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Health Care in Colombia, c. 1920-C.1950:
A Preliminary Analysis

Health care is seldom studied by historians of contemporary Latin America.
Issues of death and disease have been the subject of both fruitful debate and
fruitless polemic among students of the colonial period.1 Most research into
Colombian health care in the twentieth century has been conducted by social
scientists and public health specialists with very specific foci: social
anthropologists have investigated such themes as indigenous healing and
curing practices among Amerindians and the beliefs and attitudes of ruralurban migrants regarding illness and disease;2 economists have enquired into
topics such as the fiscal ramifications of institutional provision and the impact
of the debt crises and adjustment programmes upon the size, distribution and
efficacy of health spending;3 and public health specialists have pioneered
studies of subjects ranging from the extension of primary health care in the
countryside and the urban slums and shanty-towns to parasitical diseases
among children in zones of tropical agriculture and the problems of the
elderly.4 These writings have done much to enrich understanding, but have
been conspicuous for two omissions which the contemporary historian can
help to rectify. One is an'integrated view of health care, relating processes
at the national level to external influences and central initiative to regional
and local variations; the other is a long-term perspective that is sensitive to
the cumulative significance of small shifts, both advances and reversals.5
The aim of this project is to examine the period from c. 1920 to the late
1980s, placing transitions in health care within their political, socio-economic
and demographic framework. This project would be unmanageable in
countries of the size and complexity of Brazil and Mexico, but is feasible in
a country of intermediate rank like Colombia.6 The objective of this
preliminary paper is to outline themes that merit close examination for the
decades between c. 1920 and c. 1950. The author has, however, departed
from his prescribed period more often than he might prefer, because this is
a subject upon which some themes can be rendered intelligible only by
reference to earlier experience.
Periodisation is especially difficult in the study of this subject. No sharp
chronological subdivisions that give shape and interpretative value to
historical analysis can be identified in health care. Sequences of small,
sometimes significant shifts, punctuated by reversals, can be observed. Few
of these were nationwide in impact. Thus the choice of the years c. 1920 - c.
1950 is to some extent arbitrary, though it is more than a matter of mere
chronological convenience. During these decades there was growing

confidence in Colombia that, in spite of the crises of the World Depression,
the Second World War and la violencia, problems of disease could be more
effectively combated. The state was acquiring greater competence; and
Colombia enjoyed continuous civilian rule. Major advances were taking place
in 'tropical' medicine, and the numbers of qualified medical and paramedical
personnel were rising significantly. The range and quality of advice from
international agencies, both philanthropic and official, expanded
considerably. Articulate elements in the middle class and organised labour
were alert to the desirability of both an active policy in public hygiene and
sanitation and education in health and nutrition. Meanwhile, Colombia, a
Latin American latecomer to insertion within the international economy,
enjoyed from the early 1920s the advantages and disadvantages of an
increasingly thorough incorporation via the coffee export sector. In the realm
of health, these were seen in trends to modernise professional education and
practice, especially through the exposure of individuals to specialist study
abroad; in an emphasis upon improving sanitary conditions, notably in the sea
and river ports, that was intended to remove obstacles to movements in
international trade; and in the first campaigns to control disease like tropical
anaemia (uncinariasis - hookworm) that reduced the quality of life and the
productivity of the workforce.
By about 1950 Colombia was irreversibly inserted into the world economy.
Several transitions were occurring simultaneously. An overwhelmingly rural
country was soon to become mainly urban. A sparsely populated country
where entrepreneurs lamented a labour scarcity was about to experience the
'demographic explosion'. (It should be added that in 1950 there was hardly
a premonition of the impending population explosion, even less a precise
apprehension of its gravity.) Patterns of mortality and morbidity were
altering significantly. Whereas in the 1920s diseases associated with infancy,
childhood and malnutrition constituted a permanent scourge in all regions,
and 'tropical' diseases that killed, maimed and debilitated were either
endemic or recurrently epidemic in the lowlands, by 1950 the epidemiological
profile was even more complex than before. On the one hand, urbanisation,
industrialisation, the beginnings of modern agribusiness, new patterns of
internal migration and the opening up and consolidation of new rural frontiers
gave rise to unforeseen environmental and occupational hazards and diseases.
On the other hand, economic growth financed a significant expansion of
incomes and improvements in nutrition and sanitation that extended life
expectancy. The mortality profile adapted correspondingly to include
chronic, degenerative and cardiovascular conditions principally among the
steadily growing elderly population. At mid-century Colombians were
experiencing the genesis of a modern social security system, the impact of
incipient transnational pharmaceutical enterprise and changes in patterns of
.social stratification that had profound consequences for popular expectations
regarding family size, the quality of life and the possibility of reaching an old
age.

Recent historiography of social policy, especially in the spheres of
primary, secondary and technical education, has drawn attention to the
fragmentation of social policy and the extent to which policy was determined
by crisis management.7 Health care was no exception to the generalisation
that after 1930 a pragmatic openness to experimentation and continuity in
policy were vitiated by personnel changes which hampered the evolution of
carefully formulated policy. A formal commitment to a broadening of the
social responsibilities of the state was written into the amended constitution
of 1936, was enshrined in progressive legislation in areas like minimum
standards of hygiene and safety at the workplace, and was later embodied in
agreements with international organisations such as the ILO. 8 Yet recurring
political and fiscal crises and a high turnover of social policy ministers often
narrowed the scope of initiative to the implementation of the modest pet
projects of senior personnel; and in important areas routine bureaucratic
practice prevailed. In many respects, especially at departmental level, the
state in health care was, as elsewhere, the junior partner of private and
philanthropic initiative; in some spheres it was the referee and arbiter,
establishing norms and dispensing advice; in few was the state decisive. Thus
leadership was delegated to professional leaders, to Catholic and secular
charitable organisations which operated hospitals and orphanages, to
progressive enterprises owned by foreigners and nationals which undertook
experiments in company-administered health care provision, and to external
agencies, like the International Health Board (IHB) of the Rockefeller
Foundation. From the 1920s the IHB undertook campaigns against
specifically 'targeted' diseases and encouraged the modernisation of public
health laboratories to manufacture serums and vaccines. In the 1940s it
helped to found the first professional nursing school.
Private consultancy enjoyed more prestige than public hygiene and
sanitation; medical education in the public sector trained graduate doctors for
private consultancy and specialist surgery; and legislative changes in
professional training and practice were often the consequence of private
pressures to enhance professional esteem. By interest, education, family and
connection the professional elite in medicine formed part of a relatively
unified propertied elite which opted for civilian rule and gradualism, and
which assured the partial satisfaction of the ambitions of intermediate social
strata while aiming to contain and, at intervals, to suppress the demands of
the peasantry and urban and rural labour. The medical establishment put up
few obstacles to the professionalisation of pharmacy, nursing and sanitary
engineering, so long as its own interests and prestige were not jeopardised.
Pragmatic in their approach to policy, professional leaders encouraged
enlightened experiments where these enhanced their reputation and could be
argued to be in the public interest. Professional leaders publicly lamented the
low priority attached to health policy. Only during crises - epidemics, war
against Peru and insurrection (the bogotazo of 9 April 1948) - did health
issues temporarily acquire a high priority. Crisis revealed the urgency of an

administrative overhaul that could not be undertaken while resources were
overstretched by the crisis itself. A professional awareness of the gravity of
inherited problems was not matched by the political will and competence or
the funds to confront them.
The nature of popular pressures is still unclear: how far popular classes
opting for the attention of popular practitioners resisted the influences of
more and more medical and paramedical professionals on the grounds that
they formed part of a pattern of advancing elite domination that disrupted
popular culture; how far the popular classes accommodated change from
above where it occurred, mainly in the cities; and how far they pressed in
their own interests for change to be accelerated and access to its benefits
made more general. Prima facie evidence suggests some shifts between these
positions that was consistent with a growth in awareness of the benefits of
'modern' health care combined with a defensive adherence to tested methods.
The pattern of change in health care was thus consonant with other broader
patterns in Colombia. Before the 1960s there was little expectation of radical
change and more experience of slow improvements punctuated by frustrating
setbacks.
This paper places a particular stress on the role of the state and the
evolution of the medical and, to a lesser extent, the paramedical professions.
It is written on three assumptions. First, the evolution of health care is to be
understood in terms of the relationship between domestic change and external
pressures, between the private, philanthropic and public sectors, and between
those processes specific to the health care sector and those (like incomes and
growth) exogenous to it. Secondly, comparative data from other countries,
both 'developed' and 'underdeveloped', is useful to clarify some aspects of
an unfamiliar subject. Thirdly, nothing is to be gained from a re-cycling of
the ageing polemic played out in other areas of the historiography between
the champions of the study of 'great men' and scientific breakthroughs and
the advocates of the study of the connections between the health care sector
and its broader political and socio-economic environment. The range of data
available for health care changes significantly over the three decades
considered here. In the early 1920s statistical data, even basic indicators for
mortality and morbidity, were sparse and unreliable. By the early 1950s there
was a clear sense within central government that impressionistic evidence was
insufficient to formulate effective policy, and some effort was made to collect
and generate data based on the first 'modern' censuses of 1938 and 1951.
Qualitative data, some of which is used here, is accessible in public
legislation, policy documents (both national and departmental), professional
periodicals and other specialist publications, the reports of international
agencies, the press and elsewhere. Some of the writings of the minority of
physicians who pursue the history of medicine as an amateur interest are
useful. Various of the participants in the processes of the 1930s and 1940s
remain alive and available for interview.

Disease and the Epidemiological Profile
During the nineteenth century disease impeded the consolidation of the
national market and political integration. Endemic and recurrent disease in
the lowlands posed obstacles to introducing transport improvements and also
to travelling by existing routes. Disease deterred immigration from overseas
and internal migrations, especially between the relatively salubrious uplands
and the disease-ridden lowlands. (Indeed, modern epidemiological theory
indicates that adults moving to a new disease environment suffer a lack of
immunities.) The complexity of the Colombian topography was parallelled
by the complexity of her epidemiological profile. Given the lack of
salubriousness of the environment, epidemic was commonplace in the
nineteenth century but tended also to be localised and therefore containable.
From the 1880s and 1890s Colombian medical practitioners shared in a
growth of international knowledge of preventive hygienic measures that were
practical in the struggle against particular diseases.
In the present state of research no confident statistical picture of epidemics
and mortality for the 1920s can be supplied. Yellow fever, which, according
to Humboldt, appeared at all altitudes below 2,500 feet, posed grave
problems.9 Outbreaks of epidemic proportions had been recorded in the
Caribbean coast region since the eighteenth century: in Cartagena in 1804 and
again in 1815, in Barranquilla in 1871, and in Cienaga and Riohacha in 1904.
The last cases of the illness were recorded in 1906 in Santa Marta and in
1912 in Cartagena and Barranquilla. In the last quarter of the nineteenth
century yellow fever had posed a serious obstacle to the French inter-oceanic
canal project in the Panamanian isthmus (before the secession, with US
backing, of Panama from Colombia). The growth of river traffic in the
Magdalena Valley and the beginnings of new settlements associated with
tobacco cultivation provided scope for several outbreaks of yellow fever in
the interior lowlands: in Honda and Ambalema (1823), Mompos (1856),
Girardot (1865), Penaliza (1866), Espinal (1880), Tocaima (1884) and
Guaduas (1885). Other epidemics occurred in the north-east, near the
Venezuelan frontier, in the Valley of Cucuta between 1880 and 1888. Five
municipalities of Santander, including Bucaramanga, were subject to an
epidemic between 1910 and 1912. Experience in the British Caribbean
colonies indicated the difficulties of escaping from yellow fever: some of the
British troops who took refuge from an epidemic in Jamaica in 1867-8 by
moving to the hill stations carried the virus in their blood, where it lived
perfectly well as long as the temperature remained above freezing.10
Mosquito-borne transmission of yellow fever was established in 1881 by
the Cuban medical scientist, Carlos Finlay. The vector Aedes aegypti that
transmitted infection in urban environments, inhabiting housing and
incubating in stagnant water, had flourished in the confusion of the Second

Cuban War of Independence (1895-8). Thus the Yellow Fever Commission
in Havana during the first US occupation (1898-1902) pioneered campaigning
measures to control the vector of the Aedes aegypti. Aiming to protect US
military and civilian personnel, to attract US investment and trade, to placate
Cuban critics of the occupation regime and to forestall the spread of epidemic
yellow fever by ship to the ports of North America, the Yellow Fever
Commission applied its measures so rigorously that not one case was
recorded in Cuba in 1902.11 In 1923 practices well tried in Cuba, Panama,
New Orleans and elsewhere were applied in Colombia as a second epidemic
caused loss of life in Bucaramanga. The last urban epidemic in Colombia
occurred in 1929 in El Socorro, Santander, with 34 deaths among 150
recorded cases in an urban population of about six thousand.12 Urban yellow
fever ceased to be a scourge.
Smallpox was another major killer. It was subject to classic epidemic
swings, by which one generation which survived an epidemic enjoyed a
degree of immunity not shared by the next generation which in turn was
victim to the reappearance of the disease. In spite of the gravity of the
smallpox epidemic of 1803-5 the first moves to confront it had met with both
political resistance on financial grounds from the Cabildo of Santa Fe de
Bogota and popular indifference, problems that were exacerbated by a
problem of damaged vaccine that made innoculation rather than vaccination
necessary.13
The humid isothermal lowlands proved an ideal medium for the
propagation of malaria, which prospered when flooding occurred and
mosquitoes proliferated. The greatest virulence of malaria was recorded after
the draining of forests. Recurrent flooding meant a recurrent problem of
malaria among the populations of mixed race in Uraba, the Magdalena and
Cauca Valleys, the Guajira Indians and, especially, the poor blacks of the
Atrato Valley. According to James J. Parsons, the Antioqueno homesteaders
of the late nineteenth century on the Caldas and Tolima frontier
acknowledged the risk of malaria in the lowlands by building new settlements
in high, well-ventilated ridge sites generally at an altitude above the
anopheles belt.14 Tackling malaria was exceptionally difficult. On the one
hand, Colombia enjoyed easy access to supplies of the established
prophylaxis against malaria, quinine, which Joseph Pelletier and Joseph
Caventou had isolated, with other antimalarial alkaloids, from cinchona bark
in 1820. (They had also isolated emetine from the Brazilian root, the
ipecacuanha, which was extensively used as an emetic and, in modified form,
as an antidysenteric.) On the other hand, mosquito control by drainage of
swamps, the clearing of undergrowth, the protection of water deposits and
the spreading of larvicides over stagnant water was a costly and
administratively complex matter which involved several distinct regions.
Gradually foreign and upper class travellers became accustomed to the use
of mosquito nets and screened accommodation along the lines introduced by

the US occupation forces in Cuba, Puerto Rico and Panama; and they became
careful to choose mosquito-free sleeping quarters. Yet campaigns against the
anopheline genus (undertaken in Colombia in particular in the mid-1930s) had
none of the permanent success of the campaign against urban yellow fever.
Hookworm, an iron-deficiency anaemia, was the main intestinal parasitical
disease associated with the coffee-producing zones. Poor sanitary conditions
- usually the complete absence of modern lavatories - and rotting pulp from
coffee berries contributed to infection. Larvae penetrated the bloodstream
through uncovered hands and the shoeless feet of workers and their children,
giving rise to permanent lesions, blisters and sores along with swellings of
the legs. Intestinal parasites were little tackled by 1920, not least because
they caused few deaths perse. Their greatest impact was in debilitating rural
populations, reducing their capacity for work and their quality of life, and
weakening them so as to increase their vulnerability to killer diseases. A high
incidence of intestinal parasites was not surprising, given the proportion of
rural homes with dirtfloors.
Children were especially subject to mortality through gastrointestinal
diseases (diarrhoea, gastritis, enteritis) in coffee and non-coffee producing
areas of high bacteria counts caused by poor environmental sanitation, and
were especially vulnerable where they suffered malnutrition, in particular a
low protein intake. A stress on practices of breastfeeding and milk
pasteurisation which reduced risk was barely visible until the early 1920s.
Baby and infant mortality from tetanus neonatorum caused by umbilical
sepsis resulting from the custom of placing cowdung on the healing umbilical
scar was widespread. It was perhaps reduced by the slow expansion of
hospitalisation for childbirth during the inter-war period.
Leprosy posed other problems. There was no evidence that it was a major
killer; but there persisted the attitude founded in biblical precedent that
leprosy constituted a divine punishment. The exponents of this orthodoxy
demanded the segregation of lepers to colonies remote from the remainder of
society, including the victims of other diseases. Thus leper colonies were
founded at Agua de Dios in Tolima (1870), Contratacion in Santander and
Cano de Loro near Cartagena. At Agua de Dios lepers were attended from
1891 by Italian and Dutch Salesians, and also by nuns from the orders of La
Presentation and the Sacred Heart. The colonies were supported by the
charitable societies of St. Lazarus. Enlightened members of the Academia
Nacional de Medicina argued strongly in 1892 against official proposals to
create a leper colony on the deserted island of Coiba off the Panamanian
coast, and in 1928 argued again that the obligatory isolation of leprosy
victims in three colonies was deplorable. Lepers, they contended, should be
placed at liberty, enjoying access to a dispensary in an isolation hospital at
Bogota, which would also serve as a centre for the study of Hansen's
bacillus. But enlightened academicians who believed that the aim of policy

should be the reintegration of sufferers from leprosy into society, not
punitive ostracism and cruel outcast treatment, were defeated by public
opinion and private interests in spite of the burden upon the exchequer
represented by the colonies.15
Other diseases, notably venereal diseases and tuberculosis, were associated
with steady urbanisation in the early decades of the twentieth century and, in
the case of tuberculosis, poor nutrition from childhood, and overcrowding
and lack of cleanliness at home and the workplace. A lack of vigilance
regarding tuberculosis was always a risk, since it was still commonly
believed by physicians that tuberculosis was less deadly in the tropics than in
Europe. Typhoid posed great problems, which were slowly overcome by
modern sanitary engineering in the cities. But in the absence of sanitary
knowledge regarding the disposal of human excrement and the washing of
clothes, drinking water was frequently fouled. Consumption of filthy water
was probably the most common cause of infection in some coffee
municipalities.
Colombians suffered too from diseases known to the New World that had
proved unexportable to the Old: verruga peruana (often known in the
English-speaking world by its Spanish name but otherwise referred to as
bartonellosis), whose main symptoms were great ulcers, which was known
only in Peru, Colombia and Ecuador; oroya fever, which strikes only in
Andean countries; Chagas' disease, which can sometimes be fatal; and the
skin disease, pinta, which, according to Crosby, has never crossed oceans,
unless it is considered as merely another form of treponematosis.16
Death from infectious diseases was commonplace and only slowly
displaced by a trend towards death by degenerative diseases. After 1945, as
incomes rose and urbanisation took place on a massive scale, the volume of
food staples expanded and the quality of diet tended to improve. Significant
improvements in housing and sanitation occurred, along with an expansion
in access to a steadily growing range of modern medicines and public health
facilities. Life expectancy rose as higher literacy rates and more frequent
health education campaigns made an impact. At the same time more
efficacious disease-fighting measures were applied. And a better popular
appreciation of the causes and consequences of such infectious and
communicable diseases as measles and whooping cough was acknowledged.

