred at a point in time when American society, 

already rattled at the myriad hazards of life in twenty-first century was assaulted with a 

                                                 
33 Gostin, “Jacobson v. Massachusetts at 100 Years”  
34 The case Jew Ho v. Williamson, 103 F. 10 (1900) is provided and discussed in “Individual Rights and the 
Public’s Health: A History,” in Lawrence Gostin, ed., Public Health Law and Ethics: A Reader (Berkeley: 
University of California Press, 2002). 
35 Roger S. Magnusson, “Mapping the Scope and Opportunities for Public Health Law in Liberal 
Democracies,” Journal of Law, Medicine, & Ethics 35(2007): 571. 
36 See Rothstein, “Rethinking the Meaning of Public Health”; Gostin, “Jacobson v. Massachusetts at 100.” 
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new risk, one for which there was both real physical evidence (in the form of three 

spectacular terrorist attacks) and a growing body of hidden evidence. Was there really a 

threat of smallpox attack and who was in a position to detect and report it? What did they 

stand to gain from it? What was/is the role of scientific evidence in making policy 

decisions under conditions of uncertainty? What was/is the role of the subject in a world 

full of risk? Who can or should mediate between the subject and various risks? The 

vaccination program may be thought of as an early salvo of the new regime (hastened by 

the War on Terror) under which “the declaration of the state of exception has gradually 

been replaced by an unprecedented generalization of the paradigm of security in the 

normal technique of government”.37 In other words, the “temporary ‘crisis’ argument has 

been transformed into “lasting peacetime institutions” whereby war (against microbes) is 

the new peace, the pathologic is the new normal.38 Those who shape the new regime 

become the arbiters of what counts as evidence. The term “intelligence” became the 

signifier for the core issue in the smallpox vaccine controversy: who knew and what did 

they know. Dick Cheney’s ideological response to the minutest of theoretical threats may 

offer a glimpse at the mindset that created the smallpox vaccination program and the 

larger milieu around it that increasingly rationalizes and justifies the state of exception in 

public health—the war of the contemporary biopolitical regime on infectious disease 

threats and “all hazards.”39 Because “health-related activities that trigger the coercive 

power of government raise the most serious and complex legal and ethical issues; only 

activities falling within a narrow definition of public health can justify the use of this 

                                                 
37 Agamben, The State of Exception, 14. 
38 Agamben, The State of Exception, 9. 
39 “In December 2006, Congress passed and the President signed the Pandemic and All-Hazards 
Preparedness Act (PAHPA), Public Law No. 109-417,” www.hhs.gov/aspr/opsp/pahpa/index.html.  
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power”40 This could help explain the public health discipline’s own role in bringing about 

the state of exception in public health. Because the law permits public health a fairly 

circumscribed role in regard to legal authorities, the field’s militarization and its 

increasing entanglement with first responders and emergency management and the 

identification of threats to health as threats to national security have allowed public health 

a somewhat broader remit.  

Rationing  

Rationing, the allocation of scare medical resources, is another good example of 

the state of exception and it is at its core a process of differentiating and of excluding or 

making exceptions. Most pandemic influenza plans (federal and state) that consider a 

severe pandemic scenario, among other levels, refer to the high likelihood of inadequate 

of resources for patient care, ranging from capacity of hospitals to respond to excess 

demand to supplies of health care equipment and medication.  

In the 2005-2006 pandemic influenza planning documents of the Homeland 

Security Council and the Department of Health and Human Services, there are numerous 

references to the possibility of shortages of vaccines and antiviral drugs and the need to 

define priority groups. The HHS planning process included large meetings with members 

of various communities to learn what the public would consider acceptable in prioritizing 

different groups. The process was informed by and also generated multiple questions. If 

economic considerations were paramount, truck drivers, coal miners and other workers 

who produce or move necessary products would be in a top tier.41 If ethical 

                                                 
40 Rothstein, “Rethinking the Meaning of Public Health.” 
41 Michael Osterholm, Preparing for the Next Pandemic, New England Journal of Medicine 352(2005): 
1839-1842. For a more recent dialogue about essential occupations in a severe pandemic scenario, see 
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considerations mattered most, society’s most vulnerable including children and the 

elderly would be at the top of the hierarchy. Medical information about who would be 

most vulnerable to the pandemic strain of the influenza virus would also be considered. 

For example, the 1918 pandemic is known to have been more highly fatal to young adults 

than to children and the elderly—groups typically vulnerable to seasonal influenza. 

Individuals in specific age groups and with certain existing illnesses would also be more 

vulnerable to the pandemic strain of influenza and would require a higher ranking in the 

prioritization scheme. The HHS plan identified as a priority “preserving essential societal 

functions” in order to minimize the pandemic’s effect on society.42  Although the 

priority-setting dialogue with the public resulted in findings that children and pregnant 

women should be in the top tier, it is interesting to note that the HHS pandemic influenza 

plan allowed a major loophole or caveat to the application of the proposed prioritization 

scheme: the needs of military personnel would be considered first in the event that the 

military’s own resources were exhausted. 

Should the pandemic occur before the stockpile is received, DoD may 
require a portion of the national stockpile to treat or protect personnel in 
order to continue current combat operations and to preserve critical 
components of the military medical system. Should the military stockpile 
be exhausted and additional antiviral medication required to ensure 
national defense or continued support to civil authorities, use of antiviral 
drugs from the national stockpile may also be required.43 
 

Although the potential need for military assistance to supplement the human 

resources of civilian authorities is understandable, it is also troubling. So is the military’s 

                                                                                                                                                 
Council on Foreign Relations, “Session II of a Council on Foreign Relations Symposium on Pandemic 
Influenza: Science, Economics and Foreign Policy,” transcript, October 6, 2009, 
http://www.cfr.org/issue/28/public_health_threats.html. 
42 Department of Health and Human Services (HHS), HHS Pandemic Influenza Plan (Washington, DC: 
HHS), D10. 
43 HHS, Pandemic Influenza Plan, D14. 
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potential role in redirecting vital medical supplies to serve their own needs. This goes to 

the heart of immunity/community. There is an implicit call for self-sacrifice or at a 

minimum, deferring self-interest on the part of those who are not in one of the top tiers of 

the vaccination prioritization table. In October 2009, H1N1 vaccine supplies were limited 

and CDC recommended prioritization for children and young adults through 24 years of 

age and to certain medically vulnerable groups and those not in priority groups were 

urged not to request the vaccine.44 The military followed the civilian recommendations, 

providing vaccine only to at-risk groups, and awaiting availability of additional vaccine 

stocks. It is unclear whether the public would regard it with similar equanimity if in a 

more dire pandemic scenario scarce supplies of vaccine or antivirals were diverted to 

military personnel. Furthermore, the insufficiency of essential medical supplies such as 

vaccines and antiviral drugs may have especially dire consequences on society’s less 

advantaged members, including minority groups of lower socio-economic status. 

Minorities typically experience disparities in both the delivery of health care services 

(due to provider bias, stereotyping, and uncertainty in the health care field) and in health 

status (due to several factors, including social and economic).45. Here, the possibility of 

racism in society’s reaction to an severe epidemic seems unavoidable.46 One of the 

findings drawn from data collected during the 2009-2010 H1N1 pandemic is that 

American Indians and Alaska Natives with H1N1 influenza are four times as likely as 

their White peers to die from the disease, for reasons that are unclear.47 

                                                 
44 On the H1N1 vaccine shortage, see Christine S. Moyer, “H1N1 vaccine shortage leaves doctors 
managing crowds, anxieties,” American Medical News (American Medical Association), November 2, 
2009. 
45 Institute of Medicine, Unequal Treatment (Washington, DC: National Academies Press, 2005).   
46 Foucault, Society Must Be Defended.. 
47 Molly Hennessy-Fiske, “H1N1 death rates higher for some ethnic and racial groups in California 
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The scenario of scarcity in a deeply unequal society gives rise to concerns about 

the likelihood of a black market, overpricing, price-gauging on vaccines or antivirals, and 

most concerning, possible disparities in access correlated with a group’s place on the 

socioeconomic status ladder.  

In the sphere of hospital-based clinical ethics, this might mean the 
rescinding of normal policies and procedures designed to protect patient 
and family choice. For example, under New York law, when there is an 
objection to a do-not-resuscitate order, the dispute goes to the ethics 
committee for mediation and a statutorily mandated 72-hour hold. And if a 
family objects to a brain death determination on religious or moral 
grounds, then practitioners are obliged to make a “reasonable 
accommodation.” 
 
We need to ask if policies like these, which protect patients and families 
under normal circumstances, still make sense when catastrophe strikes. 
Although they would logically improve population-based outcomes, 
changing these policies would alter hard-won achievements prizing patient 
and family choice, if only on a temporary basis. Moreover, they would 
likely engender suspicion from groups that already feel disenfranchised 
because of pre-existing inequities of care that have been well documented 
nationally and locally.48 

Community/Immunity 

 According to Roberto Esposito, sovereignty, liberty, and property are the 

immunitary tools that serve to protect the individual from being erased, either literally or 

figuratively, in society. Sovereignty refers to the social contract, the arrangement that 

individuals make in a society to give up a small amount of their autonomy in order that 

they may preserve the rest of it, liberty, and property from infringement by others, in 

other words, maintain a level of sovereignty over their own affairs in relation to others. 

“[M]odern liberty consists essentially in the right of every single subject to be defended 

                                                                                                                                                 
Latinos, blacks and Native Americans in the state have been more likely to die from swine flu than whites, 
data show” Los Angeles Times, January 15, 2010, at http://articles.latimes.com/2010/jan/15/local/la-me-
h1n1-stats15-2010jan15. See also http://www.cdc.gov/h1n1flu/statelocal/keyfacts_deaths.htm. 
48 Joseph J. Fins, “When Endemic Disparities Catch the Pandemic Flu: Echoes of Kubler-Ross and Rawls,” 
Hastings Center Bioethics Forum, April 30, 2009. 



 272

from those that undermine autonomy and even before that, against life itself. In the most 

general terms, modern liberty is that which insures the individual against the interference 

of others through the voluntary subordination to a more powerful order that guarantees 

it.” 49 

There is a level of interdependence and a mutual repulsion between the individual 

and society. Esposito refers to the “munus” or the gift that is both etymologically and 

literally the common root of both communitas and immunitas. Individuals give up 

something to be members of society, but the gift can never be taken for granted and it is 

always temporary though constantly renewed. If individuals are permanently and 

completely stripped of what preserves their individuality among others, society itself will 

unravel. The immunity in question in my examination of the influenza pandemic (then 

and now) is multi-layered. Firstly, there is the immunity of society against forces that 

would destroy it. Secondly, there is the immunity of an individual against infringement 

on her own sovereignty over her affairs, on her liberty, and on her property including 

presumably her body and her health. Thirdly, there is the medical definition of immunity, 

and this resides within individual human organism and operates against invading 

pathogens of all types. Esposito’s immunity/community concept is useful to discussing 

the relationships between and among the different types of immunity. A commentator on 

Esposito’s work refers to immunity as “insuring life from uncertainty” and finds that this 

has “forced politics to concentrate on limiting and isolating, as well as nullifying the 

opening to co-munus as the condition and the originary resource of human life.”50  

                                                 
49 Roberto Esposito, “The Immunization Paradigm,” Diacritics 36(2006): 23–48. 
50 Rossella Bonito-Oliva, “From the Immune Community to the Communitarian Immunity: On the Recent 
Reflections of Roberto Esposito,” Diacritics 36(2006): 78. 
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As discussed at length in Chapter 1, infectious diseases are managed differently 

by public health and medical experts depending on their mode of spread. Also, some 

diseases naturally pose a greater threat to individual autonomy depending on the 

interventions that they may require to control. For example, cholera spreads via 

contaminated water, and social control of the disease—ensuring clean water and adequate 

sanitation—is relatively simple and unlikely to require measure that violate an 

individual’s personal space. Syphilis on the other hand, is spread sexually, and 

controlling it requires the most intimate kind of clinical gaze and societal interventions on 

individuals, first to detect the disease, and then to treat it and urge individuals to modify 

their sexual behavior to prevent spreading disease to others .51  

Infectious diseases that spread easily among people by the respiratory route, 

including measles, meningitis, and influenza, have the potential to require the most 

extensive invasion of personal social immunity (personal space, liberty). Thanks to the 

science of microbiology, we now know that quarantines are useless for diseases such as 

cholera because they are spread via the water supply, or plague, which is spread by 

rodents. Quarantine and similar interventions to limit the mobility of individuals are 

potentially useful for the control of dangerous respiratory infections.  

Society itself, or the community, has an interest in asserting its own sovereignty 

to protect itself from outside forces. In a public health emergency, the relationship 

                                                 
51 The state may violate individual liberty in two ways: forcing treatment (examples abound), or denying 
available treatment. As it is well known, the American government’s Tuskegee study studied the 
progression of syphilis in untreated African American men who were left to suffer the horrifying secondary 
and tertiary stages of the disease despite the availability of effective treatment (the drug Salvarsan).  The 
most extreme examples of syphilis control may be found in compulsory and even coerced medical 
examination of sex workers which was fairly widespread under colonial rule (see for example Phillipa 
Levine, “Modernity, Medicine, and Colonialism: The Contagious Diseases Ordinances in Hong Kong and 
the Straits Settlements,” Positions 6[1998]: 3) It remains common in some areas (although it is often 
constructed as a state regulation—medical examination is required if a sex worker wishes to maintain her 
permit to continue operating in the business).    
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between the subject and the sovereign (e.g., society, the state) that guarantees the 

subject’s immunity from the threat of the collective (war of all against all) may change 

because society itself is under threat and its own boundaries, its own immunity against 

ceasing to exist is being assaulted. Hannah Arendt writes  

The rise of the political and social sciences in the nineteenth and twentieth 
centuries has even widened the breach between freedom and politics: for 
government, which since the beginning of the modern age had been 
identified with the total domain of the political, was now considered to be 
the appointed protector not so much of freedom as of the life process, the 
interests of society and its individuals. Security remained the decisive 
criterion, but not the individual’s security against “violent death,” as in 
Hobbes (where the condition of all liberty is freedom from fear), but a 
security which should permit an undisturbed development of the life 
process of society as a whole.52  
 

The idea of the “life process of society as a whole” clearly refers to a privileging of 

society over individuals. The individual may cease to matter in the face of a crisis that 

threatens the life of society and even, perhaps, the human species. An epidemic of a 

potentially fatal disease raises a host of uncertainties, but for a society, the question of its 

survival in the face of a profound disruption is inevitable, and it is perhaps, the ultimate 

uncertainty.  

 Much medical and public health decision making is related to how uncertainty is 

problematized. What is the threat? What are the risks and benefits of choosing a 

particular option to prepare for or to manage and/or resolve the threat? Is there scientific 

evidence and which way does it point? Have all facts been communicated by those who 

possess them? Is there a way to protect or immunize one’s self against uncertainty, a way 

to mitigate a threat and the potentially negative consequences of a particular decision 

                                                 
52 Hannah Arendt, Between past and future: eight exercises in political thought (New York: Penguin  
Books, 1993), 150. 
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made to address the threat? It is not coincidental that Metropolitan Life Insurance 

Company was one of the important government collaborators in the wake of the 1918 

influenza pandemic, as discussed in Chapter 3. The actuarial techniques of insurance 

companies are immunitary mechanisms, designed to insure against/provide contingencies 

for reacting to a potential threat. 

Table 5.1  Immunity against uncertainty 

Level of immunity Uncertainty—what we 
don’t know 

(in general and in a 
pandemic) 

The immunitary 
mechanisms that 
exists in general 

The immunitary 
mechanisms 

constructed in a 
pandemic 

Immunity of society 
against its destruction 
(either by a majority of 
individuals who utterly 
refuse the co-munus53 or 
some great outside 
force, including epidemic 
disease) 

Will society survive? Good governance  Good public health 
governance, including 
the existence of 
appropriate laws and 
adequate public health 
infrastructure 

Immunity of individuals 
against other individuals 
and society itself  

 

Will individual rights and 
liberties survive, i.e., be 
preserved and/or fully 
restored? 

 

Sovereignty 

Liberty  

Property54  

Vaccines 

Antiviral drugs 

Social distancing 
methods, e.g., 
quarantine and isolation 

Immunity within 
individuals  

 

Will the individual 
organism survive? 

n/a or same as above The immune system’s 
ability to ward off or 
survive invasion without 
killing the host (the 
immune system’s owner) 

Another example of society’s immunitary mechanisms in action may be found in 

liability protection arrangements for public health emergencies such as epidemics. In the 

early 1980s, after several highly publicized vaccine safety scandals, vaccine 

manufacturers complained that tort cases brought against them by victims of vaccine 

                                                 
53 One obvious example is terrorists, and especially homegrown terrorists like Timothy McVeigh. 
54 According to Esposito and as discussed in Chapter 2, there are three components that comprise individual 
immunity from the community: sovereignty (either in the form of the law which reinforces the boundaries 
between self and other, or in the form of the “artificial vacuum created around every individual”—
Campbell, “Interview: Roberto Esposito”), property, and liberty. 



 276

adverse reactions were forcing them out of the vaccine business.55 This was supported by 

a considerable contraction in the market, with an increasingly smaller number of 

manufacturers. Government health officials and legislators feared long lasting damage to 

the U.S. vaccine market leaving millions of American children unvaccinated against 

diseases that could permanently damage their health and even kill them, and pushed 

through the enactment of the 1986 National Childhood Vaccine Injury Act, which was 

primarily intended to establish a compensation mechanism that would largely obviate the 

liability to manufactures.56 The first such compensation program, however, was 

established in 1976 not to address manufacturer liability for routine childhood 

immunization, but for a vast national immunization campaign against what was thought 

to be the impending threat of pandemic swine influenza. This precedent has been 

followed more recently by the PREP Act that indemnifies manufacturers of so called 

“countermeasures” against threats of bioterrorism and other public health emergencies. 

Compensation programs, and especially ones established to protect against liability in a 

public health emergency, function as immunitary mechanisms. This is preemptive 

protection t preclude legal action and to reassure both industry and health care providers 

mobilized to administer the necessary drugs or vaccine, and to calm nervous members of 

the general public thus avoiding paralysis and the failure to protect the vulnerable.  
                                                 
55 Two of the higher profile vaccine safety scandals of the twentieth century include the 1955 Cutter 
incident in which batches of only incompletely attenuated live oral polio vaccine caused 200 cases of 
vaccine-associated paralytic polio (normally extremely rare, approximately one case per 2.4 million 
vaccine doses administered) and 10 deaths, and neurologic and other serious side effects alleged to be 
linked to whole cell diphthteria and pertussis components of DTP (the combination vaccine against 
diphtheria, tetanus, and pertussis) in the 1970s and 1980s. For an extensive history of the polio vaccine 
scandal from the perspective of a pediatrician and vaccine researcher, see Paul A. Offit, The Cutter 
Incident: How America's First Polio Vaccine Led to the Growing Vaccine Crisis (New Haven, CT: Yale 
University Press, 2005). For an overview of the history of the whole-cell pertussis vaccine controversy, see 
Christopher P. Howson and Harvey V. Fineberg, “The Ricochet of Magic Bullets: Summary of the Institute 
of Medicine Report, Adverse Effects of Pertussis and Rubella Vaccines,” Pediatrics 89(1992): 318.   
56 See Public Law 99-660, and a synopsis in Wendy Mariner. “National Childhood Vaccine Injury 
Compensation Program,” Health Affairs 11(1992): 255.  
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The notion of immunity/immunization as a hedge against uncertainty57 (e.g., one 

might or might not die, might or might not become ill) appears to operate at all levels: the 

individual’s own body, the individual in society among other individuals, and society 

with regard to its own survival. The biopolitical machinery of the twenty-first century 

may be thought of as a series of concentric circles of immunitary reactions or nested 

immune systems. First, the individual human immune system protects against microbial 

infection and the individual also employs intellectual, cognitive, and behavioral strategies 

to protect the self from infection (e.g., handwashing, avoiding crowds, life insurance). 

Workplaces, schools, hospitals, and other institutions in society create and deploy 

policies, and take other steps to protect employees, students, patients, etc. from infection 

and in some cases to protect themselves from liability (legal immunity or a “hold 

harmless” mechanism). 

The immunity as insurance metaphor was clearly evident during the 1918 

pandemic’s unfolding in the United States (discussed in Chapter 3). The Metropolitan 

Life Insurance Company played an important role in elucidating the mortality due to the 

pandemic and in some ways acted as an extension of or complemented the governmental 

data collection apparatus and also served as a secondary immunologic mechanism – 

insuring lives in general, but in the event of a pandemic, insuring lives that could be 

ended by the disease. The link between the actuarial and government vital statistics 

techniques in progress during and in the wake of the pandemic is very apparent in the 

correspondence between the Office of the U.S. Surgeon General, the assistant head 

statistician of the insurance company, and key figures in the public health community. 

Under the auspices of the American Public Health Association, statisticians and 
                                                 
57 See Bonito-Oliva, “From the Immune Community to the Communitarian Immunity.” 
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epidemiologists convened in December 1918 and began planning an integrated effort to 

measure deaths in all states and all major cities of the U.S. This undertaking illustrates 

the blossoming capabilities of the early twentieth-century biopolitical apparatus, and the 

contributions of other sectors to the state’s increasing capacity for measuring the impact 

of pandemic influenza disease in different areas of the country, in various age, ethnic, and 

socio-economic groups. Contemporary public health planners have looked at lessons 

learned by their predecessors who experienced the 1918 pandemic, including a report 

prepared by one of the precursors to today’s World Health Organization—the Paris-based 

Office Internationale d’Hygiène Publique.58 The report, intended to help plan for the next 

pandemic, focused considerable attention on strategies to mitigate spread of the disease in 

the community—a main concern of the 2005 HHS Pandemic Influenza Plan.  

 Below, I examine three immunologic or immunitary (to use Esposito’s term) 

mechanisms that represent reactions to the existential threat posed by an epidemics in 

general, and by pandemic influenza in particular. The broad categories may be viewed as 

nested or concentric circles of immunity: measures of social control to prevent disease 

spread (e.g., quarantine) in the community; interpersonal strategies to protect the self 

from contamination (e.g., scapegoating); and the innermost kind of immunity within the 

human body and human cells (e.g., immune overreaction or “autoimmunity”).  

Quarantine (and other so-called nonpharmaceutical interventions, such as school 

closure) operates at the population level as a sort of societal immunization against the 

spread of influenza. The other is the innate immunity functioning within individuals, 

attempting to prevent invasion by influenza viruses, sometimes with the boost afforded 

                                                 
58 David M. Morens, Jeffery K. Taubenberger, Gregory K. Folkers, and Anthony S. Fauci, “An Historical 
Antecedent of Modern Guidelines for Community Pandemic Influenza Mitigation,” Public Health Reports 
124(2009): 22–25. 
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by vaccines when vaccines are available. Quarantine may be imposed as a technique of 

the state of exception during a serious epidemic that threatens to seriously disrupt society 

and the economy. Both the state and the human immune system can overreact—what 

Esposito terms autoimmunity—through excessive and unnecessary social control 

measures such as compulsory quarantine enforced by military (e.g., National Guard) 

personnel and through immune malfunction by which the immune system reacts to a 

pathogen by killing the host (the “owner” of the immune system).  

If politics is “the possibility, or the instrument, to keep life alive [la possibilità, o 
lo strumento, per trattenere in vita la vita]” [Esposito 42], then Immunity 
functions to segregate life from that which threatens its perpetuation and its 
potency. The paroxysmal paradox of this dispositif is that, in trying to preserve 
life, immunity may eliminate life itself. In order to protect “the People,” biopower 
can erase large sectors of the population; in order to increase health, it can destroy 
the body.59  

 

Quarantine 
 

The Department of Health and Human Services (HHS) describes quarantine in its 

pandemic influenza plan as “collective action for the common good that is predicated on 

aiding individuals who are already infected or exposed and protecting others from 

inadvertent exposure.”60 As noted in Chapter 1, quarantine is an ancient technique of 

disease control with a name that is derived from the forty days that ships’ crew and 

passengers would be required to wait before disembarking, so as to demonstrate that they 

posed no risk of spreading disease. Quarantines were used by Venice in the wake of the 

Black Plague. The terms quarantine and isolation are often used interchangeably, but 

unlike isolation of those infected, quarantine is a “mechanism to restrict the movement of 

                                                 
59 Gabriel Giorgi and Karen Pinkus, “Zones of Exception Biopolitical Territories in the Neoliberal Era,” 
Diacritics 36(2006): 99. 
60 HHS, Pandemic Influenza Plan.. 
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individuals for whom exposure, and not infection, is suspected or established”.61 In the 

United States, both the states and the federal government have the authority to impose 

quarantine, states within their borders and the federal government over interstate and 

international borders.62  

The power to quarantine draws on two different sources of authority: Title 42 of 

the United States Code and the Stafford Act.  Title 42 gives the Secretary of Health 

Human Services the power to impose quarantine to restrict spread of a communicable 

disease. Individuals may be apprehended, detained, and conditionally released if they are 

believed to have been exposed to a disease on the list of quarantinable diseases that is set 

forth through Executive Orders of the President.63 It is important to note that 42 U.S.C. 

                                                 
61 Jason W. Sapsin, Public Health Legal Preparedness Briefing Memorandum # 41: Overview of Federal 
and State Quarantine Authority (Baltimore: Center for Law and the Public’s Health and Georgetown and 
Johns Hopkins Universities, 2002). 
62 As discussed in Chapter 1, federalism is often viewed as an obstacle or a complicating factor in the 
achievement of public health objectives. Division of authorities between states and the federal government 
encourages fragmented decision making at the state and federal levels, and heterogeneity among states. See 
Turnock and Atchison, “Governmental Public Health in the United States.” 
63 The list of quarantinable communicable diseases was revised by President Bush’s 2003 Executive Order 
13295: 

By the authority vested in me as President by the Constitution and the laws of 
the United States of America, including section 361(b) of the Public Health 
Service Act (42 U.S.C. 264(b)), it is hereby ordered as follows:  
Section 1. Based upon the recommendation of the Secretary of Health and 
Human Services (the "Secretary"), in consultation with the Surgeon General, 
and for the purpose of specifying certain communicable diseases for regulations 
providing for the apprehension, detention, or conditional release of individuals 
to prevent the introduction, transmission, or spread of suspected communicable 
diseases, the following communicable diseases are hereby specified pursuant to 
section 361(b) of the Public Health Service Act:  
(a) Cholera; Diphtheria; infectious Tuberculosis; Plague; Smallpox; Yellow 
Fever; and Viral Hemorrhagic Fevers (Lassa, Marburg, Ebola, Crimean-Congo, 
South American, and others not yet isolated or named).  
(b) Severe Acute Respiratory Syndrome (SARS), which is a disease associated 
with fever and signs and symptoms of pneumonia or other respiratory illness, is 
transmitted from person to person predominantly by the aerosolized or droplet 
route, and, if spread in the population, would have severe public health 
consequences.  

In April 2005, in the wake of first detection of cases of H5N1 avian influenza, the President’s Executive 
Order 13375 added the following to the 2003 list of quarantinable diseases: ‘‘(c) Influenza caused by novel 
or reemergent influenza viruses that are causing, or have the potential to cause, a pandemic.’’. 
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§266 (2002) grants a less restricted authority to the Secretary during times of war, that 

includes “the power to authorize the apprehension, examination and detention of 

individuals reasonably believed to be infected with communicable disease in a qualifying 

stage” and “for those presenting a potential risk of infection to the armed forces or its 

suppliers, the power to continue detention as long as reasonably necessary.”64  

There is a tension at the core of the public health rationale for quarantine. On the 

one hand, quarantine is considered a potentially useful tool for prevention or limiting 

threats to the health of the population. On the other hand, it is a strategy that may be seen 

as barbaric or amodern. It is interesting to note several examples of government 

hesitation in addressing the issue of quarantine and references to “modern” quarantine.65 

Controversies about the use and exact nature of quarantine are not a new phenomenon. 

An article in an 1885 issue of the journal Science summarizing that year’s International 

Sanitary Conference in Rome described controversies over traditional quarantine, and 

described as the goal of an enlightened modern approach to quarantine the balancing of 

the “greatest possible security with the least possible interference with commerce, and 

injustice to individuals.”66 It described “old-fashioned quarantine” as “untrustworthy and 

                                                                                                                                                 
Title 42 United States Code Section 264 (Section 361 of the Public Health 
Service [PHS] Act) gives the Secretary of Health and Human Services (HHS) 
responsibility for preventing the introduction, transmission, and spread of 
communicable diseases from foreign countries into the United States and within 
the United States and its territories/possessions. This statute is implemented 
through regulations found at 42 CFR Parts 70 and 71. Under its delegated 
authority, the Centers for Disease Control and Prevention (CDC) is empowered 
to detain, medically examine, or conditionally release individuals reasonably 
believed to be carrying a communicable disease. (CDC web site 
http://www.cdc.gov/ncidod/dq/qa_influenza_amendment_to_eo_13295.htm) 

64 Jason Sapsin, “Public Health Legal Preparedness Briefing Memorandum # 4.” 
65 Martin Cetron and Julius Landwirth, “Public health and ethical considerations in planning for 
quarantine,” Yale Journal of Biology and Medicine 78(2005): 329. 
66 George Sternberg, “Sanitary Conference at Rome,” Science, 6(1885): 101. Sternberg mentions several 
other international sanitary conferences, namely, Constantinople in 1866, Vienna 1874, and Washington in 
1881. These were apparently held by national governments and Sternberg reports the American conference 
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barbarous” and divided representatives of nations attending the conference into two 

camps: the “old quarantine party” included Turkey, Spain, Brazil, Greece, Romania, and 

“one or two other second or third rate powers,” while the more “enlightened” European 

nations included the United States, France, Germany, Austria, and Italy. The latter 

advocated a more flexible system” which would include isolation of the sick and 3-5 days 

of detention for observation of those well but known to have been exposed to infection.  

Contemporary discussions about the utility and appropriateness of quarantine 

reflect similar concerns with appearing “modern” or aiming to implement more 

sophisticated interventions that do not rely on anything resembling brute force. During 

the SARS outbreak of 2003, China employed a harsh quarantine that constrained the 

movement of tens of thousands, while Canada, and specifically the municipality of 

Toronto employed a targeted voluntary “work-home quarantine” for health care workers 

who cared for SARS patients.67 

The key question about quarantine is whether it should be mandatory or 

voluntary. The historical evidence overwhelmingly demonstrates that compulsory 

quarantine enforced through police or military is rarely effective and can backfire, 

creating enormous animosity against the state. From a purely scientific or technical point 

of view, quarantines fail because they are impossible to apply when they would be most 

effective and they are also impossible to enforce completely. In the case of respiratory 

diseases such as influenza, spread can occur undetected and quarantine is likely to be too 

little too late. Quarantine is also strongly linked with public views about the state. If 

                                                                                                                                                 
was motivated in part by infectious disease outbreaks such as the cholera epidemic, the yellow fever in the 
Mississippi valley and in Memphis. The overarching goal of the conferences was “to establish by treaty an 
international and uniform code of sanitary regulations,” 101. 
67 Martin Cetron and Pattie Simone, “Battling 21st-Century Scourges with a 14th-Century Toolbox,” 
Emerging Infectious Diseases 10(2004): 2053. 
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people believe that the state is not credible, not a good faith actor, and not motivated 

purely by the public wellbeing, they will oppose quarantine. This is why contemporary 

research on quarantine by researchers in fields as diverse as risk communication, law, 

ethics, and epidemiology have concluded that the use of quarantine in an epidemic would 

ideally take place in the context of transparent communication by authorities and 

community-based efforts to apply voluntary quarantine and other measure while avoiding 

as much as possible reliance on police powers.68    

Several major federal planning documents have referred quite explicitly to the use 

of quarantine and related strategies to control disease spread. In December 2003, the 

Centers for Disease Control and Prevention issued a preparedness plan for responding to 

a potential return of SARS. Although recognizing the need to respect civil liberties, plans 

outlined activities that could be undertaken to manage individuals who could not or 

would not comply with voluntary quarantine, including use of electronic monitoring 

devices, placing a guard outside the home(s) of such persons, and using guarded 

facilities.69 State and federal plans for managing public health emergencies routinely refer 

to the need to balance ensuring public safety while recognizing the need for procedural 

due process (e.g., giving adequate notice and providing access to legal counsel) for 

individuals whose liberties are being restricted. The SARS planning documents, however, 

                                                 
68 Robert Blendon and John M. Benson, “Antidote to Fear,” Compass 2(2004): 12.  
69 Centers for Disease Control and Prevention (CDC), Public Health Guidance for Community-Level 
Preparedness and Response to Severe Acute Respiratory Syndrome (SARS) Version 2, Supplement D: 
Community Containment Measures, Including Non-Hospital Isolation and Quarantine, January 8, 2004. 
For a partial description of Version 1, which is no longer available on the CDC website, see David Tuller, 
“If SARS Hits U.S., Quarantine Could Too,” New York Times, December 9, 2003.  
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stated that “[t]hese due process protections should not impede the immediate isolation or 

quarantine of an individual for valid public health reasons in an emergency situation.”70  

 The government’s 2005 pandemic influenza plan used very similar language to 

refer to conditions under which quarantine could be used, adding that “[s]tatute 42 U.S.C. 

§ 97, which provides that the Secretary of Health and Human Services may request that 

Customs, Coast Guard, and military officers aid in the execution of quarantines imposed 

by states.”71 The plan also called for ensuring “that legal counsel has reviewed the 

feasibility of using electronic methods to monitor suspected non-compliant individuals in 

home isolation and/or quarantine.72 

An additional example is George W. Bush’s announcement in 2005 that preparing 

for an influenza pandemic could involve using “a military that's able to plan and move” 

presaging, according to the New York Times, “a concerted push to change laws that limit 

military activities in domestic affairs.”73 Although the futility of such an action in our 

highly mobile age seems obvious (e.g., individuals infected with a pertinent virus may 

move in and out of an area unaware and undetected), there is a slightly menacing quality 

to such an announcement reminiscent of the military Humvees deployed around 

Washington, D.C. in the days after September 11.  

A study of public attitudes toward quarantine in the U.S., Taiwan, Hong Kong, 

and Singapore found that people in all countries shared an aversion to compulsory 

                                                 
70 CDC, Public Health Guidance for Community-Level Preparedness and Response to Severe Acute 
Respiratory Syndrome (SARS) Version 2, Supplement A: Command and Control.  
71 Department of Health and Human Services, HHS Pandemic Influenza Plan, November 2005, E31. 
72 HHS, Pandemic Influenza Plan, I14 
73 Brian Knowlton, “Bush Weighs Strategies to Counter Possible Outbreak of Bird Flu,” New York Times, 
October 4, 2005. 
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quarantine.74 Although majorities in all four countries favored quarantine of people 

known to have been exposed to infection, support for quarantine dropped, most notably 

in the United States, when respondents were asked whether they would support use of 

arrest for those who did not comply with quarantine. 

Recent historical scholarship on the use of quarantine during the 1918 pandemic 

in the United States has shown that the only circumstances under which quarantine was 

effective were those that characterized unique closed communities, including island-

based military installations and institutions (e.g., a prison, a school for the blind) that 

normally permitted only limited and highly structured interaction with the outside world 

and thus were able to completely restrict such interaction during the influenza epidemic.75  

Another body of research includes contemporary epidemiologic and historical studies of 

the epidemic “waves” (deaths over time) in American cities and those cities use of 

various non-pharmaceutical interventions to attempt to stop or slow down the spread of 

influenza. Use of quarantine was one of the interventions studied and the evidence is at 

best mixed.76  

 School closure is another non-pharmaceutical intervention that has been discussed 

for some time as part of preparations for an influenza pandemic. CDC prepared a major 

report with proposed strategies for community mitigation through the use of non-

                                                 
74 Robert J. Blendon, Catherine M. DesRoches, Martin S. Cetron, John M. Benson, Theodore Meinhardt 
and William Pollard, “Attitudes Toward the Use of Quarantine in A Public Health Emergency In Four 
Countries,” Health Affairs 25(2006): W15.  
75 Howard Markel, Alexandra M. Stern, J. Alexander Navarro, Joseph R. Michalsen, A Historical 
Assessment of Nonpharmaceutical Disease Containment Strategies Employed by Selected U.S. 
Communities During the Second Wave of the 1918-1920 Influenza Pandemic (Fort Belvoir, VA: Defense 
Threat Reduction Agency, 2006). 
76 See modeling studies by Richard J. Hatchett, Carter E. Mecher, and Marc Lipsitch, “Public health 
interventions and epidemic intensity during the 1918 influenza pandemic,” Proceedings of the National 
Academy of Sciences 104(2007): 7582; and Martin C.J. Bootsma and Neil M. Ferguson, “The effect of 
public health measures on the 1918 influenza pandemic in U.S. cities,” Proceedings of the National 
Academy of Sciences, 104(2007): 7588. 
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pharmaceutical interventions.77 School closure during a disease outbreak is very 

controversial because the evidence is insufficient to demonstrate its effectiveness, and 

also because dismissing students is linked with many other aspects of life, including 

parental employment, economic loss, and disparities between kids with lower and higher 

socioeconomic status.78 The debate over school closure was a recurring theme in the 

correspondence archive of the U.S. Public Health Service, and the Public Health Reports 

of 1919 and 1920 (predecessor of the contemporary Morbidity and Mortality Weekly 

Report published by CDC) reported the outcomes of two court cases involving school 

closure. In one case, the Oregon Supreme Court ruled that the state board of health did 

not have authority to close schools and that the authority rested with the school board.  In 

a different case, the Arizona Supreme Court ruled that local boards of health had the 

authority to close schools and movie theaters. The ruling, more than 90 years ago, echoes 

Agamben’s historical analyses of the state of exception, and the standard of necessity 

established by the Jacobson court 13 years earlier: 

The adoption by the city local board of health of section 11, the order 
closing the public schools during the rage of the said epidemic of Spanish 
influenza, for the purpose of preventing, the spread of such epidemic, was 
a valid measure, adopted within the power of the local city board under the 
authority of subdivision 3 of paragraph 4370 and on the approval of the 
State superintendent of public health. Necessity is the law of time and 
place, and the emergency calls into life the necessity for the operation of 

                                                 
77 CDC, “Interim Pre-pandemic Planning Guidance: Community Strategy for Pandemic Influenza 
Mitigation in the United States—Early, Targeted, Layered Use of Nonpharmaceutical Interventions,” 2007, 
http://www.flu.gov/professional/community/commitigation.html. 
78 See Howard Lempel, Ross A. Hammond, Joshua M. Epstein, “Economic Cost and Health Care 
Workforce Effects of School Closures in the U.S.,” Center on Social and Economic Dynamics Working 
Paper No.55, Brookings Institution, September 30, 2009; David M. Morens, Jeffery K. Taubenberger, 
Gregory K. Folkers, and Anthony S. Fauci, “An Historical Antecedent of Modern Guidelines for 
Community Pandemic Influenza Mitigation,” Public Health Reports 124(2009): 22. 
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the law. The emergency calls forth the occasion to exercise the power to 
protect the public health.79  
 

 The rationale for keeping children home during a pandemic is to prevent spread of 

disease among children and if possible, to limit spread in the community. The arguments 

against include economic and other considerations, including public health concerns. For 

example, school nurses and other school personnel can conduct surveillance for 

symptoms of influenza-like illness and can act quickly to remove an apparently infected 

child and refer her to health care. Closing schools does not necessarily keep children 

apart; in urban and suburban areas children may congregate in a variety of public places. 

Analyses of the implications of school closure have shown varied unintended 

consequences of school closure including no school meals for children who come from 

very poor families and do not receive sufficient food at home, impacts on the health care 

system in communities where many mothers work in the health care setting and they may 

be more likely to remain home to care for the child(ren) not in school, and impacts on the 

economy as a whole if significant numbers of parents use leave time simultaneously.80 

 On May 5, 2009, approximately 2 weeks after the first cases of novel influenza 

A(H1N1) surfaced Mexico and California in late April 2009, 2009, more than 700 

schools were closed for health reasons. Representatives of the Departments of Education 

and Health and Human Services began meeting at the White House to discuss guidance 

that should be given to states regarding school closures. The United States has 15,000 

                                                 
79 Anonymous, “Closing of Schools and Theaters during Influenza Epidemic: Arizona Supreme Court 
Decides That Local Boards of Health Can Order Such Closing,” Public Health Reports 34(1919): 1376, 
(underlining mine). 
80 Simon Cauchemez, Neil M. Ferguson, Claude Wachtel, Anders Tegnell, Guillaume Saour, Ben Duncan, 
Angus Nicoll, “Closure of schools during an influenza pandemic,” Lancet Infectious Diseases 9(2009): 
473–481; Marija Zivkovic Gojovic, Beate Sander, David Fisman, Murray D. Krahn, Chris T. Bauch, 
“Modelling mitigation strategies for pandemic (H1N1) 2009,” Canadian Medical Association Journal 
181(2009): 673-680. 
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school districts and approximately 100,000 schools. Children are known as extremely 

effective spreaders of infectious (and especially respiratory) disease, and schools are 

densely populated with children who sit elbow to elbow in classrooms and cafeterias. 

Consequently, questions and concerns about how to manage the role of the school as a 

potential locus of infection arose immediately and preoccupied lawmakers and officials 

alike.81 

The original guidance from CDC recommended school closure “as an option to 

lessen the risk of infection with this novel influenza virus in order to protect students, 

staff, parents and other caregivers from a potentially severe disease,” but that guidance 

was revised within a few days to reflect evolving knowledge about the virus (including 

the less pronounced severity in U.S. compared to Mexican cases). The revised guidance 

focused on school-based early identification of cases and “good cough and hand 

etiquette” and it also stated that local authorities would make decisions appropriate to 

local circumstances, including public concern.82 

 

Scapegoating 

 The history of blaming society’s “Other” for social calamities such as disease 

outbreaks is as old as human society. Foreigners, immigrants, and other marginalized 

groups frequently have been blamed during disease outbreaks and on the collective body 

                                                 
81 Liz Robbins, “More City Schools Closed by Flu,” New York Times, May 20, 2009; Julie Bosman, “Flu 
Closings Failing to Keep Schoolchildren at Home,” New York Times, May 20, 2009; Gostin, “Influenza 
A(H1N1) and Pandemic Preparedness Under the Rule of International Law.” 
82 See CDC, “Technical Report for State and Local Public Health Officials and School Administrators on 
CDC Guidance for School (K-12) Responses to Influenza during the 2009-2010 School Year,” February 
22, 2010, http://www.flu.gov/professional/school/k12techreport.html; U.S. Department of Education, 
“H1N1 Flu & U.S. Schools: Answers to Frequently Asked Questions,” May 5, 2009, archived information, 
http://www2.ed.gov/admins/lead/safety/emergencyplan/pandemic/guidance/flu-faqs.pdf; Alice Park, “CDC 
Says H1N1 Outbreak Shouldn't Close Schools,” Time, August 7, 2009. 
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of the Other have been inscribed pollution, contamination, and even death.83 The bubonic 

plague epidemics in medieval Europe, the smallpox outbreaks in nineteenth-century New 

York, and the SARS outbreak of 2003 all had their scapegoats. Some commentators have 

stated that the 1918 “Spanish” influenza pandemic did not occasion the same level of 

victim-blaming and scapegoating that has been seen with other epidemics due to its rapid 

spread and the fact that it affected people across the socio-economic spectrum. However, 

observing the cases of scapegoating occasioned by the 2009 influenza pandemic I cannot 

help but wonder what has changed. Perhaps the historical record of the 1918 pandemic 

simply did not capture what scapegoating occurred, but the general consensus is that the 

disease affected all groups and therefore not one particular group could be blamed.84 Or 

else, perhaps the contemporary information environment simply allows more rapid 

dissemination of negative views and the epidemic-like spread of speculation and rumor. 

The response at airports and other ports of entry in various countries was certainly shaped 

by H1N1’s apparent provenance. Travelers “marked” Mexican were refused entry or 

quarantined. There were other negative reactions: China detained Mexican travelers, 

Colombia and Chile banned Mexican soccer players, American television commentators 

made racist comments and neatly juxtaposed or conflated the new influenza outbreak 

with illegal immigration and criminal behavior.85  

 

                                                 
83 Alan M Kraut, Silent Travelers: Germs, Genes, and the “Immigrant Menace,” (New York: Basic Books, 
1994); Howard Markel, When Germs Travel: Six Major Epidemics That Have Invaded America and the 
Fears They Have Unleashed (New York: Vintage Books/Random House, 2005). 
84 See for example Alan Kraut, “Immigration, Ethnicity, and the Pandemic,” Public Health Reports 
125(2010, Suppl. 3): 123. 
 
85 One notorious example is Lou Dobbs’ suggestion that the new influenza be called the “Mexican flu.” 
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The Immune System and Cytokine Storms 

Viruses do not respect individual sovereignty or autonomy and they trespass first 

the interpersonal space between individuals, the physical (and psychological) vacuum 

constructed especially in contemporary Western societies to immunize people from one 

another.86 When a virus enters a healthy cell and sets up its minuscule apparatus for 

reproducing its genetic code, an even more intimate space is breached—the most basic 

layer of immunity (i.e., cell-mediated or humoral immunity in every human being). 

One of the mysteries of the 1918 influenza pandemic is the disproportionate rate 

of fatalities among young adults including approximately four out of every 10 American 

troops deployed during World War I.87 The hypothesis, supported and confirmed by 

laboratory experiments infecting rodents and primates with the 1918 pandemic strain of 

influenza virus (reconstructed in part based on lung tissue of influenza victims buried in 

the arctic permafrost), is that an immune system overreaction may have been responsible 

for the deaths of such a large proportion of healthy young adults. In other words, they 

died not because their immune system was unable to protect them from the invading 

virus, but rather, because their immune system mounted such a robust response that it 

overwhelmed their lungs and bodies. This phenomenon is known as cytokine storm, 

referring to proteins that produced by certain types of immune system cells and that play 

regulatory roles in the immune system. The cytokine storm or “uncontrolled exuberant 

immune response” is an example of what Esposito calls autoimmunity, and could also be 

                                                 
86 See Esposito, “The Immunization Paradigm.” 
87 John C. Kash, Christopher F. Basler, Adolfo García-Sastre, Victoria Carter, Rosalind Billharz, David E. 
Swayne, Ronald M. Przygodzki, Jeffery K. Taubenberger, Michael G. Katze, and Terrence M. Tumpey, 
“Global Host Immune Response: Pathogenesis and Transcriptional Profiling of Type A Influenza Viruses 
Expressing the Hemagglutinin and Neuraminidase Genes from the 1918 Pandemic Virus,” Journal of 
Virology 78(2004): 9499.  
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viewed as a biologic or rather, immunologic, metaphor for what could happen in a society 

that is responding to a major disease outbreak that threatens its own survival.88 It may be 

a particularly apt metaphor for a strong state, such as the United States. Francis 

Fukuyama argues that although United States’ deliberate weakening of the central 

(federal) government to favor state sovereignty in certain areas, the U.S. remains a very 

strong state in other areas, thanks to the array of enforcers (military, police, etc.) who can 

be deployed to coerce people into complying with the law.89  

The state’s ability to “send someone with a uniform and a gun to force people to 

comply with the state’s laws” parallels the human immune system’s ability to respond 

forcefully, but like the state turning on its own subjects, the immune system that attacks 

cells or organs in its own body-home may or may not be overreacting. The key is 

proportionality that is also one of the principles established by the Jacobson court and 

other legal precedents confirming the state’s police powers in public health emergencies. 

Cytokine storms represent extreme immune overreaction—a failure of the immune 

system’s complex network of proteins and cells that play specific and interrelated roles to 

control its response. A disproportionate response can result in death of the host. A 

disproportionate response to a threat to the social order and perhaps even to society itself 

(for that was the fear of some in 1918, that society itself might cease to exist) can 

ironically become suicidal—society’s own defenses can turn on it and destroying it. This 

is examined at length by both Esposito and Agamben with regard to the thanatopolitics 

and suicidality of the Nazi and Stalinist regimes.   

                                                 
88 Michael Osterholme, “Preparing for the Next Pandemic,” New England Journal of Medicine 352(2005): 
1839.  
89 Francis Fukuyama, “The Imperative of State-Building,” Journal of Democracy 15(2004): 17. 
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Power/knowledge  

As I applied a Foucaultian gaze to the current influenza pandemic and the social, 

political, and scientific milieu in which it is occurring, two themes emerged. One is 

pandemic influenza surveillance, a form of knowledge that produces power effects, and 

the other is governance—how the administrative and legal frameworks of government 

and other institutions are structured to manage this pandemic (and others). The two 

themes are related; surveillance is a tool of governance, and the knowledge thus gathered 

justifies and gives legitimacy to the three major actors in disease or germ governance—a 

function of the biopolitical regime:90  

• Governments (including public health authorities), which are responsible for 

society and population health during the pandemic;  

• The medical establishment that manages the health of sick individuals in 

physicians’ offices and at hospital triage centers; and 

• The scientific enterprise that is partially located in government agencies (such 

as the National Institutes of Health) and more broadly in academe and in the 

pharmaceutical industry, and that is responsible for laboratory testing to 

diagnose (and name the disease), for development and production of vaccines, 

and for producing a steady stream of knowledge. 

Power flows from the sovereign and knowledge from the disciplines and in 

Foucault’s view of modern society, the two have become interlinked to such an extent 

that he describes them as power/knowledge. As with Agamben’s state of exception, 

                                                 
90 David Fidler, “Germs, governance, and global public health in the wake of SARS,” Journal of Clinical 
Investigation 113(2004): 799. 
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Foucault’s power/knowledge contains the elements of sovereignty, law (or right), and 

discipline(s).  

I believe that the process which has really rendered the discourse of the 
human sciences possible is the juxtaposition, the encounter between two 
lines of approach, two mechanisms, two absolutely heterogeneous types of 
discourse: on the one hand there is the reorganization of right that invests 
sovereignty, and on the other, the mechanics of the coercive forces whose 
exercise takes a disciplinary form. And I believe that in our times power is 
exercised simultaneously through this right and these techniques and that 
these techniques and these discourses, to which the disciplines give rise 
invade the area of right so that the procedures of normalization come to be 
ever more constantly engaged in the colonization of those of law.91 

 

Contemporary biopolitical discourse, including what I term epidemic discourse, 

produces a certain kind of knowledge and a certain kind of subject. In times of 

(microbial) peace, people are healthy, or if they are ill with an infectious disease, the 

cause is a routine, even “normal” disease. Government public health agencies at the 

federal, state, and local levels operate a variety of surveillance mechanisms that allow the 

calculation of population rates and inform policy and the application of public health 

interventions. In epidemics, which are themselves produced by knowledge (via 

surveillance), the causative pathogen and the disease become marked with a heightened, 

perhaps semiotic pathology that goes far beyond the biological characteristics and 

virulence or transmissibility of the pathogen.. For example, influenza is generally a 

routine illness of the fall and winter months. The seasonal genetic changes that occur are 

minor and constitute what is termed genetic drift. When a pandemic strain emerges, it is 

the result of a genetic shift—a different level of genetic transformation, resulting in a 

virus that has greater “powers” than the usual seasonal strains. In the case of the 1918 

influenza virus, also a strain of A(H1N1), the shift created a virus that was not only non-
                                                 
91 Foucault, Power/Knowledge, 107. 
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routine, but was extraordinary in its virulence. No one knew the identity of the causative 

organism in 1918, so the texts produced by the power effects of the virus itself were 

about the disease and less about the microbe causing it. The rapid identification of the 

2009 H1N1 pandemic strain was accompanied by a different, more scientific orientation 

to the dialogue and the texts produced to examine and explain what is happening. The 

object of surveillance has changed as the new clinical category of novel influenza 

A(H1N1) became superimposed on the data-gathering mechanisms. Neuraminidase and 

hemagglutinin have entered mainstream consciousness already heightened by the vaccine 

debates of the past two decades and the increased engagement with or perhaps insertion 

of the public into scientific and disciplinary discourse.  

 Epidemics represent moments of extraordinary stress in a society (Agamben’s 

notion of tumultus or the crisis that gives rise to the state of exception), and the operation 

of power/knowledge emerges from the shadows of bureaucratic entities and associated 

institutions that in “normal” times engage in creating and constantly reinforcing a certain 

kind of subject (e.g., hand-washing, condom-using). The same sense of crisis and 

existential threat that gives rise to the state of exception (which is essentially an 

immunitary mechanism that has as its aim the protection and preservation of the state and 

perhaps of society) also leads to a mobilization of science to respond to the needs of the 

state for data, vaccines, drugs, and knowledge to inform policy-making. And through the 

media, through public health messages about cough etiquette and vaccination, and about 

high-risk groups and the allocation of scarce resources, the public is drawn in to be a 

witness to and participant in the power/knowledge effects produced by the pandemic 
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discourse we seemed to inhabit for at least several months in the summer and fall of 

2009. 

 The 2009 influenza pandemic has provided the public with a nearly 

unprecedented window on how science (both within and outside government) works and 

to the interplay of political power (i.e., the authority to make decisions) and scientific 

evidence. At every step in the evolution of the pandemic, there have been attempts to 

base decisions on vital statistics: number of cases (people known to be infected), number 

of hospitalizations, and number of deaths. Also, from the emergence of the novel 

influenza virus in Mexico, public health laboratories everywhere have been testing 

samples taken from patients to determine, in the first instance, the causative organism, 

and also its virulence, ease of transmissibility, and its susceptibility to available antiviral 

medications. 

Media coverage of the government response to the H1N1 pandemic also has put a 

spotlight on the subject of scientific uncertainty.92 Despite the ability to completely 

elucidate the genome of different strains of influenza virus, developing a vaccine against 

it has been a challenging endeavor, and the existing vaccines, while apparently showing 

efficacy in clinical trials, are only modestly effective like other influenza vaccines (and 

not extremely effective like many childhood vaccines). Why are there such differences? 

Can cutting edge twenty-first-century science resolve them? Also, despite a wealth of 

predictive mathematical models that have been developed and refined over the years of 

planning for an H5N1 outbreak, it still is impossible to know how the virus will evolve in 

virulence, in its susceptibility to antiviral drugs. 

                                                 
92 See for example: Denise Grady, “Swine Flu Plan Would Put Some Ahead for Vaccine,” New York Times, 
July 29, 2009; Arthur Allen, “Prepare for a Vaccine Controversy,” New York Times, August 1, 2009; 
Donald McNeil, “Agency Urges Caution on Estimates of Swine Flu,” New York Times, August 26, 2009. 
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According to David Fidler, vertical germ governance is what occurs within a 

country, and vertical germ governance is what occurs across states, across international 

borders.93 He also asserts that infectious diseases were a neglected part of international 

relations until the 1990s.94 Several different factors have contributed to a transformation 

in the global dialogue about infectious diseases, including the emergence of large and 

powerful civil society actors such as the Gates Foundation and of major multilateral 

organization, such as the Global Alliance on Vaccine Initiatives. The transformation has 

led to two kinds of dialogue about matters global biopolitics. One is the dialogue about 

“routine” health issues, such as the abnormal normality of poor countries’ high rates of 

infectious diseases (e.g., well-fed American children with rotavirus gastrointestinal 

infections rarely require hospitalization, while millions of their peers in African countries 

or India routinely die of rotavirus-caused diarrhea).  The other is a dialogue, not entirely 

distinct from the former (because the normal and pathological are no longer ends on a 

continuum, but are messy, fractured categories that turn into each other depending on 

who is asking the questions and where she sits), about non-routine health issues such as 

influenza pandemics.  

Although there has been increased cooperation on the subject of infectious disease 

and global health, and as Fidler notes, the horizontal-vertical governance paradigm has 

given way to global governance that is a hybrid of both approaches, involving non-state 

actors as well as governments, multiple obstacles remain, and some are just beginning to 

                                                 
93 Fidler, “Germs, governance, and public health in the wake of SARS.” In may be useful to note here that 
the United States differs from many developed countries because the central government is constitutionally 
authorized to govern only over interstate health threats and at national borders. In our federalist framework, 
states have police powers within their own borders, and therefore state public health agencies (in some 
cases via the governor) are the locus of governance with regard to infectious disease outbreaks. The U.S. 
thus may be thought to have its own horizontal and vertical governance issues.  
94 David Fidler, “Public Health and National Security in the Global Age: Infectious Diseases, Bioterrorism, 
and Realpolitik,” George Washington International Law Review 787(2003). 
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emerge. In 2007, Western nations such as the U.S. viewed with consternation Indonesia’s 

refused to share samples of the influenza virus indentified in Indonesian nationals 

because it believed that they would be used by the West to inform vaccine development 

they viewed as unlikely to benefit Indonesians.95 Interestingly, Indonesia claimed what it 

termed “viral sovereignty,” apparently seeking to legitimize its refusal by casting it in the 

mold developed by the Convention on Biological Diversity and the Food and Agriculture 

Organization International Undertaking on Plant Genetic Resources (intended to protect 

the rights of indigenous farmers and communities).96  

The World Health Organization is a central player in global germ governance. Its 

International Health Regulations (IHR, first adopted as International Sanitary Regulations 

in 1951) are intended to facilitate cooperation and sanction information sharing and 

international notification when a novel pathogen is discovered. Public health scholars, 

especially Larry Gostin, have shown that neither CDC nor its global health counterpart, 

WHO, have adequate authority to adequately address global health threats and resolve 

standoffs such as Indonesia’s refusal to share viral isolates.97  

In the U.S., the federal government is responsible for interstate health issues and 

for health threats at the nation’s borders (for example, travelers or immigrants who are 

infected with a communicable disease and who are identified at a port of entry). Chapter 

4 discussed the interesting case of American tuberculosis sufferer Andrew Speaker who 

in 2007 embodied a public health threat and whose travel across international borders 

                                                 
95 Maryn McKenna, The Pandemic Vaccine Puzzle Part 7: Time for a Vaccine ‘Manhattan Project’? 
CIDRAP News (Center for Infectious Disease Research and Policy, University of Minnesota), 
http://cidrapbusiness.us/cidrap/content/influenza/panflu/news/nov0207panvax7.html.  
96 Andrew T. Mushita, Carol B. Thompson, “Patenting Biodiversity? Rejecting WTO/TRIPS in Southern 
Africa,” Global Environmental Politics 2(2002): 65. 
97 Lawrence O. Gostin, “Influenza A(H1N1) and Pandemic Preparedness Under the Rule of International 
Law,” Journal of the American Medical Association 301(2009): 2376. 
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back into the United States was viewed as a breach in homeland security. The Speaker 

story is extraordinary in many ways. As noted in Chapter 3, it shone a light on the 

militarization of public health and the complete transformation of public health threats 

into national security threats. However, in the context presented in this chapter of public 

health preparedness refracted through the lenses of the state of exception, 

community/immunity, and power knowledge, it also may represent a possible case of 

what Esposito would term an autoimmune disorder, or at the very least, an event on the 

boundary between a normal immune reaction and a pathological overreaction. The notion 

that an American traveling abroad and attempting to reenter the United States while 

infected with a potentially dangerous disease (initially thought to be extensively drug 

resistant tuberculosis, XDR-TB) would be considered a threat to his country, triggering a 

very personalized application of the state of exception, is remarkable. Speaker was placed 

with the help of the Department of Homeland Security on a “do not fly” list, was tracked 

down in his European travels by the CDC, and was ultimately hospitalized under guard.98 

In addition to the many ethical and legal questions it raises (for example, whether U.S. 

law allows the enforcement of quarantine on U.S. citizens outside the borders of the 

United States [it does not]), this event resembles both cases where the healthy immune 

system identifies a cell that has become infected and destroys that cell thus protecting the 

body from further damage, and diseases in which the immune system fails to recognize 

one of its own host’s organs and begins to attack it, in a sort of immunologic friendly fire 

(the autoimmune diseases lupus and rheumatoid arthritis). 

                                                 
98 Howard Markel, Lawrence O. Gostin, David P. Fidler, “Extensively Drug-Resistant Tuberculosis An 
Isolation Order, Public Health Powers, and a Global Crisis,” Journal of the American Medical Association 
298(2007): 83. 
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Andrew Speaker sued the CDC for violating his privacy. As discussed above, 

there is an ethical imperative to respect individual autonomy (and privacy and liberty), 

which may be thought of as one unit with a person’s body and property. In response to 

Andrew Speaker’s breach of the public health restrictions placed on him and the 

purported threat he represented to the community (fellow travelers, fellow countrymen), 

the government sought to and eventually succeeded in denying the social immunity—

anonymity, privacy, and liberty—conferred on an individual partly by the constitution 

and partly by his existence in a modern liberal democracy. In a complex layering of 

immunitary relationships, the consequence of Andrew Speaker’s own immune failure 

(e.g., his body contracted the disease) and his refusal to limit the threat he posed to 

society, was the State’s denial of his individual social immunity in order to preserve the 

community’s own immunity to what was thought to be an extremely dangerous form of 

TB. 

As discussed in greater detail in Chapter 1, public health agencies are important 

players in the contemporary economy of health and in the biopolitical regime of the 

United States. Public health officials accumulate incomplete but broad and deep 

knowledge about the population’s health and about infectious disease rates via multiple 

surveillance mechanisms and epidemiologic studies. They can track numbers of people 

vaccinated, and numbers of people infected with certain diseases at different points in 

time. Possessing and being able to interpret these data has certain effects—power 

effects—on public health agencies. They can justify their crucial importance and they can 

ask for recognition and support in the form of financial resources to do their work.  



 300

In his lawsuit against the CDC, Andrew Speaker made an intriguing claim that his 

case “gave them an opportunity to create a big story they could use to get funding.”99 

Government public health agencies from the federal level (e.g., CDC) to local health 

departments have a long history of underfunding and competing for resources with other 

government programs, and at the local level, with other community priorities. Frequently, 

funding cuts have been motivated by change in political regimes, such as during the 

Reagan Administration, when local public health activities such as (ironically enough) 

tuberculosis programs were dismantled, leaving huge gaps in services that over time 

resulted in a resurgence of tuberculosis, in addition to broader deterioration in public 

health capacity.100 Given the fluctuations in their funding, and not unlike other public 

sector entities fighting for resources and recognition, public health agencies have learned 

to use crises to advocate for themselves. In other words, they have wielded a negative 

definition of public health (e.g., this is the sort of thing that happens if a jurisdiction does 

have a strong public health infrastructure). Over the past two decades, public health 

agencies have appealed to emerging and reemerging infectious diseases and to a lesser 

extent to terrorist threats to explain their role in keeping society healthy and to provide 

some idea of the financial and other resources necessary to play that role. Like all 

executive branch agencies, the CDC and other agencies of the PHS cannot lobby 

Congress for funding, but CDC officials have testified dozens and perhaps even hundreds 

of times on their ability to respond to certain threats to public health, sometimes 

indirectly signaling the adequacy of available funds. In our federalist system, CDC and 

                                                 

99 Matt Phillips, “Andrew Speaker, Focus of 2007 Tuberculosis Scare, Sues CDC,” Wall Street Journal, 
Middle Seat Terminal Blog, April 30, 2009. 
100 See Elizabeth Fee and Theodore Brown, “The Unfulfilled Promise of Public Health: Déjà Vu All over 
Again,” Health Affairs 21(2002): 31. 
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other federal agency funding state public health activities functions as a set of incentives 

and disincentives for the application of certain standards and coordination among states 

that may be impossible to achieve without the inducement of funding. In other words, 

although the public health system in the United States does not operate in a highly 

centralized fashion under the leadership of a minister of health, the federal government 

can exercise soft power through the ways in which they deploy funds to both support 

public health activities and disseminate certain norms about preferred practices.101 These 

funding mechanisms, such as the Public Health Emergency Preparedness grants, and 

other programs targeting 64 so-called grantees (states, territories, and four major cities) 

function as conduits for both power and knowledge that circulate from the federal to the 

state and local levels and back. Through the preparedness grants, “CDC provides public 

health departments with scientific expertise in areas including surveillance and 

epidemiology, laboratory testing, countermeasure delivery, incident management, and 

communication to meet the information needs of the public and health practitioners and 

support their decision-making.”102 

 In this chapter I traced the social and political events that led to the current shape 

of the contemporary biopolitical apparatus of American public health. In the system that 

has been attempting to manage the 2009-2010 influenza pandemic and other major 

disease events of the twenty-first century in the United States, I glimpse relationships, 

power effects, and discursive formations that can be analyzed through the theoretical 

                                                 
101 A debate is currently raging over the creation of a Public Health Accreditation Board that raises the 
possibility that some day health departments may be evaluated by a set of standards and if they do not meet 
them they cannot be accredited and thus cannot receive certain types of government funding. Like  
102 Daniel Sosin, “Strengthening State and Local Public Health Preparedness,” Testimony before the 
Committee on Oversight and Government Reform, U.S. House of Representatives, Wednesday, May 20, 
2009, http://www.cdc.gov/Washington/testimony/2009/t20090520.htm. 
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tools provided by Michel Foucault, Giorgio Agamben, and Roberto Esposito. Immunity 

or immunitary mechanisms appear at several levels, and sometimes represent an 

inversion of the “traditional” order. For example, the vaccine that would have spared the 

lives of millions in 1918 was available in 2009, but vaccination strategies were hotly 

contested, amidst a larger debate over mandatory childhood vaccination and New 

Jersey’s decision to add influenza vaccine to the list, and the roar of groups ranging from 

autism advocates and conspiracy theorists. The social construction of the pandemic itself 

was questioned. When is a pandemic a pandemic and who decides? The scientific 

knowledge and technologic capabilities of the twenty-first century are vastly superior to 

what was available in 1918, but many mysteries and deep challenges remain. We do not 

yet have a universal influenza vaccine, and so we continue to fear, and prepare, and use 

mathematical models to predict how the next strain of influenza might look. American 

society is awash in data, but there are concerns about privacy, and limits on the power to 

use those data. The pandemic and especially the largely unrelated events and planning 

that preceded it, including the H5N1 avian flu, shone a spotlight on a core tension in 

public health practice—balancing individual rights and the common good—and raised 

questions about the legal, ethical, political, and social boundaries and the decision points 

around public health measures. Would, and when would quarantine be an acceptable 

strategy?) In a scenario that includes the USA Patriot Act and other totalitarian acts of a 

liberal democratic regime, a comingling of military and civilian worldviews and roles in 

responding to a major disease outbreak, what is the likelihood that coercive actions and 

the state of exception will overtake more reasoned and moderate responses to a crisis? On 

the one hand, pandemics and other crises can bring out the best and most altruistic 
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aspects of the human spirit, and this was one of the realities of the 1918 pandemic. On the 

other hand, a pandemic may threaten the very existence of the individual, the community, 

and the State, and in reacting to the threat in an environment of increased knowledge and 

increasingly targeted power, there is the potential for excess, for what Esposito would 

call an autoimmune reaction. In such circumstances, the dark scenario sketched by 

Camus’s declaration that “[t]hose who claim to know and regulate everything end up by 

killing everything” appears frighteningly plausible.103  

                                                 
103 Fred H. Willhoite, “Albert Camus’ Politics of Rebellion,” The Western Political Quarterly 14(2): 400. 
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Chapter 6: Conclusion 

 
 

This dissertation is located at the intersection of governance and the biological life 

of humans, and examines the functioning and discourse of American biopolitical public 

health bureaucratic and scientific apparatuses before and during an influenza pandemic. It 

often is said that public health is political; it is, I argue, biopolitical, combining 

governmentality (and the political ideologies that infect it) with an intense, scientifically 

informed, and applied gaze at the body politic and the human lives that comprise it. It 

also represents the contemporary state’s quantitative and qualitative interest in the lives 

of its subjects. Given the public health field’s hybrid provenance, I drew from a dense 

matrix of disciplines, some that are part of the public health field including law, ethics, 

microbiology, and epidemiology, and others that provide tools for analyzing the public 

health field and its discourses, its aims, and its place in contemporary society.   

The influenza pandemics of 1918 and 2009 are the two central case studies and 

epidemic “bookends” to the dissertation. I used a range of sources, from administrative 

archives to scientific literature of the respective periods to inform me about the 

pandemics’ origins, unfolding, social and political milieu, and the public health system’s 

responses. Several types of relations of power influenced the discourse and the practices 

of public health in the past and continue to do so. In addition to the ethos of federalism 

that shaped the relationship between federal and state public health agencies, there were 

(and still are) other forces at work on the public health enterprise, and potential spheres of 

influence for the discipline: the power relations between public health agencies and the 

government of which they were an arm; between public health and the military; between 
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public health and the legislative branch, which held the purse strings through the 

appropriations process; and the gaze of public health at society’s Others (marginalized 

minorities, poor, etc.). 

Epidemics represent a mixing of old and new: ancient fears of contamination and 

contemporary dread of jet-setting global germs, old scientific insights and novel research. 

Even if one is careful to avoid reading contemporary concerns into the historical record, 

interpreting through a twenty-first-century perspective past events and the accounts of 

those who lived through them, there are some common themes in how epidemics were 

regarded centuries ago and how they are viewed today. [1] Fear of death, fear of society’s 

others (the stranger, the immigrant, the poor, etc.), the spread of rumors and 

misinformation, and the use of state force or other kinds of violence have frequently 

characterized responses to major disease outbreaks. Some basic similarities between the 

1918 and 2009 pandemics became clear in the late spring and early summer of 2009 and 

were in general consistent with past findings.  

First, there were communication difficulties for officials attempting to inform but 

not frighten the public. Announcements and the terms used to describe the outbreak and 

the government response were carefully framed and hedged with caveats. Discourse 

about epidemics was briefly brought into sharp focus for the public by a series of high-

profile meetings and policy decisions that were announced at World Health Organization 

and CDC news conferences. The most obviously tortured involved the question of 

whether and when to declare a pandemic. Decision-makers (public health and other 

government officials) were clearly aware of the potential of their statements to create or 

aggravate public concern, influence international markets, and alter public perception of 
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the credibility, authoritativeness, or competence of government actions to manage the 

pandemic. 

Second, there was a level of stigmatization and scapegoating that became 

apparent early in the contemporary H1N1 pandemic. Mexicans were immediately 

suspected of being infected with the disease and were screened at international airports, 

and Latin American countries witnessed several incidents of violence against tourists and 

other foreigners suspected of having the novel influenza. The historical record of the 

1918 pandemic does not include references to scapegoating or victim-blaming of the poor 

or indigent, or of ethnic minorities in American communities. The rapidity and 

unprecedented scale of that pandemic (and limited channels of communication available 

at the time) may explain why this phenomenon that often characterizes disease outbreaks 

with serious societal consequences appears absent from the 1918 pandemic. However, 

war-time circumstances led to circulating rumors and even well-publicized 

propagandistic claims about a German origin and even deliberate introduction of 

influenza in the U.S. by German agents. It is well-known that Americans of German 

descent suffered recrimination during World War I, and bore the brunt of national 

suspicion that they were unpatriotic and untrustworthy. Although in my research I did not 

encounter any indication that German-Americans were directly blamed for causing or 

spreading influenza, or were shunned or stigmatized specifically in relation to the disease, 

it would seem reasonable to speculate that at least a small proportion of the general 

public might come to conflate war-time suspicion of German-Americans with the 

emergence of a frightening and poorly understood disease.  
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A third similarity between the pandemics is found in the scientific uncertainty that 

challenged the biopolitical apparatus in 1918 and in the current pandemic. In 1918, the 

microbe and the way to combat it were the great unknowns. In 2009, the influenza virus’ 

genetic code was quickly deciphered, but the great variations in virulence in different 

populations remain, to some extent, a mystery. And although the 2009 pandemic 

response included a reasonably effective vaccine, questions remain about influenza 

vaccine’s effectiveness in certain groups, and the development of a universal vaccine that 

will prevent all types of influenza infection remains a Holy Grail of contemporary 

vaccinology. 

My dissertation drew primarily on the work of Michel Foucault, Giorgio 

Agamben, and Roberto Esposito to examine the link between life and politics in 

contemporary American society. I explored the tension between individual and societal 

objectives that animates most of the controversies in the public health field and in my 

case study in this dissertation, complicated and continues to complicate planning for and 

executing a response to epidemic disease.  

To structure my analysis of the influenza pandemics, I applied the three 

theoretical constructs developed by Foucault, Agamben, and Esposito in each of the three 

main chapters: Chapter 3 on the 1918 pandemic, Chapter 4 on the military-civilian 

interface in public health from the early twentieth century to the present, and Chapter 5 

on the 2009 pandemic and the public health and political events that preceded it. 

Although public health theory does not offer analytical tools for examining 

administrative, political, and scientific forces at work in managing the State’s response to 

epidemics, some elements of public health theory were useful in shedding light on certain 
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aspects of the pandemics, such as data collected after the pandemic, showing a direct 

correlation between wealth and mortality. These theoretical elements are drawn either 

from the scientific disciplines that inform the field of public health (especially 

microbiology and epidemiology), and the theory of the social determinants of health and 

of community participation.   

 My analysis of the two pandemics from the perspective of Esposito’s 

communitas-immunitas dyad uncovered several themes. I found that two were especially 

meaningful to a discussion of the manifestations and potential of biopower. First, 

socioeconomic status (i.e., poverty), which was identified by Esposito as a protective, or 

“immunitary” dispositif for individuals in the community, appears to be strongly linked 

with influenza mortality both in the past and in the present. A set of surveys conducted by 

government epidemiologists and statisticians in 1918 concluded that poorer people were 

at significantly more likely to die of influenza, and case mortality among them was twice 

as high. Additional narrative historical evidence indicates that minority populations 

known to have limited economic resources (e.g., Mexicans in El Paso, Texas, and Alaska 

Natives) were devastated by the pandemic. In 2009, Alaska Natives, American Indians, 

and Mexicans also experienced much greater risk of death due to the pandemic strain of 

influenza. Past and present, communities of need, bound by the consequences of social 

injustice, have borne the additional unequal burdens of death from infectious diseases as 

hypothesized by the theory of the social determinants of health.  

Just as immunity and community are antonyms that both include and exclude each 

other, immunity itself embodies a paradox of protection and destruction. The second 

example also spans both pandemics and represents immunity at its most extreme and 
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destructive. The ultimate cause of death among young and robust adults in 1918 was due 

to an immune phenomenon that later came to be known as cytokine storm, and that has 

been called by twenty-first-century scientists an “uncontrolled exuberant reaction” of the 

immune system.1 The cytokine storm exemplifies the type of immune overreaction that 

Esposito described as autoimmunity, and may also serve as a micro-metaphor for the 

state of exception—biopolitics taken to its negative extreme where it becomes a politics 

of death. Every immunitary reaction of the State, from the military itself, to the actions of 

public health law during a serious epidemic, carries at its core the possibility of 

autoimmunity, of a reaction so violent that society (under the biopolitical regime of the 

State) self-destructs.  

 Agamben’s state of exception may be found in several biopolitical practices 

employed during the 1918 and 2009 pandemics. One is the declaration of emergency or 

of pandemic. The declaration represents the life-preserving potential of biopolitical 

apparatuses given relatively free reign to act swiftly and decisively to save the lives of 

people and society as a whole. However, the declaration is not a sudden and unexpected 

occurrence, but rather, a calculated and pre-planned action or set of actions designed to 

trigger a chain reaction of immune responses. Through public health preparedness, the 

state of exception has come to be the rule, rather than the exception, as President 

Wilson’s dictum about the country being “best prepared for war when thoroughly 

prepared for peace” continues to shape American biopolitics in the war against infectious 

disease and beyond. A second manifestation of the state of exception may be found in the 

wide range of interventions on the individual and the social body, ranging from the bans 

                                                 
1 Michael Osterholme, “Preparing for the Next Pandemic,” New England Journal of Medicine 352(2005): 
1839.  
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on public gatherings enacted in 1918 and the thermal scanning of travelers at 

international airports in the early weeks of the 2009 influenza pandemic. Although the 

2009 pandemic fortunately was not a fulfillment of the direst predictions used as planning 

scenarios, the possibility of needing to enact harsh measures of social control has 

remained just beneath the surface of official intentions. Although quarantine has not been 

employed in 2009 or 2010 in the United States, the possibility was foreshadowed in 

planning documents and in one of President Bush’s announcements two years after the 

emergence of the avian influenza H5N1 and of concern about its pandemic potential.  

 Foucault’s power/knowledge concept aids in the analysis of both the 1918 and 

2009 responses to influenza. Statistical methodologies, networks of information, and 

technologies available to gather and analyze information have become increasingly 

refined and useful, as has public access to that information, both from the government 

and from other sources. Although there has been a democratization or diffusion of once 

specialized knowledge not accessible to the general public (see for example web-search 

derived flu trend data on Google.org), pockets of obscurity remain, sometimes caused by 

the government’s inability to communicate effectively about its knowledge generation 

practices. This was evident in the controversy occasioned by CDC’s termination of its 

influenza virus sample collection from around the country. What to CDC was a case of 

diminishing returns of large-scale laboratory testing appeared to the general public as an 

attempt to downplay the extent of the pandemic. 

I have noted several areas where additional research using a human sciences 

framework could expand understanding of the human and social aspects public health 
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emergencies in general and the history of influenza pandemics in particular. Potential 

areas for additional research include:  

• The contributions of 1918 vaccine research efforts to an epistemology and 

phenomenology of immunization, and the social, political, scientific, and other factors 

that led to the emergence of an accepted and effective methodology for vaccine 

development;  

• Vaccine discourse during the 1918 pandemic and today, including a possible 

ethnographic component; 

• A semiotics of influenza statistics as mathematical and geospatial texts, and the effect 

of these data and their depiction, on the public imagination past and present;   

• Risk communication in 1918 and today, viewed through a human sciences framework 

that analyzes the flows and effects of power, matters of trust especially within 

minority populations, and various forms of resistance to scientific and medical 

authority, and 

• A comparison of the U.S. and Western European responses to the 1918 pandemic, 

attempting to trace the social differences that led to the highly commercialized 

American system of health care on the one hand (a system that has continued [until 

the health care reform act of 2010], the nineteenth century distinction between haves 

and have-nots through a divided system of care where some people have private 

health care insurance, others receive publicly-funded or no health care) and the 

universal health care coverage systems of many Western European nations, and 
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• The influence of popular histories and their interpretations of pandemics and other 

infectious disease emergencies on the thinking and decisions of policy-makers and 

the executive branch. 
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Appendix A: Sources and Archival Research  

I drew on several sources on the 1918 pandemic, including: primary, archival 

records of executive branch agencies and historic newspapers (primarily the New York 

Times and Washington Post); secondary sources such as works of historiography (and 

historical journalism?) drawing on a wider range of primary sources;; legislative branch 

documents such as transcripts of Congressional hearings and bills; and peer-reviewed 

health journals from the last three months of 1918 and from 1919-1920.1 Additional 

searches of the social sciences literature helped fill in some of the details of the social and 

cultural backdrop to the First World War—the single most important fact about the 

timing of the 1918 influenza pandemic.  

 

Characterizing the archival sources 

The core of my research is a set of files that are part of the National Archives and 

Records Administration (NARA) holdings on the U.S. Public Health Service and the 

Office of the Surgeon General of the Army, most of which are located at the National 

Archives at College Park, Maryland.2 

                                                 
1 I conducted searches of the 1918-1920 medical and public health journal literature for reports on and 
analyses of the 1918 pandemic and the response to it (e.g., Journal of the American Medical Association, 
the Journal of the American Public Health Association) 
2 The main sources were:  
(a) Public Health Service Central Files (compiled 1897-1923), File 1622 - Influenza, Boxes 144-146; 
Textual Records of the Public Health Service, 1794 – 1990, Records from the Department of the Treasury, 
Record Group 90; National Archives at College Park, College Park, MD, abbreviated after the first citation 
as PHS 1918 Influenza Files, Boxes 144, 145, or 146.  
(b) “Epidemic Influenza at Camp Greenleaf, Georgia”; Series Essays on Military Hygiene, compiled 1917 – 
1919; Records of U.S. Army Continental Commands, 1821 – 1920, Record Group 393; National Archives 
Building, Washington, DC; and 
(c) “Historical Reports of Hospitals and Infirmaries, compiled 05/01/1917 - 05/31/1920”; Box 1535; 
Records of the Office of the Surgeon General (Army), 1775 – 1994, Record Group 112; National Archives 
College Park, MD.  
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The archival material I reviewed included a collection of letters sent to the 

Surgeon General of the U.S. Public Health Service for the important insights they gave 

into the functioning of a central component of the public health response to the pandemic 

in the United States. The records of the Public Health Service (PHS) are filed in Record 

Group 90 for the period 1794-1990. The PHS Central Files, compiled 1897-1944, are 

organized by three time periods: 1897-1923 (containing File 1622 - Influenza), 1924-

1935, and 1936-1944. The 1897-1923 segment (arranged numerically by file number) 

contains PHS File Number 1622 that includes three separate file boxes, numbers 144 (7 

folders), 145 (5 folders), and 146 (4 folders). The brown manila folders in each of the 

three boxes vary in from legal to letter size and contain primarily correspondence of the 

office of the Surgeon General of the Public Health Service: letters, memoranda, 

telegrams, and a variety of enclosures.  

Authors of the letters, memoranda, and telegrams include U.S. Public Health 

Service officers placed in the field to support local public health officials in responding to 

the epidemic, the Surgeon General and assistant surgeons general, other public health 

officials, leaders of professional or civic associations, health care providers (mostly 

physicians) and members of the general public. Several letters are from one executive 

branch department to another and authored by the secretaries of the respective 

departments (Treasury, the home of the PHS; Agriculture; Commerce, home of the 

Census Bureau; and War). The files include letters on Public Health Service letterhead, 

letters and memoranda not on letterhead but clearly indicating that the sender or recipient 

or both were part of the Public Health Service or state or local public health agencies, 
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some handwritten letters (both official business and from private citizens), Western 

Union telegrams, correspondence between executive branch departments. 

Topics of correspondence in the PHS files include:  

(1) Financial and administrative matters, such as reimbursement for travel expenses 

incurred by individuals working under the aegis of the Public Health Service in 

the course of “influenza work”; permission to purchase equipment, including 

“punching” machines for tabulation of influenza statistics; and disposition of 

office and other equipment no longer needed in field offices at the end of the 

pandemic 

(2) Personnel and workforce matters including: appointment of personnel to field 

sites; verification of PHS employment status for specific individuals; requests for 

PHS personnel to assist in certain areas; updates on health status of personnel; 

requests for leaves of absence; salaries or payment for services rendered by PHS 

personnel and other health care workers contracted to do “influenza work”, 

sometimes requested by colleagues or wives on behalf of physicians and other 

workers who died of influenza in the course of their work 

(3) Reports from American diplomats on the extent of the influenza outbreak in 

various countries or protectorates. U.S. consuls abroad were required by the 1878 

National Quarantine Act to submit reports on specified diseases to the Public 

Health Service.3 This was intended to help prepare U.S. port authorities (i.e., 

quarantine officers, part of the Commissioned Corps of the Public Health Service) 

to quarantine ships arriving from affected areas. In 1918, these reports provided a 

                                                 
3 Richard A. Goodman, Karen L. Foster, Michael B. Gregg, “Preface,” Morbidity and Mortality Weekly 
Report, 48(LMRK, 1999);v-vi. Accessed at http://www.cdc.gov/mmwr/preview/mmwrhtml/lmrkv.htm on 
January 18, 2010. 
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window4 on the influenza outbreaks in other countries as viewed by the resident 

American envoy and in some cases as relayed by local medical authorities (many 

letters contained enclosures such as tables, newspaper clippings, and other 

supporting information sent to the Secretary of State, who forwarded them to the 

Secretary of the Treasury; as described in Chapter 1, Treasury was the department 

that housed the Public Health Service in the first decades of the twentieth 

century5). Some of the letters are neutral descriptions of events and statistics 

while others exhibit a sense of the extraordinary dramas unfolding (a set of 

dispatches from the U.S. diplomat to Mexico reflects his own fascination with the 

exact nature of deaths due to influenza—a description of a certain type of rigor 

mortis and reports of similar descriptions provided by local authorities).  

(4) Correspondence between state and local health officials or PHS field directors or 

physicians and the Surgeon General pertaining to the response to the epidemic 

including: reports from the field about the status of the influenza epidemic (e.g., 

information and data on cases, hospitalizations, and deaths); descriptions of social 

and legal interventions implemented in a given jurisdiction (e.g., closure of large 

public venues such as movie theaters); the files included (or specific letters as 

enclosures) samples of Dear Doctor letters sent out by local and state health 

departments to physicians in the community; samples of educational materials and 

                                                 
4 But alas, not an early window on the outbreaks in Europe because influenza was not yet a reportable 
disease, and American consuls were not required to report influenza outbreaks before the beginning of the 
epidemic. This matter is discussed in the letter dated April 2, 1919  from J.W. Kerr, health (quarantine?) 
officer at Ellis Island to Assistant Surgeon General Warren, and April 4, 1919 reply from Warren to Kerr. 
5 The Treasury Secretary, William McAdoo, was the Wilson administration official who led the Liberty 
Loan war bond drives, but he was also the boss of the Surgeon General of the U.S. Public Health Service. 
See “Bond Sales Total Now $855,133,900” , New York Times, October 5, 1918, 1, an article praising the 
success of the bond effort, making two mentions of the spread of influenza as an obstacle and ending with a 
suggested program for Liberty Day on October 12, e.g., parties, festivals, demonstrations at schools and 
military training camps—perfect for spreading the virus.  
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media advisories; and samples of announcements of public health policies or law, 

such as restrictions on public gatherings, school closures; and newspaper 

clippings about local influenza activities and about the progress of the pandemic 

(5) Requests to the Surgeon General for guidance on administrative and policy issues 

(chain of command questions, queries about authority to impose quarantines); 

correspondence with the Public Health Service or the Hygienic Laboratory6 for 

testing of patient samples, vaccines, or answers to scientific queries 

(6) Exchanges about post-pandemic statistical investigations to ascertain the extent of 

death and disease due to influenza and epidemiologic study to examine patterns of 

disease and death and possible pertinent relationships to specific variables 

(location, ethnicity, sex, age, risk factors). 

Because my focus was on the United States public health response to influenza, 

my analysis excluded correspondence from consular officials reporting on influenza 

activity in their host country or protectorate. The remaining set of documents consists of 

approximately 322 letters, 66 telegrams, and a dozen memoranda, a variety of enclosures 

and other items such as newspaper clippings, and several major reports (two prepared by 

the PHS) and other substantive narrative documents (including a Red Cross influenza 

plan). 

I reviewed a smaller subset of military archival materials, searching Record 

Group 112 (the Surgeon General of the U.S. Army) for files dated 1918-1919 and likely 

to include documents about influenza. I found three narrative reports (some including 

with tables and graphs) from army camps: an overview of the epidemic prepared by the 

medical officers of Camp Custer near Battle Creek, Michigan, and an essay about the 
                                                 
6 Precursor to the National Institutes of Health 
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influenza experience at Camp Greenleaf, Georgia.7 I supplemented these with 

information drawn from the extensive digitized records of the Office of the Army 

Surgeon General including a report on the influenza outbreak at Camp Merritt in Bergen 

County, New Jersey, and from a report to the Secretary of War for fiscal year ending in 

1919.8  

The Public Health Service (PHS) 1918 influenza records are a heterogeneous set 

of documents that illustrates several characteristics of the field in 1918: increased 

professionalization, politicization (both macro and petty local politics), federalism and 

the complex relationship between the federal and state or local public health agencies, 

and statistical and scientific research. Some pieces of correspondence in the file seem to 

convey a realization on the part of physicians, epidemiologists, and researchers that the 

pandemic could make careers and spur scientific discoveries; there is a sense of 

excitement about what could be accomplished in the area of so-called vital statistics 

(today’s biostatistics) through coordinated effort by scientists and practitioners. Although 

the letters attest to the grave public health and medical crisis facing the nation, they also 

speak of ordinary administrative procedures and forms of address, and concerns of 

everyday life. For example, many letters to the surgeon general from PHS personnel in 

the field begin with “I have the honor to report . . .” and then proceed to list the number 

of cases per day and the number of deaths. Also, there is evidence of the federal and local 

                                                 
7 “Epidemic Influenza at Camp Greenleaf, Georgia”; Series Essays on Military Hygiene, compiled 1917 – 
1919; Records of U.S. Army Continental Commands, 1821 – 1920, Record Group 393; National Archives 
Building, Washington, DC; and “Historical Reports of Hospitals and Infirmaries, compiled 05/01/1917 - 
05/31/1920”; Box 1535; Records of the Office of the Surgeon General (Army), 1775 – 1994, Record Group 
112; National Archives College Park, MD.  
8 Frank W. Weed, “Base Hospital, Camp Merritt, NJ”, Section VII: Other Embarkation and Debarkation 
Hospitals, Chapter XXIII, Volume V: Military Hospitals in the United States, in Charles Lynch, Frank W. 
Weed, and Loy McAfee, eds. The Medical Department of the United States Army in the World War 
(Washington:  U.S. Army Surgeon General's Office, 1923-29), 
http://history.amedd.army.mil/booksdocs/wwi/seriesbklst.htm  
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governments’ desire to avoid undue interference with transportation and commerce while 

attending to the unfolding epidemic. The PHS files contain many letters from various 

states describing local jurisdictions’ decisions about banning public gatherings, closing 

schools, and other measures of social control. Some of the letters reflect the nature of 

local public health practice and policy-making: a mix of science and medicine, politics 

and debate, understandably swayed by local economic and cultural demands. The picture 

that emerges is that of a local public health realm not unlike the contemporary; local 

policy is not made in a vacuum of government ideology, but is the product of many 

forces. However, the crisis of the pandemic superimposes many layers on the normal 

proceedings of public health, heightening the intensity with which biopower circulates in 

society, between the public health apparatus and victims of the disease, and creates new 

knowledge and new truths. 

Some of the themes I identified in my research pertain to the functioning of the 

public health apparatus, and especially its government components. Public health 

activities in 1918 were early versions of many that remain central functions of public 

health today. These included: requiring and facilitating disease reporting (based on 

national and state lists of reportable diseases updated as needed); conducting surveillance, 

or monitoring and gathering data on cases of influenza, different types of cases (with or 

without pneumonia, hospitalized or not, etc.), and deaths; and using legal authority to 

limit freedom of movement (i.e., quarantine, closure of businesses and places of 

entertainment) and social activity, including closing of schools, theaters, and churches. 

Additional themes include a constant professionalism apparent in most of the dispatches 

of Public Health Service officials to the Surgeon General in Washington; discrepancies 
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between the official record and the hidden, public transcript about the effects of the 

pandemic (e.g., the optimism of newspaper editorials compared to the dramatic data and 

reports trickling up from the peripheries of the public health system to its center in 

Washington); the incipient violence of some public health interventions balanced by great 

lucidity and often remarkable care on the part of public health officials about the extent 

and effect of measures being considered; and some examples of the role played by 

rumors (aggravated by war-time xenophobia and propaganda) and the way government 

agencies were compelled to address them.  

My review of all relevant boxes in the PHS record group for the period of time 

between 1918 and 1920 confirmed that all items related to the influenza pandemic had 

indeed been removed and placed in a unified location. This reorganization, perhaps 

intended to facilitate the work of researchers, may have been undertaken by staff in the 

PHS itself, as archivists would not under normal circumstances engage in such a 

grouping activity. As a result of this intervention on the archival materials, it is hard to 

discern the larger context in which the PHS response to influenza took place. After all, 

although the pandemic consumed a vast majority of human and financial resources for 

some time, the PHS continued, perhaps somewhat diminished, its routine work. 

Furthermore, although archived materials of government agencies may always be 

incomplete to a greater or lesser extent (my understanding is that the items that are 

archived may reflect a variety of motivations and varying interpretation of what is 

valuable and warrant on the part of the civil service workers involved). 
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Appendix B: Contemporary Pandemic Definitions 
 

Table B.1  World Health Organization (WHO) and U.S. Department of Human Services  
Influenza Pandemic Definitions (HHS) 

 

WHO 2005 Influenza Pandemic Phases  WHO 2009 Influe nza Pandemic Phases  US HHS Pandemic Stages 

Interpandemic period 

 

 Predominantly Animal Infections; Few 
Human Infections 

 Interpandemic period 

 

Phase 1 : No new influenza virus subtypes have been 
detected in humans. An influenza virus subtype that 
has caused human infection may be present in 
animals. If present in animals, risk of human infection 
or disease is considered to be low. 

 Phase 1: No animal influenza viruses 
circulating among animals have been 
reported to cause infection in humans  

 Stage 0:  New domestic animal 
outbreak in at-risk country 

 

Phase 2 : No new influenza virus subtypes have been 
detected in humans. However, a circulating animal 
influenza virus subtype poses a substantial risk of 
human disease. 

Minimize the risk of transmission to humans; detect 
and report such transmission rapidly if it occurs. 

 Phase 2:  An animal influenza virus 
circulating in domesticated or wild animals is 
known to have caused infection in humans 
and is therefore considered a specific 
potential pandemic threat. 

  

Pandemic alert period   Pandemic alert period 

Phase 3 : Human infection(s) with a new subtype, but 
no human-to-human spread, or at most rare 
instances of spread to a close contact. 

Ensure rapid characterization of the new virus 
subtype and early detection, notification and 
response to additional cases. 

 

 

 

 

 Phase 3:  An animal or human –animal 
influenza reassortant virus has caused 
sporadic cases or small clusters of disease 
in people, but has not resulted in human-to-
human transmission sufficient to sustain 
community-level outbreaks.  

 Stage 0:  New domestic animal 
outbreak in at-risk country 

  Stage 1:  Suspected human 
outbreak overseas 

  Stage 2:  Confirmed human 
outbreak overseas 

 

 
 Sustained Human to Human 

Transmission  
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Phase 4 : Small cluster(s) with limited human-to-
human transmission but spread is highly localized, 
suggesting that the virus is not well adapted to 
humans. 

 Phase 4:  Human to human transmission of 
an animal or human –animal influenza 
reassortant virus able to sustain community- 
level outbreaks has been verified.  

  

 

Phase 5 : Larger cluster(s) but human-to-human 
spread still localized, suggesting that the virus is 
becoming increasingly better adapted to humans, but 
may not yet be fully transmissible (substantial 
pandemic risk). 

 Widespread Human Infection  

 Phase 5:  The same identified virus has 
caused community level outbreaks in two or 
more countries in one WHO region. 

 

Pandemic period   Pandemic period 

Phase 6 : Pandemic: increased and sustained 
transmission in general population. 

 Phase 6:  In addition to criteria defined in 
Phase 5, the same virus has caused 
sustained community- level outbreaks in at 
least one other country in another WHO 
region.  

 

 

 Stage 3:  Widespread human 
outbreaks in multiple countries 

  Stage 4:  First human case in 
North America 

 

  Stage 5:  Spread throughout 
U.S. 

 

  Stage 6: Recovery and 
preparation for subsequent 
waves 

______________________________ 
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