The Politics of Public Health: Medical
Inspection and School Nursing
in Vermont, 1910-1923

Since its establishment in 1886, the
Vermont State Board of Health had
gradually expanded its visibility as its
leaders sought to bring new practices in
sanitation and disease control to Vermont
communities, but relations between state
officials and local health officers and
selectmen were strained at best.

By MARILYN S. BLACKWELL

n November 1916 the school nurse in Springfield, Vermont, alerted

nursing supervisor Anna L. Davis of the Brattleboro Mutual Aid

Association about an outbreak of diphtheria in local schools. Five
“carriers” had been discovered and reported to the state board of health,
whose director promptly ordered the local health officer to quarantine
the families involved. “Here is where the trouble began,” Davis con-
cluded. Health officer B. A. Chapman delegated the quarantine proce-
dure to the school nurse, instructing her to send the “carriers” to the
“school house for cultures to be taken.” Outraged at his lack of concern
about contagion, Davis fumed about families who either failed to com-
ply or sent their children to the school building, where they were “hang-
ing about all morning.” Moreover, Chapman, who should have known
that the nurse lacked authority to quarantine, insisted that he “hadn’t
time to attend to these cases.” Yet, she noted, “The reason he was ap-
pointed health officer was the fact that he had almost no practice.”
Davis notified an official from the state board of health, who “put the
carriers under strict quarantine and read the law to our local officer.”
With confidence that they would “stamp out the disease,” Davis and the
school nurse began checking school absentees and watching “the Polish
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families that will not report cases.” Extending her supervision, she
urged local doctors to “agree on a prescription for Pink eye,” while the
school nurse prodded the state officer to investigate a tenement with a
broken sewage system that Chapman had ignored. Recognizing the
benefits of the state’s “authoritative backing,” Davis arranged to report
her findings directly to state officials in the future.!

Anna Davis’s crusade as a public health worker in the 1910s en-
snared her in the struggle between state regulators and local health and
education officials in Vermont. Since its establishment in 1886, the Ver-
mont State Board of Health had gradually expanded its visibility as its
leaders sought to bring new practices in sanitation and disease control
to Vermont communities, but relations between state officials and local
health officers and selectmen were strained at best. State health regula-
tions held the potential to increase local taxes and reduce local control
over community affairs. The campaign to persuade Vermont lawmakers
of dangers to the public health had succeeded when it paralleled other
areas of incipient state authority or provided financial benefits to ensure
cooperation from small towns. Dairymen seeking to protect their prod-
ucts, for example, reluctantly submitted to quarantining and testing for
bovine tuberculosis as long as the state reimbursed them for diseased
animals.? The movement to consolidate and standardize neighborhood
schools eventually resulted in regulation of the condition of public
school buildings, but only after Vermont’s Republican and small-town-
dominated legislature had eased local burdens with a statewide school
tax in 1890. These economic incentives alleviated rural poverty while
expanding state supervision.> Improved curriculum and facilities in re-
turn for state aid seemed a fair bargain, but state supervision over the
health of school children was another matter.

By the 1910s members of the state health board hoped to mandate
medical inspection of school children as a disease control measure. The
issue not only raised the question of state versus local supervision over
contagious disease, but also threatened to impose the authority of health
experts over both teachers and parents to ensure the well-being of chil-
dren. Just as children became the focus of both school and social wel-
fare reformers, who believed expansion of state supervision would stan-
dardize educational opportunity and help alleviate poverty, public
health advocates began experimenting with disease prevention methods
to stem epidemics and reduce infant mortality. As one of several mea-
sures to manage contagious disease, medical inspection in urban school
districts had proved beneficial in uncovering physical problems of chil-
dren and preventing ill health through early detection. The movement
signaled an expansion of government responsibility for children.* If



Vermont lawmakers could muster the resources and the political will to
ameliorate rural poverty through educational improvements, could they
extend those efforts through public health initiatives? Health reformers,
school directors, teachers, health officers, doctors, and parents all held a
stake in the outcome. As a representative of the new breed of experts
seeking to improve rural life, Anna Davis entered this contested terrain
as she began supervising the health of Vermont school children.

This article examines the struggle over medical inspection in Ver-
mont as a case study in the development of public health during the
Progressive period. In contrast to the experience of northeastern cities,
where public health nurses ensured the success of medical inspection in
schools, the Vermont story provides an example of the limitations of
public health provision.’> The issue reveals how new professionals—
doctors, nurses, educators, social welfare reformers—and politically
active women attempted to influence Vermont’s politics of local con-
trol. Disagreement among advocates about who should supervise and
implement a state-funded system limited their effectiveness in design-
ing the program and securing adequate funding and personnel. As a re-
sult, medical inspection succumbed to the rising opposition of private
physicians, who tapped local fears about big government in an effort to
maintain authority over health care services. Rather than preventing ill
health and alleviating rural poverty, this experiment in public health
appeared to confirm the inadequacy of state supervision and resulted
in a disparity between children’s health services in rural areas and
larger towns.

THE EXPANDING AUTHORITY OF THE VERMONT
STATE BOARD OF HEALTH

Despite continual challenges to its authority, by 1915 the Vermont
State Board of Health had transformed its role from educational and ad-
visory to regulatory. That year the state ranked ninth among forty-eight
states on a set of “new public health” standards established by the
American Medical Association.’ The achievement was substantial given
the state’s lackadaisical effort in public health during the heyday of
urban sanitary reform in the late nineteenth century.” Vermont lawmak-
ers had left responsibility for public health solely in the hands of local
selectmen, who acted as a local health board to regulate public nui-
sances, quarantine smallpox victims, and provide medical care for the
poor, all of which were limited by a dearth of funds and the local biases
that typically afflicted town government. Little changed in 1886 when
the threat of a statewide smallpox epidemic and the tireless efforts of
physician Henry D. Holton resulted in the creation of the three-member
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state health board, whose powers were largely advisory. In 1892, when
the state board gained the power to appoint local health officers, select-
men continued to submit nominees and retained control over disease
prevention in each town. This divided authority resulted in continual
tension between state and local officials, for it was unclear whether
health officers could act on their own or needed approval of the select-
men.® The real boost to state authority came in 1898 when Holton
helped establish the Laboratory of Hygiene, which eventually gained
support from state legislators. In 1900 the health board attained author-
ity to test “water supplies, milk, and all food products” and examine
“cases and suspected cases of diphtheria, typhoid fever, tuberculosis,
malaria,” and other contagious disease.’ With science on their side, Ver-
mont’s health reformers set out to clean up the state and prevent the
spread of contagious disease.

Physicians Henry D. Holton of Brattleboro and Charles S. Caverly of
Rutland led the effort to bring the “new public health” to Vermont com-
munities. As adherents of preventive medicine, they educated members
of the Vermont Medical Society and local health officers about germ



theory, which had transformed the national public health movement.!
Using their scientific knowledge of bacterial infection, they extended
the authority of the board of health and carved out an important role for
physicians in the state. Holton, who had persevered for fourteen years
in the creation of the state board, brought his experience as president of
the American Public Health Association in 1901 and his contacts with
members of state and national medical societies to his crusade in Ver-
mont. Born in Saxtons River in 1838 and graduated from New York
University, Holton practiced in Brattleboro but spent much of his en-
ergy as a public servant. He became a member of the Vermont State
Board of Health in 1896 and served as executive secretary from 1900 to
1912.1 In this role and until his death in 1917, Holton, whose bound-
less zeal and optimism in the face of contamination and disease were
legendary, condemned deficient public water supplies and sewage sys-
tems. In the face of considerable resistance, he intensified his scrutiny
of public buildings and intervened in local epidemics, to the consterna-
tion of civic leaders. In 1908, for example, frustrated by Holton’s quar-
antine procedures during a smallpox epidemic, the editor of the Brattle-
boro Reformer repeated claims voiced in the Burlington press that the
doctor had recently “yanked Burlington by the tail” over water regula-
tions and was “holding up the entire state by the tail to keep it out of the
bog.” Rarely deterred by this sort of criticism, Holton even described
himself as an “outrageous sort of a man” who would “prosecute” health
officers “for not attending to [their] duty.” With the support of the Ver-
mont Supreme Court, which affirmed the board’s authority to “protect
the public against disease,” Holton expanded his crusade.?

Like others in the public health movement, both Holton and Caverly
increasingly focused on the “carriers” of disease as they began to un-
derstand the dynamics of contamination. Caverly, who served as presi-
dent of the state board from 1891 until his death in 1918, remained a
step removed from local health problems but deeply involved in the de-
velopment of disease control methods. With a career as impressive as
Holton’s, Caverly became renowned for his research tracking polio epi-
demics and investigating methods of controlling both polio and tuber-
culosis.'® By the mid-1910s the emphasis on disinfection and building
inspection was slowly giving way to personal cleanliness and medical
asepsis as the hallmarks of good public health practice.'*

But Holton and Caverly also contended with a diversity of opinion
among medical doctors in the state. Many physicians, not only in rural
Vermont but elsewhere in the nation, were slow to adopt the new public
health. Tension between adherents of modern therapeutics and advo-
cates of alternative medical practice, particularly homeopathy, persisted



into the early twentieth century. Only half the doctors in the state were
members of the Vermont Medical Society and likely to follow its lead-
ership. Moreover, while the spread of scientific medicine and expansion
of public health programs elevated the status of leading physicians in
the state who gained government backing, the movement also threat-
ened to erode the private medical practices of local doctors struggling
to make a living in small communities around the state. By replacing
doctors’ prerogatives to determine health practice and disease treatment
with government-funded services, from vaccination and quarantines to
tuberculosis clinics and sanatoriums, public health provision split the
ranks of a contentious profession.!

FroM SCHOOLHOUSES TO ScHOOL CHILDREN

Even as Holton held tenuous leadership among doctors, he sought the
cooperation of state school officials. In his attempt to “protect the
people from sources of sickness,” Holton increasingly targeted school-
houses, not only for their unsanitary facilities but also as the location of
the spread of childhood diseases.!® After gaining authority to inspect
and regulate school buildings in the first decade of the century, Holton
ordered local school directors to close antiquated buildings and relocate
schools until improvements were completed. The process relied upon
investigations by the sanitary engineer, who tested water samples and
inspected plumbing, and cooperation from Vermont’s new school su-
perintendents.!” In this way, Holton hoped to circumvent lax health of-
ficers and erode local resistance to improving school buildings, but it
was a slow, painstaking process.

While school directors procrastinated in the face of Holton’s building
regulations, measures to control contagious disease among school chil-
dren pitted health officers against local school administrators and other
community members. Both Holton and Caverly repeatedly complained
that local health officers failed to report cases of contagious disease, es-
pecially tuberculosis, and to properly quarantine families. Local health
officers, many of whom were not doctors, held no authority over chil-
dren unless they were identified with contagious disease. As one officer
noted, making “a good cleaning up” was “not a difficult matter” in diph-
theria cases, but “when you have whooping cough, measles, chicken pox,
cold, sore eyes and lice it is much more difficult to do anything with
them.”'® School administrators had gained modest oversight of pupils’
health in 1904, when legislators mandated yearly eye and ear exams for
students using testing methods supplied by the state board of health.!”
With the goal of discovering physical problems that prevented children
from normal progress in learning, these exams, usually performed by



teachers, were hardly satisfactory to Holton and other experts in public
health. In 1907 he complained about incomplete and slow reporting and
noted that of the 40,296 children examined 32 percent were found to be
“defective,” an indication of the poor health of children in the state and
the need for better methods of investigation.?? Moreover, as Randolph’s
health officer noted, teachers resisted supervising children’s health be-
cause they “dislike to have the number of their scholars cut down.” An-
other officer reaped “the everlasting displeasure” of a school teacher
“for making her lose her work” when he had to close a school after
whooping cough spread from the school commissioner’s children to
other students.?! Health officers faced resistance not only from school
officials concerned about truancy but from parents as well. Quarantin-
ing a family might result in the loss of vital wages if parents were kept
from work. In larger commercial centers, widespread quarantines
threatened merchants who feared a decline in business from outlying
towns. Finally, selectmen chafed at paying state-mandated fees for dis-
ease reports and services of health officers, who billed towns for quar-
antine procedures.??

Clearly, Holton would have preferred that the health department su-
persede school authority over child health, an arrangement that existed
in many northeastern cities. There the threat of contagious disease had
allowed city health officials to implement medical inspection programs.
Responding to an outbreak of diphtheria in 1894, Boston health offi-
cials appointed fifty doctors to inspect children, and the New York
health department succeeded in instituting a similar effort employing
150 doctors in 1897. Initiated to stem deadly infectious disease, once in
place these examinations resulted in the discovery of less serious condi-
tions, i.e., trachoma, head lice, impetigo, ringworm, scabies, conjunc-
tivitis, and problems with sight and hearing. Reformers, who capital-
ized on public fears that immigrants harbored disease and the desire to
Americanize large numbers of immigrant children, began expanding
the programs to include hygiene education. But they ignited intense
controversy in immigrant neighborhoods. School administrators and
teachers resisted the exclusion of children from school; parents, espe-
cially mothers, feared the imposition of unknown doctors and other ex-
perts over their children’s health; and city physicians resented the use of
public funds for free medical care. In New York City immigrant parents
provoked a riot in 1906 when school doctors, hoping to improve access
to care, set up a school-based clinic to remove children’s adenoids en
masse. With the institution of school nurses at the behest of health re-
former Lillian Wald, tensions surrounding the program diminished.??
Wald, who championed state intervention on behalf of children as “a



natural development of ideas held by the founders of the republic,” be-
lieved that both the school and the home shouldered the responsibility
for producing good citizens, including their physical health. Nurses
could effectively keep children in school by treating minor problems,
ensuring that sick children were treated at city dispensaries, and in-
structing parents in child hygiene. One of New York City’s 650 public
health nurses described her role as “the principal’s first assistant, the
home health visitor, . . . the mother’s friend and advisor, and in some
communities . . . the truant officer as well.”*

In Vermont, Holton gave little consideration to nurses’ abilities to
mediate conflicts over school medical inspection as he began his effort
to replace female teachers as examiners with more highly trained male
physicians. He invited a public health expert from Massachusetts,
where school directors appointed and funded school doctors, to address
health officers in 1910, and probably persuaded Brattleboro’s represent-
ative in the Vermont legislature to introduce a bill enabling medical in-
spection. Passed with little debate because it was not a mandate, the law
and subsequent regulations carefully avoided conflicts with private
practice by prohibiting inspectors from prescribing treatment and re-
quiring parental notification and referrals to family physicians. By
1914, however, only eleven towns had voted to institute medical inspec-
tion; at least eighteen had turned it down.?

In Brattleboro voters readily endorsed the concept because local
women had raised awareness of public health threats and a local charity
agreed to fund the program. But the experiment was hardly what Hol-
ton had envisioned. Members of the Brattleboro Woman’s Club had fo-
cused on tuberculosis prevention and opened the state’s first tuberculosis
camp for open-air treatment in 1909. The Brattleboro Mutual Aid Asso-
ciation (BMAA), a health service organization run by local women and
largely funded by the Thomas Thompson Trust, had provided visiting
nurses and nurse attendants for poor and low-income patients since
1907. Chief director of the Thompson Trust, Richards Merry Bradley of
Boston, who spearheaded the organization of the BMAA, was dedi-
cated to the idea that poverty could be alleviated through the judicious
use of relatively inexpensive nurses and nurse helpers.?® With the sup-
port of mothers in Brattleboro, in 1911 Bradley offered the use of the
BMAA'’s district nurse for the village school as an experiment in medi-
cal inspection. Noting that the town was too small to afford a full-time
doctor, he believed nurses could not only provide a preliminary diagno-
sis but also work with families to prevent infection from spreading. Two
years later school directors, one of whom was a doctor sympathetic
with Bradley’s views, justified the expense as a means to eliminate epi-
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demics. Other doctors, however, were divided on the issue. Contending
that nurses would have no authority under the state board of health and
it would be illegal to hire them, Holton insisted that the work remain
“in the hands of the medical profession alone.” Nonetheless, the village
school district hired a nurse in the belief that she would cause a “mini-
mum of friction” and jealousy among local doctors.”’ In a similar initia-
tive, leaders of the Burlington Visiting Nurse Association sent a nurse
into city schools in 1911; subsequently school directors appointed two
medical inspectors while nurses continued their service. After 1915
they were employed part time.?

By the mid-1910s the health of school children had also become a
priority for political activists in the Vermont branch of the General
Federation of Women’s Clubs (VFWC), who organized efforts to
strengthen the medical inspection law at the state level. Membership in
Vermont women’s clubs had grown dramatically since the organization
of the state branch in 1896; by 1915 fifty-two local women’s clubs
were affiliated with the state organization, which included 5,032 mem-
bers. Among the diverse activities of club members, civic improve-
ment, health, and education ranked high. Several clubs, including



those in Bellows Falls, St. Johnsbury, Barre, Windsor, Rutland, and
Montpelier, supported district nurses for their communities. Many
more worked to educate the populace about the spread of tuberculosis
and sold Christmas seals to support tuberculosis care. The legislative
committee of the state organization began lobbying about issues of
concern to women and children in 1903. As the state secretary noted in
1910, “while every true club woman pleads for better opportunities for
children, for pure food laws, and higher standards of right living, she
works for the same.”? Medical inspection addressed women’s twin
concerns for the health of children and improvement in local school
programs. After passage of the 1910 enabling act, the state board of
health and the Vermont Women Teachers’ Club urged members of the
VEFWC to help ensure local implementation. In 1913 leaders resolved
to work to “relieve physical defects, [and] educate the young for stron-
ger bodies and more wholesome living.” Senator David Conant of
Bradford, whose wife Mary served on the VFWC executive board, in-
troduced the organization’s compulsory medical inspection bill in
191530

Despite the progressive tenor of the 1915 legislature, the VFWC
medical inspection bill faced steep hurdles among lawmakers.
Weightier measures—comprehensive school reorganization, work-
men’s compensation, and the direct primary —dominated the session.
As drafted, the bill required school directors to appoint and fund
school physicians approved by the state board of health to examine
students, teachers, and janitors in all public, private, and parochial
schools, surpassing the former legislation both in the scope of inspec-
tions and the imposition of state authority over local school affairs
and taxing. Following the state health department’s leadership on the
issue, the VFWC had excluded the appointment of public health
nurses.’! Republican legislators showed little support for the new bill
and simply bolstered the 1910 law instead. The revision compelled
school directors to implement inspection after a positive local vote,
allowed parental discretion, and expanded the definition of medical
inspectors to include “licensed physicians or trained nurses.”?? Disap-
pointed at the results of their lobbying effort, a majority of VFWC
members continued to insist that “the matter should be under State
control,” while favoring “a physician to examine and a nurse to carry
out instructions.”3? Their alliance with public health leaders had failed
to overcome apathy about health threats and resistance to a state man-
date that might also impact parents’ control over children. Moreover,
their proposed bill clearly revealed the priority that women of the
VFWC placed on doctors’ expertise.



RICHARDS BRADLEY AND SCHOOL NURSING

Richards Bradley, on the other hand, delighted in the new legislation
providing for school nursing and began promoting the idea throughout
Vermont. Familiar with the national social welfare movement through
his contacts with Boston’s elite charity reformers, Bradley brought a
commitment to child health and poverty prevention to his crusade in
Vermont. With roots in Brattleboro but connections to the world of Bos-
ton Brahmins, Bradley was well positioned to apply experiments in
poverty prevention to the Vermont scene. Even as he operated a real es-
tate firm in the city, he dedicated much of his energy to his role as
trustee of the Thompson Trust and to health care improvements for poor
women.** Like many charity leaders, Bradley abhorred welfare hand-
outs; he hoped to substitute a corps of competent nurses and nurse
helpers that could prevent illness, address poor women’s problems, and
above all cut health expenses. After developing the home nursing orga-
nization in Brattleboro, he turned his attention to the school nurse,
whom he believed could provide a “full, sweeping drag-net piece of
continuing work™ in both school and home. A health investigator rather
than a dispenser of treatment, Bradley’s school nurse would not sup-
plant doctors but would act as a local coordinator between school,
health officer, and doctor. She could “cope with the vast body of obvi-
ous defects” and could “nip many of the epidemics in the bud,” Bradley
noted, and her “friendly relations” with families would “remedy home
conditions.”* With this broad-based approach, Bradley believed that
“self supporting parents” would accept disease prevention as a way to
get “the necessary health service for their children cheaply,” while the
poor would assume that nurse inspections were part of public education
“without the feeling of being pauperized.” “Proper medical and surgical
service for the cure of physical handicaps and defects would be avail-
able for all children,” he reasoned, “just as instruction is available for
the cure of ignorance.”*® For Bradley, school nursing was not just a
health program; it was a poverty prevention program using nurses to
provide health education and eliminate the need for more expensive
charity.

Bradley’s approach dovetailed nicely with the interests of the nurses
he brought to Brattleboro, female leaders of the BMAA, and to some
extent even members of the VFWC. These women’s groups were in-
creasingly exposed to the ideas of national social welfare leaders who
focused on protecting children as part of their effort to bolster the fam-
ily under the stress of industrialization and to promote state responsibil-
ity for social welfare. In her 1912 report, the superintendent of the



BMAA welcomed the organization of the U.S. Children’s Bureau, the
first federal department devoted to social welfare, with its focus on the
“right of the child to be well born.”*” Women of the VFWC often took
their lead in child protection work from the Children’s Bureau, whose
leaders focused on poverty, particularly rural poverty, as the root cause
of infant mortality. Capitalizing on sympathy for infants and children
among members of middle-class women’s clubs, leaders promoted
health and child-rearing programs for poor families and the use of pub-
lic health nurses. In an effort to redirect an emerging eugenic aspect of
the infant welfare movement, the U.S. Children’s Bureau encouraged
therapeutic health exams for babies. Experiments in school nursing
were connected to this movement as Lillian Wald, one of the originators
of the Children’s Bureau, championed the onset of “public control of
the physical condition of children.”*® Even though Bradley’s vision
of social welfare was somewhat less expansive, he collaborated effec-
tively with these women’s groups because he believed in preventive
health care to alleviate poverty and reform the poor. Appropriating their
focus on children and combining it with his own concern about conta-
gious disease, Bradley noted that “precautions and instructions” avail-
able to urban children were “almost entirely lacking to the children of
the country districts.” A nursing program in the schools, he insisted,
would reach parents with “knowledge of how to care for themselves” to
avoid “contagion and disease.”¥

With this in mind, Bradley launched his plan to develop school nurs-
ing as a means of coordinating the health delivery system, revitalizing
rural life, and sustaining the family. Hoping to repeat his success in
prodding Brattleboro school directors into action, he employed Anna L.
Davis, superintendent of the BMAA and school nurse in Brattleboro, to
oversee school nursing in Bellows Falls, Townshend, Springfield, White
River Jct., and St. Albans in 1916 and 1917. The village of Rockingham
passed school inspection because Bradley offered Thompson money to
pay the bill 4

Davis supervised the work with the energy and zeal of an ardent so-
cial worker as she employed medical diagnoses to eliminate poverty.
Finding fertile ground for “a wholesale cleaning up” of children’s im-
petigo, diphtheria, syphilis, and tooth decay, she examined pupils, pro-
vided instruction in hygiene and sanitary school rooms, and performed
“follow-up work in the families and organization for correcting de-
fects” Not confined to the schoolyard, Davis enlisted local women,
overseers of the poor, and reluctant health officers in her efforts to erad-
icate disease and “degenerates” from every town in her path and to “re-
construct families” in the process. Her report from St. Albans detailed



the way she extended her diagnosis beyond the physical condition of
school children and intervened in family life:

Miss Haynes our nurse . . . is going on with the routine examination of
children and I am tackling the problem in “the Blocks” an awful dis-
trict. Negroes and whites marry (or just live together) there. There
must be a score of degenerates and feeble minded in those old build-
ings. . . . This week we took a child with big T.B. abscess from school,
10 live in 2 rooms, father out of work, just back from prison. Got child
in Hospital, operated this A.M. Got city physician for sick baby, pneu-
monia. Got father a job in C.V.R.R. yards. Gave the ladies a job on
supplies for sick baby.*!

Not alone in her approach to health problems, Davis exemplified the
“elite corps of nurses” who brought the “gospel of health” to the poor in
an effort to conquer disease. As an extension of urban visiting nurse
work, school nursing provided a forum for teaching the benefits of sci-
entific medicine and “right living” through attention to child health.*?
Nurse Nina Rogers, who claimed responsibility for the health of 10,000
New York City children, taught young citizens “how to live that disease
may be avoided and health maintained”; she believed state intervention
would protect children from “parents who are careless, ignorant, or ne-
glectful of their children.”** For Davis, school nursing furnished access
to families who practiced the poor habits that she believed caused pov-
erty. Just as concerned about handouts as Bradley, Davis characterized
St. Albans as a “dumping ground for paupers” because a local benefac-
tor had given to the “poor with a lavish hand.” Not above taking matters
into her own hands, she stopped relief for one family and “personally
shipped” a drunken man to Burlington because, she explained, “he was
annoying one of my families.” “I gave him his choice,” she noted, “of
going with me to Police or R.R. station. He sensibly chose the latter.” In
this way Davis developed considerable autonomy in her profession, but
she also used her “friendly visiting scheme with the families” to force
commitments to state institutions that she believed were in children’s
best interest.*

More than a carrier of scientific knowledge, Davis brought all the
values of the white, native-born middle class with her even while she
helped prevent disease and relieve poverty in Vermont communities.
Her approach to the problem was broader than that of Holton or others
in the medical profession who sought to conquer disease through mod-
ern therapeutics. In her broad sweep, she doubtless failed to understand
ethnic or class differences in her efforts to aid the poor. As she identi-
fied disease “carriers,” Davis also stigmatized the sick poor; they were
deserving of medical care but also potentially dangerous. Like her



nineteenth-century predecessors, she disliked direct relief and coupled
her assistance with moral judgments that determined who was deserv-
ing and who was not. Yet she also brought improved health care to Ver-
mont communities, educated children and adults about sanitation, and
taught about modern health practices.

As she traveled around the state, Davis met with some success, espe-
cially among middle-class residents, some of whom cooperated in her
effort to improve children’s health and attack poverty. In Bellows Falls,
she encouraged the head of the woman’s club to form a charity organi-
zation and identified poor children for “the Young People’s Society of
each church, to sew for and clothe.” In St. Albans, Davis induced the
local woman’s club to develop a “loan closet” with supplies for the
school and district nurse. Not only did she rely on the “moral and finan-
cial support” of local women, but she also got backing from the mayor,
overseer of the poor, school officials, and railroad superintendent. After
a year’s work in St. Albans, the principal cut short his chapel services to
accommodate her hygiene talks. “So I am going to see how much I can
do for them,” she reported to Bradley, “I, to reconstruct families and get
their epileptics and feeble minded under care and they pay toll.” Thor-
oughly “delighted” with the dentists in Bellows Falls, she arranged to
have them “take the thirty children that we found with bad teeth, and
whose parents are unable to pay.” Meanwhile she encouraged Bradley
to expand the program, exclaiming, “these Vermonters ought to be most
grateful to you & the Fund for giving them this work.”*3

Even as she found support for her work, Davis also encountered con-
siderable resistance from health officers, parents, and some doctors. Re-
porting on one health officer’s inept efforts to combat impetigo, she la-
mented, “He has every authority to clean it up, yet he fumigates the
building.” As for most doctors, Davis found that on the one hand, they
were willing to let the nurse do the work because they could not “be
bothered with these children coming to their offices,” but on the other,
they “wanted to feel that they were working with her on the job.”46
Davis’s assessment may have accounted for the attitudes of some doc-
tors, while others resented nurses who were “offering [patients] for
nothing things that they ought to pay for”” Doctors were more con-
cerned about school nursing than other public health initiatives because
it threatened to erode their fee-for-service practices and relationships
with patients in the general population, not just among the poor.”’
Nurses and health officers also met “opposition on the part of the pub-
lic” to quarantines and other measures needed to prevent contagious
disease. Davis concluded from Townshend, Vermont, “the health officer
is mad about the whole business.”*® After prodding Springfield’s reluc-



tant health officer, she advised Bradley, “you plainly see the need of
authoritative backing.”#

To that end, Davis sought to expand the school nursing program by
gaining support from Vermont officials. Despite Holton’s resistance to
public health nurses and Davis’s excessive family intervention, in gen-
eral nurses’ willingness and ability to further his goals appeared greater
than that of health officers or some physicians, whom Bradley noted
were often “unable or unwilling to act.”*® Urging Bradley to seek public
backing for “a campaign of education that will reach the mass of
homes,” Davis hoped the Vermont Board of Education would establish
a department of hygiene to oversee school inspection and health educa-
tion. At the same time, the Vermont Tuberculosis Association, an arm of
the state board of health, was formulating a district health proposal to
provide public health nurses statewide.>! In 1917 Davis became trea-
surer of the Vermont Conference of Charities and Corrections, a coali-
tion of welfare reformers who had turned their attention to child ser-
vices, and she urged Bradley to address the conference about the school
nursing plan. The “physical health of the country child has fallen below
that of the city child,” he explained. As the practical answer to avoiding
conflicts among doctors, a school nurse could discover physical prob-
lems in children and stem epidemics. Advocating medical inspection in
every town, he reassured listeners that as an “advisor, friend and educa-
tor to both child and parent,” the nurse would simply make “recommen-
dations to the family” who would then consult a family physician. Ap-
pealing to widespread fears that Vermonters were falling behind a
nation full of immigrants, Bradley lamented that “the plain independent
people of our own kind” are neglected. For her part, Davis stressed the
need for hygiene instruction to reach parents through their children, and
follow-up work with parents at home. She highlighted mothers’ “lack
of knowledge” about the spread of epidemics, citing the case of a
woman of “average intelligence” who unknowingly sent her child to
school with measles.”> By emphasizing the importance of health educa-
tion for parents and the role of nurses in monitoring child health and
poor family conditions, Bradley and Davis presented the conference
with a means of saving children and the entire community. By mid-
1918, Bradley’s experiment in school nursing would reach twenty Ver-
mont towns outside Brattleboro at a cost of over eight thousand dollars
of Thompson Trust money.>

Meanwhile, the public climate favorable to child prevention work
had improved with the onset of World War I, spurring Bradley to use his
influence with state officials. But he knew it would take some persuad-
ing. “I do not think we shall get the state health and state school author-



ities together in good shape,” Bradley warned in early 1918, “until we
produce conditions of public opinion that will make for cooperation.”*
War recruiting, which uncovered the poor physical condition of young
men, reaffirmed the importance of child health, and Bradley argued that
this “widespread condition of physical deficiency” provided grounds
for state intervention. Believing that Vermonters would accept health
education more readily “through their educational system” than from
health officers, Bradley approached Vermont education officials. On his
recommendation, Commissioner of Education Milo Hillegas agreed to
establish a department of hygiene to oversee the school health program.
To secure the cooperation of the state board of health, Bradley offered
to fund the appointment of a doctor as head of the department who
would supervise a corps of nurses for school inspection and hygiene
instruction throughout the state.> The plan was designed to avoid
doctors’ jealousies at the local level, provide inexpensive medical in-
spection and hygiene education, and extend state authority without
increasing local taxes.

Leaders of the state board of health, however, who hoped to place
fully trained doctors in the schools, refused to cooperate with education
officials. Despite Bradley’s offer of $3,500 of Thompson funds, Charles
Dalton, who succeeded Henry Holton as secretary of the board of
health, suggested that Bradley simply “give us a check” and rejected the
“conditions or specifications” over use of the money. Bradley lamented
that “the officials have their minds too much set on the importance of
their own departments and too little on the needs of the children.”> Dal-
ton had extolled school inspection as a means of saving “the child from
a life of misfortune and dependence” and eliminating those “embarrass-
ing” military draft examinations, but at the same time, according to
Bradley, he sought “to claim complete jurisdiction over all school
health work.” For his part, Bradley was not ready to provide funds un-
conditionally. In a final appeal, he proclaimed that he was simply trying
to “give school children a fair chance” and was “not seeking personal or
permanent control.”>’

By fall 1918 concern over child health had spread to the general pop-
ulation. In response to the U.S. Children’s Bureau’s designation of 1918
as “Children’s Year,” the VFWC spearheaded an effort to weigh and
measure all children under two years old, setting a precedent for state
oversight of child health.’® But it was the flu epidemic of October 1918
that sparked a local crisis in public health. The extent of the epidemic,
which caused 2,146 deaths in Vermont, alerted legislators to the inade-
quacy of local health officers and the need for centralized control. In an
extraordinary move, the state board of health closed public schools and



prohibited all public gatherings throughout the state for a month.
Nearly every community experienced a shortage of nurses to operate
clinics, and the unprecedented number of orphans resulting from deaths
of relatively young adults spurred child welfare advocates to organize
the Vermont Children’s Aid Society in 1919 to help supervise their
care.”® Kemp R. B. Flint, president of the Vermont Conference of Social
Work, widened the scope of the conference to include public health or-
ganizations in the state and advocated compulsory medical inspection
as one of his top priorities.® The epidemic affirmed children’s needs
and the value of nurses, propelling Bradley to bypass state officials and
make an appeal to the newly elected governor to break the stalemate on
his plan for district nursing. In a desperate plea, he explained to Per-
cival Clement that the state was wasting education dollars by “turning
out every year thousands of children who are heavily handicapped in
the battle of life owing to physical defects which it is entirely possible
to remedy.” Explaining the “conflict of authority” between education
and health department officials, he implored Clement to “show the offi-
cials that there is a public interest that transcends the importance of any
department.” Despite his efforts to “give these school children a fair
chance,” Bradley wielded little influence, as Dalton capitalized on the
broader sense of crisis in public health.®!

HEALTH DISTRICTS FOR VERMONT

In 1919 Dalton convinced Vermont lawmakers to institute a new cen-
tralized health plan that included medical inspection. Since 1917 he had
been promoting the idea of dividing the state into health districts with
full-time physicians as health officers to improve disease reporting.®
Members of the health department remained frustrated with lack of
compliance with state health regulations, the increasing number of lay-
men as health officers, and resistance from selectmen who failed to ad-
equately reimburse local health work. Hoping to place control over in-
fectious disease in the hands of fully trained doctors, Dalton proposed
shifting the cost of public health work from local communities to the
state general fund. In the wake of the disastrous flu epidemic, he sub-
mitted the proposal to the legislature in March 1919. It abolished local
health officers altogether and funded a system of ten “sanitary dis-
tricts,” each supervised by a full-time “reputable physician” responsible
for public health, including medical inspection in the schools. In an un-
usual address to the Vermont House of Representatives, Dalton argued
that the new sanitary districts would save local dollars spent on health
inspections. Playing on fears created during the flu epidemic and a per-
ceived shortage of doctors after World War I, he explained that most



town health officers were not doctors and lacked the knowledge to deal
with public health threats. In 1919, 98 physicians and 136 laymen
served as health officers.%* As for the use of school nurses, with his fo-
cus on the incompetency of untrained health officers and perhaps recog-
nizing the financial constraints of the plan, Dalton did not recommend
employment of public health nurses, whom he envisioned only as auxil-
iary workers, not as health officers. Relying on his faith in medical sci-
ence, he failed to comprehend the essential mediating and educational
role nurses performed, despite the lobbying efforts of social welfare advo-
cates. Flint of the Vermont Conference of Social Work sought a compre-
hensive district nurse system, while Elizabeth Van Patten of the Vermont
State Nurses Association warned that medical inspection “undertaken by
the medical men alone [had] proved ineffective” everywhere. None-
theless, Dalton’s plan passed two days after his legislative speech with
only one substantive amendment, allowing parents’ discretion over
children’s medical exams in cases of noncontagious disease.5

This new centralized health plan represented a radical departure for
Vermont government because it removed public health from local con-
trol; it superimposed the state medical establishment over local doctors;
and it institutionalized state oversight of the health of school children.
As early as 1915, the editor of the Brattleboro Daily Reformer had
voiced concern about the possibility of state-appointed doctors for chil-
dren and admonished the state board of health, which was “getting a bit
too arbitrary in the use of its power.” During the legislative debate in
1919, he expressed support for the employment of “reputable physi-
cians” and acquiesced to the need to subordinate “personal liberty” in
the interest of disease prevention, but still feared opening the state trea-
sury to the board of health.®® Demands placed on the health care system
by the war and the flu epidemic appeared as real threats to the public in
1919. As a reporter from the Bennington Evening Banner noted, “War
upon the various pests that have been let loose upon mankind is in order
these days.”®” Moreover, the new law eased the financial burdens of
local selectmen, who would no longer have to wrestle with health officers
over fees.

Once the state assumed the cost of school inspection, Dalton claimed
that school children in all but eleven towns were “under supervision,”
yet it was unclear how ten doctors could effectively examine over
60,000 children attending school in the state. The new district health of-
ficers, seven of whom had served as health officers in Vermont towns
and five who had experience as sanitary officers in the U.S. Army, ap-
plauded the new law making them “independent of local influences.”
They reported enthusiastically about organizing local health boards in



towns where selectmen had hardly known their duties. Most officers de-
voted their initial energies to school buildings, many of which they
found in deplorable condition; only three officers mentioned medical
inspection of school children. By 1921 Dalton could report inspection
of 30,082 children, 60 percent of whom were found with health prob-
lems, but he lamented that school inspection “might well occupy the
entire time of the health officers.”” Charles Kidder, a health officer and
member of the state board, sought to convince the Vermont Medical So-
ciety of the benefits of the program by announcing that nearly all the
children in the state were being examined and 80 to 90 percent had “de-
fects,” largely of teeth, tonsils, adenoids, eyes, and ears. In his biennial
report, Dalton concluded that Vermont’s organization of public health
operated “better than any system yet devised,” placing the state in the
“ranks of pioneer work in public health.”®

In Vermont communities, however, the success of the program was
less obvious, especially to local physicians, many of whom became
concerned about the consequences of “state medicine.” Under the new
law doctors who had not served as health officers in the past could
claim greater control over public health because they were responsible
for quarantining patients with contagious disease, billing them, and re-
porting to the district health officer; former health officers lost income,
for they no longer monopolized fees for quarantining. But no local of-
ficer was available to supervise residents who declined to see a doctor
or were either unable or unwilling to pay their fees. Moreover, a num-
ber of towns lacked a doctor qualified to perform the service. Com-
plaints emerged not only over this loophole in the system but also over
the excessive number of diseases, including mumps, measles, and
whooping cough, that doctors were required to quarantine or face a fi-
nancial penalty.®

Many residents, particularly those in remote rural towns, were con-
fused by the new system as well. It left them bereft of a town health of-
ficer who could handle local nuisances and might readily discover fam-
ilies with contagious disease through local sources. To ameliorate the
situation in 1921, lawmakers mandated that towns pay doctors or other
state board of health appointees twenty-five cents for each contagious
disease report and allowed any town to employ a “regularly licensed
physician or registered nurse” for health work. In Barnet, for example,
the school district voted to have its children examined by the “town’s
physician” even though the service was provided by the district health
officer.” The tradition of town government rendered these new district
health officers distant and inaccessible in small towns, while cities with
greater resources often funded their own medical inspectors. Lack of



support for the new system dovetailed with complaints from members
of the Vermont Medical Society, who argued that the system was “fast
becoming unpopular” and unenforceable.”!

Not only did the new health district system create dissension among
doctors over public health, but the development of a variety of free clin-
ics and services also threatened the authority and viability of private
practitioners. Since 1916 the state board of health had cooperated
closely with the Vermont Tuberculosis Association, a privately funded
organization, whose director held a staff position in the state health de-
partment. By 1920 the association was sponsoring free chest clinics
around the state, employing four public health nurses and a specialist in
the diagnosis of tuberculosis, and planning to hire a district nurse for
each health unit in the state to expand its free clinics. In addition, the
development of local chapters of the Red Cross after World War I initi-
ated an expansion of public health nursing. Elizabeth Van Patten, who
directed the work, collaborated with the Tuberculosis Association under
the auspices of the state board of health. In 1920 the Red Cross em-
ployed eleven district nurses and anticipated nine more. They provided
tuberculosis, school, and infant care services and in some districts were
responsible for organizing tonsil and adenoid clinics to follow up
school inspections. These activities were largely privately funded, but
the state board sponsored the work and became closely associated with
these efforts. Finally, the U.S. Public Health Service supplied funds for
a demonstration in rural hygiene in Windsor County, where a district
nurse and “sanitary inspector” operated clinics for removal of tonsils
and adenoids.”

For leaders in the Vermont Medical Society the specter of expanding
public health work threatened both their medical practices and their au-
thority. Public health advocates Dalton and Kidder urged local doctors
and dentists to participate in clinics to correct the problems uncovered
through inspection of school children, who needed adenoids and tonsils
removed and teeth cleaned or extracted. While some doctors partici-
pated in “child repair” work, others believed this was simply another
burden and objected to this free service that undermined their own prac-
tice. At a medical society meeting in fall 1921 members of the organi-
zation demanded a conference with all public health agencies in the
state and passed a resolution that all clinics “be conducted through
the physicians in each locality and not directly with the patient,” and
that “those who can pay should be required to pay proportionate to their
financial ability.” During the debate doctors voiced their objections to
public health nurses. “We don’t want nurses practicing medicine,” one
doctor argued, “and we don’t want free clinics to manage the treatment



of disease in our communities.” Others complained that nurses were
sending patients to hospitals without consulting doctors. While the head
of the Vermont Tuberculosis Association defended the work of his orga-
nization and the nurses who performed the work, opponents reiterated
their objections to “this public health nurse” and “a society that is digging
into our business.” Before the meeting closed, physicians also resolved
to oppose the Sheppard-Towner Bill, a measure promoted by the U.S.
Children’s Bureau and numerous women’s clubs, which resulted in the
first federal appropriation for infant and maternity health clinics.”

Even as the Sheppard-Towner Act passed Congress, growing dissat-
isfaction with public health services among doctors helped dismantle
the health district system in Vermont and largely ended school medical
inspections in rural areas. In January 1923, Senator George H. Branch,
a doctor and former health officer in Grand Isle, introduced a bill to re-
peal the legislation of 1919 and return local health officers and control
over health to Vermont communities. In a budget-slashing mood after
the apparent excesses of the Progressive era, lawmakers held little de-
bate over the issue. Appealing to their pecuniary sentiments and the tra-
dition of local control, Senator Branch claimed the new health officers
held “swivel chair jobs” and that local selectmen should choose health
officers and set their compensation. Indeed, the only significant amend-
ment to the bill returned responsibility for “all compensation for health
officers” to selectmen. By February 19 the bill was approved by both
houses and signed by the governor.”

The repeal of Vermont’s centralized public health administration rep-
resented both the interests of local physicians and a “back-to-the-town”
movement that dominated state politics. Newly elected Governor Red-
field Proctor, Jr. swept into office in 1923 determined to reduce the size
of government, and lawmakers debated numerous economy measures,
from eliminating administrative departments to ending the district su-
perintendent system and farmers’ indemnification for TB-infected dairy
cows. Coupling the district health system with other Progressive-era re-
forms, one representative characterized it as “one of these new-fangled,
expensive, long-distance forms of government.””* In this context, oppo-
sition to repeal was limited to rural northern counties; few voices touted
the financial benefits of the public health system. In large towns, where
officials faced greater public health dangers, city councils and school
boards were able to fund limited programs without state support.’®

For Charles Dalton, the repeal represented the end of a lifelong effort
to put Vermont “in the forefront among all the states” in public health
work. He held his position as secretary of the board of health until
1947, but his zeal for the work diminished. In early 1924 he lamented



that 107 nonmedical men held health officer positions and “the list
changes from month to month.” As the state retreated from its supervi-
sion over child health, only school boards in larger towns, such as Bur-
lington, Brattleboro, Montpelier, Springfield, Barre, St. Albans, Rich-
ford, and Bennington, continued to support school inspection work. In
this effort, they collaborated with private visiting nurse associations,
women’s clubs, or the Red Cross, with occasional help from local phy-
sicians. Meanwhile, the enactment of the Sheppard-Towner Act in 1921
meant that $5,000 of federal funds were available for infant welfare
clinics. Still in its cost-cutting, decentralizing mode, the Vermont legis-
lature refused to pass enabling legislation to receive these funds until
1925, and even then failed to appropriate matching funds in return for
an additional federal appropriation. Dalton organized a maternity and
infancy division within the board of health with a head nurse who su-
pervised child health conferences and education, but local implementa-
tion was left to volunteer women’s groups around the state. Dalton’s
goal of correcting “every recognized defect” in the state’s future citi-
zens was unlikely to be fulfilled, at least in the immediate future.”’

CONCLUSION

Vermont’s experiment in public health involved both a debate over
local control and a dialogue over who would direct the use of scientific
knowledge. In the context of the state’s political structure, defeat of
health districts and the accompanying medical inspection program rep-
resented another instance of small-town dominance.” In this case, de-
spite modest financial incentives, the centralized system of district
health officers proved inadequate to serve remote rural towns. An alter-
native approach employing a larger field force of public health nurses
under medical supervision failed to become a political option because
advocates for public health disagreed about how to implement the sys-
tem. They lost political influence to private physicians, who were not
only concerned about their practices but also trained to use the new
therapeutics primarily to cure patients rather than control disease. Pub-
lic health doctors, nurses, and social welfare advocates, by contrast,
sought to use new scientific knowledge to prevent epidemics and pov-
erty. In northeastern cities, medical inspection succeeded because fear
of contagion in crowded neighborhoods was greater, public health
nurses effectively eased the perceived threat from ethnic communities,
and their services largely overlapped with those of poorly paid doctors
in immigrant neighborhoods, not leaders of the medical profession. For
both medical and social reformers of the 1910s, the potential benefits of
employing nurses, their procurement of medical and dental care for



poor children, and their ability to mediate tensions between schools,
doctors, and parents, outweighed the risk that an overzealous nurse
could also abuse her role through excessive intervention in family life.
In Vermont, physicians’ ability to influence the political process limited
both the potential benefits and drawbacks of employing public health
nurses.

Preventive health services continued in some of Vermont’s larger
towns, but little provision was made for medical and dental care of the
state’s rural children. Passage of the Sheppard-Towner Act in 1921,
which specifically targeted rural areas, could have provided funds for
nurses at maternal and infant welfare clinics, but Vermont lawmakers
were reluctant to support such a publicly funded program because it
arose just as the state’s experiment in public health failed. Nonetheless,
by the middle of the decade Sheppard-Towner had also come under at-
tack from members of the American Medical Association and others,
who lobbied successfully to eliminate federal funding for child health
work in 1929.7 Other organizations concerned with child health, such
as the Vermont Conference of Social Work and the Vermont Children’s
Aid Society, concentrated on dependent children, whom they sought to
rescue from households they perceived as neglectful or degraded. Dur-
ing the mid-1920s these organizations increasingly aimed to measure
mental problems in children and sponsored proposals for a comprehen-
sive mental testing program. In that effort, they failed to gain legislative
support, but the focus on preventing mental disorders in children dove-
tailed with the rise of eugenics in the 1920s and helped spawn the Ver-
mont Eugenic Survey begun in 1925.8

Meanwhile, advocates for preventive medicine used the Vermont ex-
ample to boost their case for greater public health service. In 1931, a
national survey of preventive medicine for preschool children, includ-
ing health and dental exams and immunizations, ranked Vermont lowest
or next to lowest among twenty-four states. The next year, the authors
of a survey of medical facilities deplored the state’s high infant mortal-
ity rate relative to other white rural areas of the country. Concluding
“that something is wrong in Vermont,” they targeted the state’s ineffi-
cient 248 health units, which contributed to “unnecessary deaths and
unnecessary physical handicaps.”8! In fact the evidence was mixed; the
state’s infant mortality rate had declined from 146 in 1910 to 65 in
1930, paralleling the national trend, but it remained above the median
among forty-six states and the second highest of the New England
states in 1930. Death rates from childhood diseases such as whooping
cough and diphtheria had fallen below the national rate.’? Ironically for
Charles Dalton, to cure Vermont’s ills, these reformers recommended



dividing the state into county health units and hiring 144 public health
nurses under the supervision of the state board of health.®3
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