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The 1917 Polio Outbreak 
in Montpelier, Vermont

An examination of the history of the 
Montpelier polio outbreak in 1917 
illustrates how interpretations of the 
epidemic and subsequent actions 
reflected prevailing cultural as well as 
medical beliefs about this disease and 
how to prevent it.

By ELISHA P. RENNE

The 1917 outbreak of poliomyelitis (or infantile paralysis as it 

was then known) that occurred primarily in Montpelier, Ver-

mont, led to 171 cases that year.1 It exemplifi es the beginning 

impact of the tremendous increase in paralytic polio cases among both 

children and adults in the United States in the early twentieth century. 

While not of the magnitude of the 1916 polio epidemic in New York City, 

when 8,900 cases of children and young adults with some form of paral-

ysis were documented,2 the responses in Montpelier to this mysterious 
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There are now 19 cases of infantile paralysis in Montpelier and it is cropping 
up in other towns of Washington County. All public meetings are forbidden 
and tomorrow for the first time in 120 years or more no religious services will 
be held in Montpelier.

—Dorman Kent diary, Saturday, June 30, 1917
Montpelier, Vermont
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Map of Vermont, 1917, 
showing outbreaks; Caverly, 
Infantile Paralysis, 174.
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illness—the cause and means of transmission were then unknown—

provide a particularly well-documented historical example of the early 

use of epidemiological methods to address a public health problem. A 

report of the 1916–1917 polio outbreaks in Vermont was published in 

1918 by Dr. Charles Caverly, the Vermont physician who served as 

president of the Vermont State Board of Health from 1891–1924.3 His 

meticulous epidemiological work provided the basis for subsequent 

documentation of poliomyelitis.4 Indeed, Vermont and Dr. Caverly 

have a distinctive place in the history of poliomyelitis in the United 

States, as the fi rst substantial epidemic occurred in Rutland County in 

1894.5 In the period between 1894 and 1917, Caverly continued to fol-

low polio cases in the state, including outbreaks in 1916 in the western 

parts of the state bordering New York and in Montpelier in 1917. 

As a result of this work, Caverly became convinced that the conta-

gion of polio could best be contained through quarantine. On June 24, 

1917, Dr. Caverly and the Vermont State Board of Health made the de-

cision to recommend a quarantine restricting the movements of chil-

dren in Montpelier, Barre, and Waitsfi eld in order to prevent the spread 

of the disease within the state.6 As the number of polio cases continued 

to increase, the board decided to take further steps to limit public gath-

erings, including street fairs and the popular Chautauqua meetings that 

took place during the summer in many Vermont communities. One re-

sponse to these measures may be seen in the resulting civil suit fi led by 

Community Chautauquas.7 In Montpelier, the trajectory of the out-

break was documented in quarantine notices and reports of specifi c 

polio cases that were regularly published in the Montpelier Evening 
Argus. However, it is the diary of the Montpelier insurance executive 

and historian, Dorman B. E. Kent (1875–1951),8 that provides a unique 

local perspective on the 1917 outbreak in the city and its environs. In 

his entries Kent provided descriptions of new cases and of the progres-

sion of the disease, interwoven with comments about quotidian affairs, 

relaying a sense of the terrifying nature of this disease, which appeared 

to affect children randomly, as well as its consequences for everyday 

activities in the city.

Kent’s diary also provides another perspective on the Montpelier 

outbreak and the subsequent quarantine. In the United States in the 

late nineteenth century, public health and medical practitioners gener-

ally subscribed to the fi lth (or miasma) theory of disease, which stressed 

the importance of controlling sources of fi lth or pollution in the envi-

ronment. According to this way of thinking, particular diseases were at-

tributed “to one or more causal infl uences, of which contagion might be 
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one” among many,9 such as lack of proper sewage disposal and cleanli-

ness in personal habits.10 However, this conception began to be replaced 

by the germ theory of disease, as postulated by Robert Koch in the late 

1880s, which supported the idea that infectious diseases were caused by 

specifi c entities, germs, which, once identifi ed, could be contained with-

out regard to environmental, social, cultural, or political concerns. The 

early-twentieth-century polio outbreaks thus came at a time of a shift in 

scientifi c thinking about diseases and the appropriate means for con-

trolling them. Yet despite the changing theoretical understanding of 

disease, older ideas persisted, including an association of disease with 

the dirt of congested cities and the living conditions of impoverished 

immigrants and an association of health with nature and the sparsely 

populated countryside. The coexistence of these seemingly contradictory 

ways of thinking may be seen in the epidemiological work of Charles 

Caverly and in the actions of Dorman Kent. For Caverly, assumptions 

Dorman B. E. Kent. Courtesy of Vermont Historical Society, Barre, 
Vermont.
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about immigrants and poor hygiene are evident in his research and re-

ports. For Kent, his thinking about contagion and about the healthful 

effects of the open air and less-populated countryside led him to move 

his two sons out of Montpelier shortly before a full quarantine was im-

plemented. The reactions of both men suggest the ways that previous 

ideas about dirt and disease intersected with the newer germ theory. At 

the time of the 1917 polio outbreak in Montpelier, these earlier ideas 

persisted, in part, because the basis for polio infection was only par-

tially understood by medical researchers. Thus, an examination of the 

history of the Montpelier polio outbreak illustrates how interpretations 

of the epidemic and subsequent actions refl ected prevailing cultural, as 

well as medical, beliefs about this disease and how to prevent it. 

EARLY KNOWLEDGE OF POLIOMYELITIS IN VERMONT

At the time of the Montpelier outbreak, little was known about polio-

myelitis, including what would come to be understood as its source, an 

enterovirus, and its mode of infection through oral-fecal transmission. 

As was noted by Dr. Caverly in 1918, “While epidemics of poliomyelitis 

are not unknown or unrecorded, recent authorities speak only vaguely 

of their occurrence . . . The fact that poliomyelitis may occur epidemi-

cally, suggests, of course, an infectious origin, a view of the nature of the 

disease which has only been recently discussed.”11

Caverly’s point about vague reports of earlier outbreaks of polio re-

fl ects the endemic aspect of this disease before the twentieth century in 

Vermont. The poliovirus was ubiquitous in the environment and most 

children were exposed to it as infants, when still under partial protec-

tion of their mothers’ antibodies. Thus many children acquired “natural 

immunity,” with only a small fraction—one in approximately two hun-

dred cases—having symptoms of paralysis.12 While unknown at this time, 

improved sanitation—indoor plumbing, pipeborne water, and attention 

to cleanliness more generally—which had been effective in reducing 

other early childhood diseases resulting in lower infant and child mortal-

ity, actually contributed to the massive polio epidemics during the 1930s, 

’40s, and ’50s in the United States This was because children raised under 

these sanitary circumstances were less likely to be exposed to the polio-

virus as infants and hence had not acquired natural immunity through 

environmental exposure.13 This situation was complicated by the fact 

that poliovirus infections later in life also predisposed older children 

and adults to more serious cases of the disease—which could include 

severe, irreversible paralysis and at times, death.14 The pattern of more 

severe consequences of polio in relation to age was borne out in Caver-

ly’s data showing percentages of death from the disease during the 1917 
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outbreak (Table 1).15 While only 3.19% of the 94 cases of children ages 

0–4 years of age died, progressively larger percentages of those in older 

age groups contracted fatal cases of polio, even as the number of indi-

viduals affected diminished. The small number of cases in the 20–29 age 

range suggests that individuals born between 1888 and 1897 had acquired 

natural immunity through asymptomatic cases of polio as infants. Those 

who had not been exposed to the poliovirus as infants—either because 

they were living in households with improved indoor water and sewage 

systems or were living in remote rural communities without recent ex-

posure to the poliovirus—had not acquired natural immunity. Not only 

were they susceptible when exposed to the virus, but they also experi-

enced more severe cases of paralytic polio and sometimes death as they 

aged. Increased attention to household sanitary measures in subsequent 

years and reduced exposure to the poliovirus as infants led to the large 

epidemic outbreaks of paralytic polio and polio-related deaths in the 

twentieth century. Indeed, as Paul has noted, “The changing age inci-

dence was a crucial event in the history of the disease, and the secret of 

the shift from endemic to periodic epidemic poliomyelitis was partially 

contained in it [italics in original].”16

Following the 1894 epidemic, outbreaks occurred in different parts 

of the state, which were meticulously documented by Caverly. There 

were smaller outbreaks during the period from 1910 to 1913, when 

65 cases occurred in the Northeast Kingdom, centering in Hardwick 

(but also with cases in Barton, Glover, and Irasburg), and with 24 cases 

in Rutland. Caverly noted several characteristics of these areas that he 

believed explained outbreaks there: “These epidemic centers are all in 

larger river valleys with the exception of Barton; are all on main traffi c 

lines except possibly Hardwick, located on a cross-state railroad.”17 In 

other words, the disease could be transmitted by a mobile population. 

Yet Caverly continued to believe that “while the disease is a communi-

cable disease, it is one of low contagiousness”18 based on evidence from 

families with one paralytic polio child.

Thus while Caverly considered the possibility of “an infectious ori-

gin” of polio, he did not see it as a highly contagious disease because, 

unknown to him and others at the time of the 1894 epidemic, a large 

proportion of cases were asymptomatic, with cold- or fl u-like symptoms 

but without any signs of paralysis. In 1886 he wrote, “The element of 

contagion does not enter into the etiology either. I fi nd but a single in-

stance in which more than one member of a family had the disease, and 

as it usually occurred in families of more than one child, and as no efforts 

were made at isolation, it is very certain that it was non-contagious.”19 

However, his view began to change after 1909, when Karl Landsteiner 

and Erwin Popper isolated the poliovirus as the cause of paralysis,20 and 
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after Ivar Wickman’s research in Sweden became known, which showed 

that asymptomatic and “abortive” cases21 contributed to the spread of 

the disease.22 By 1914, Caverly began collecting data on family members 

who showed what he referred to as “abortive” symptoms,23 suggesting 

that they could have been carriers of the disease as well:

A fact observed not infrequently, especially at Barton where such 
cases were of frequent occurrence in conjunction with paralyzed cases, 
was this—in visiting and examining a paralyzed case, one or more 
children in the family would be noted as not acting quite well. . . . 
That in all the communities where this disease appeared, there was a 
large number of such cases of varying degrees of severity, who recov-
ered without any noticeable paralysis, there can be no doubt. These 
so-called abortive cases are surely important features of all outbreaks 
of infantile paralysis.24

While Caverly made the important observation of “abortive cases,” 

as in any good mystery, there were also clues that were overlooked in 

favor of prevailing hypotheses.25 In 1914, the largest and most severe 

epidemic occurred in the northern half of the state, starting in Barton, 

“where the 1913 outbreak had ended,”26 and followed by a large out-

break in Burlington. Caverly noted that “towns, which have had epidem-

ics of infantile paralysis, are thereafter largely exempt from the disease 

for varying lengths of time” (see Table 2 for this pattern in Washington 

County).27 In hindsight, this situation may be attributed to the large 

proportion of asymptomatic cases that conferred immunity to polio to a 

town’s population; but in the early 1900s this dynamic was still un-

known, leading Caverly to refer to them as “mysterious exemptions.” 

Thus, precisely how the poliovirus spread and immunity was ac-

quired remained unclear until the late 1930s, when accumulating evi-

dence supported an oral-alimentary pathway for polio infection, rather 

than a nasal-olfactory one supported by researchers such as Simon 

Flexner of the Rockefeller Institute during the time of the Montpelier 

outbreak.28 That it was a lack of exposure as infants to the poliovirus 

(mainly through human contact with feces-contaminated water) that 

led to more severe cases of polio when individuals without “natural im-

munity” were exposed as children and adults, countered the confl ation 

of better health with better hygiene. As Rogers has noted, “Research-

ers were, not surprisingly, unwilling to believe that cleanliness itself 

might explain polio’s epidemiological picture.”29 

The terror inspired by this puzzling disease, in which one member of 

a family might be severely paralyzed while other children had only a 

slight fever or appeared to be perfectly well, led to quarantines and 

other health measures (e.g., nasal swabs) in Vermont and in the United 

States more generally. Even after the source and transmission of this 
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highly contagious disease was known, widespread epidemic outbreaks 

occurred in the United States, including the 1944 and 1952 epidemics in 

which 19,000 and 57,000 cases occurred, respectively.30 These experi-

ences have profoundly shaped the ways that Americans view polio and 

reinforced their pride in having supported the successful development 

of the Salk and Sabin vaccines, making it diffi cult to imagine the un-

certainty and fear surrounding infantile paralysis outbreaks in early-

twentieth-century Vermont.

THE OUTBREAK OF POLIO AND QUARANTINE IN MONTPELIER

Beginning in June 1917, a large polio outbreak occurred mainly in 

Montpelier, and in the nearby town of Barre (see Tables 2 and 3), both 

of which had had relatively few cases before. As in earlier outbreaks in 

the state, public health offi cials kept records on all those who had dis-

tinct symptoms of paralysis, as well as those with “abortive” symptoms. 

Polio victims were sorted by age, sex, type of paralysis, outcome of ill-

ness, occupation of father, nationality of parents, and number of chil-

dren in the family. Statewide, 171 individuals were affected—93 males 

and 78 females, ranging from under 4 years to over 40 years old—with 

103 cases with residual paralysis, and an estimated overall death rate of 

8.77 per cent.31

As the number of cases increased in Montpelier, the city council took 

measures to establish a quarantine that restricted the movements of 

children under sixteen years of age and prohibited them from attending 

all places of public gatherings such as theaters, schools, ball games, and 

churches.32 However, with more cases being identifi ed daily, the local 

board of health and Montpelier City Council decided to extend the 

quarantine by restricting the movement of children beyond their homes 

(see Dorman Kent’s diary entry for June 28, 1917).33 In addition to 

keeping their children at home, parents were advised to disinfect their 

children by washing their noses, throats, and mouths with a saline solu-

tion to prevent the spread of the disease.34 This recommendation re-

fl ects the belief at the time that polio was spread through nasal mucous 

transmission rather than by oral-fecal routes, which were eventually 

shown to be the case.

The trajectory of the outbreak in Montpelier, beginning on June 20, 

1917, and ending in late August, is dramatically documented in Dor-

man Kent’s matter-of-fact diary entries for the period,35 as the follow-

ing selection of entries suggest:

Wednesday, June 20, 1917: “Infantile paralysis broke out in town 

t oday. One case on Corse Hill, one on Elm St & a suspected case 

at Rob Blisses.”
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Page from diary of Dorman Kent, dated June 28, 1917. Courtesy of Ver-
mont Historical Society, Barre, Vermont.
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Saturday, June 23, 1917: “The McKee child on First Ave came down 

with infantile paralysis today making fi ve cases in the town thus 

far. People are rightly alarmed.”

Tuesday, June 26, 1917: “More new cases of infantile paralysis again 

today. Some are very very ill.”

Thursday, June 28, 1917: “Tomorrow the town goes on a strict quar-

antine as far as public meetings of every sort is concerned & no 

children will be allowed in the streets.”

Saturday, June 30, 1917: “There are now 19 cases of infantile paraly-

sis in Montpelier and it is cropping out in the other towns of Wash-

ington County.”

Monday, July 2, 1917: “Found this morning that seven new cases of 

infantile had appeared yesterday making a total now of twenty six.”

Wednesday, July 4, 1917: “Two more cases in town today. The boy of 

Will Theriault & a daughter of Charlie Booth in the Meadows.”

Friday, July 6, 1917: “Geo Hunts child came down with the disease 

today. Newsboys forbidden to deliver any more papers today so 

did not get our Argus tonight.”

Saturday, July 7, 1917: “Will Theriault’s boy died of infantile paraly-

sis this morning making two deaths thus far. No child under 14 now 

can leave the town or even its door yard.” [See Table 4.]

It was not until August 8th that children who had remained in the town 

were allowed to move about Montpelier freely, although they were not 

allowed to leave the town until the full quarantine was lifted in late 

September, as Kent noted, Saturday, September 22, 1917: “The quar-

antine of children was fully lifted tonight at 6:00 P.M. Been on since 

about June 30. No new cases of polio in town for over a month.”

RESPONSES TO THE QUARANTINE

The responses of parents to the Montpelier quarantine varied. Some 

parents and children remained and observed the quarantine. Others 

who could afford it left or sent their children to stay outside the city un-

til the outbreak subsided, even though parents were discouraged from 

sending their children away from the city to avoid catching the disease. 

The local newspaper reported that:

All members of the [health] board were agreed in their severe criti-
cism of families who are taking their children out of the city, some to 
places where the physician has had no experience with the disease . . . 
Dr. Lindsay said he expected some of the health offi cers will send 
some of the children back home.36
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Nonetheless, this criticism did not outweigh the fears of some Mont-

pelier parents who proceeded to make arrangements for their children 

to stay outside the city for, as Dorman Kent noted on Wednesday, 

June 27, 1917, “Hundreds of children have left town & are leaving.” 

This strategy to protect their children from disease refl ected ideas 

about the wholesome, healthful qualities of nature, along with fear of 

contagion associated with the city.37 Dorman Kent and his wife, Agnes, 

made arrangements for their two sons to stay with the Lyford family on 

the Middlesex Center Road (west of Montpelier) and moved them 

there on June 27, immediately before the full quarantine went into 

e ffect. Kent wrote in his diary:

Worked on policy holders campaign job. When I got home at noon, I 
called up Minnie Lyford and made arrangements to send the boys to 
their house for the summer. Went back to the offi ce and at 3:30 got a 
team at Kent and Smiths stable. Agnes took the boys and carried 
them to Lyfords on the Middlesex Center road. . . .

I took the horses back to the stable, telephoned the boys from the 
Apollo Club & came home. Did not go out in evening.38 

The Kents regularly visited their sons on Sundays—although they kept 

their distance for fear of contagion—until they were forced to fi nd an-

other place for them in early July, this time near Calais, the Kent fami-

ly’s home town: 

Found the Lyfords could not keep them another night so I got a car 
. . . and went to Lyfords and got them. Took them through Putville 
[Putnamville] & Worcester to Wheelers. Found Julius at home & we 
waited for Mary to come home from Maple Corner. They said they 
would take them gladly. . . . The boys look fi ne & feel fi ne. Pray to 
God they’ll keep so.39 

It was almost another month, on August 7, 1917, before the local board 

of health in Montpelier recommended that the full quarantine be lifted 

the following day, allowing churches and movie houses to reopen.40 

While children were not allowed to attend, Kent noted that they “were 

however today released from their front lawns & great was the rejoic-

ing,”41 which was reported in the Montpelier Evening Argus:
Yesterday was a great day for youths of 14 years and younger. They 
were out of quarantine, and they celebrated the event by coming 
down town in such numbers that it looked as if they all had come 
back from their vacation. At the same time it seemed like a reunion. 
There appeared to be a wireless telepathy that informed them that 
the quarantine was off. . . . It must be said of the parents of Mont-
pelier children that they did splendidly. Only, occasionally, were 
there any complaints. Considering the fact there are a couple of 
thousand children in Montpelier the task of keeping them within ear 
shot of the kitchen door was by no means a small task.42 
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While Dorman Kent may not have been opposed to quarantine 

measures in theory, in practice he and his wife decided to keep their 

sons outside of the city during the height of the epidemic, thus “voting 

with their feet” against the quarantine ruling that was about to be im-

posed.43 In his diary entries for July 1917, Kent makes frequent refer-

ences to his sons’ outdoor activities and good health, which seemed to 

reinforce the wisdom of his decision. However, in an entry dated Au-

gust 12, he wrote that while he hoped to have his sons stay another 

week, he “learned. . . that they have infantile [paralysis] at Clyde Fitch’s 

[in Calais] so I don’t know what to do about the boys staying longer in 

Calais.”44 That children residing in an idyllic countryside could contract 

polio there, along with the ending of the full quarantine and declining 

polio cases in Montpelier, convinced the Kents to bring their sons home. 

Agnes Kent brought their sons back to Montpelier on August 13, 1917, 

with Dorman Kent noting that, “The boys have been gone 7 weeks come 

Wednesday.”45

A little over a month later, with, as Kent noted in his diary, “no new 

cases of polio in town for over a month,” a short notice appeared in the 

Montpelier Evening Argus announcing that, “Quarantine regulations, 

now in force, because of infantile paralysis are hereby declared released 

at 6 o’clock tonight, Saturday, September 22nd, 1917. W. LINDSAY, 

Health Offi cer.”46 Thereafter children and their families could freely 

move within the town and out of it.

QUARANTINE CRITICS

In an article published on August 9, the Montpelier Evening Argus 
reporter mentioned that “Only, occasionally, were there any com-

plaints” about the 1917 polio quarantine, although the content of these 

complaints is not specifi ed. For parents with children who had no symp-

toms of the disease, quarantine measures restricting them to their 

homes during the entire month of July must have been diffi cult to main-

tain. Despite health offi cials’ praise for the many Montpelier parents 

who did cooperate with the quarantine, some people criticized this ac-

tion. Some, particularly medical professionals, viewed quarantines such 

as those used by health departments in Montpelier and Barre—which 

did not focus on a specifi c germ and its transmission—as outdated prac-

tices, as Naomi Rogers notes in her study of polio in the early twentieth 

century:

The strict quarantine and sanitation measures extolled by health offi -
cials as part of their anti-polio campaigns were seen by some observ-
ers to cross the line from germ theory to the fi lth theory. . . . Simi-
larly, a New Hampshire physician criticized “backward” city health 
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Page from diary of Dorman Kent, dated August 12, 1917. Courtesy of 
Vermont Historical Society, Barre, Vermont.
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departments, whose efforts, he believed, were guided not by calm 
scientifi c leadership but fearful physicians and members of the public 
in “bondage to the superstition and discarded theories of a prescien-
tifi c age.”47 

While Charles Caverly in his position as president of the Vermont State 

Board of Health supported quarantine measures, some health offi cials 

in Vermont were opposed to the full quarantine eventually imposed; but 

they were overridden by city council members who in turn were under 

pressure from an anxious public to do something to control the spread 

of the disease, as was reported in the Montpelier Evening Argus: 

The members of the city council expressed themselves freely in favor 
of general closing while Dr. William Lindsay took the position that 
the move was too drastic at this time and was backed up by the recom-
mendation of Dr. Dalton that the matter is well enough in hand, and 
that it seemed unnecessary to take so drastic a step at this period. . . . 
The public was strongly in favor of the greatest possible precaution.48 

From Caverly’s perspective and based on epidemiological evidence, 

the “germ” or virus that caused polio paralysis was spread—somehow 

—from person to person. Thus the quarantine of those with paralysis as 

well as children living in the immediate vicinity made sense, and he 

commended the strictly worded measures implemented by the Barre 

City Department of Health as responsible for limiting the number of 

polio cases in the town, noting that “Barre City’s comparative exemp-

tion from the disease [prior to July 1917] is undoubtedly largely due to 

the stringent measures adopted by the local board.”49 

In addition to his support for quarantine measures meant to restrict 

contagion but without a clear sense of how the poliovirus was transmit-

ted, two aspects of Caverly’s report on the Montpelier outbreak re-

fl ected contemporary thinking about “dirt and disease” in general and 

polio in particular. First, in noting that 38 out of the 171 cases of polio 

in 1917 occurred in stone-working families,50 he made an indirect refer-

ence to the Hardwick outbreak of 1913 and an explicit connection be-

tween the sanitary habits of these families (many of whom were Italian 

immigrants51) and disease: “The Hardwick outbreak . . ., after the expe-

riences of these other stone-working towns, is noteworthy. The connec-

tion, of course, may be sought in local sanitary defects, or habits of the 

men who are engaged in stone working, rather than in anything inher-

ent to the work itself.”52 Second, during the 1914 polio outbreak in Bur-

lington, while Caverly assumed that cases would be found in the more 

unsanitary areas of the city, he observed that while three-fourths of the 

cases occurred in one district, “most of the cases in this section did not 
occur in the worst portion of this section [italics in original].”53 Thus, 
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while the evidence suggested that cases of infantile paralysis occurred in 

areas of the city with better sanitation, his views on the relationship of 

disease with crowding, fi lth, and slums made it diffi cult for him, as well 

as others, to conceive of a connection of cases of polio with cleanliness.

CONCLUSION

In 1917, uncertainty about how polio was transmitted led to various 

measures including quarantines of houses and communities, as well as 

treatments such as nasal and throat swabs with saline solution. Physi-

cians such as Charles Caverly, who took up the new health paradigm 

represented by Koch’s germ theory and the epidemiological tracking of 

individual cases of disease, nonetheless exemplifi ed the transitional na-

ture of this period, retaining to some extent earlier thinking about con-

nections between dirt and disease. In a related way, the period of the 

Montpelier polio outbreak was also transitional in terms of the prac-

tice of public health in Vermont. With the shift toward a focus on spe-

cifi c agents for the spread of disease—germs—and the development 

of a methodology for tracking the spread of disease—epidemiology—

Vermont State Department of Health offi cials who had initially served 

in an advisory role sought a more active, regulatory position for the de-

partment and for public health care in the state. Caverly’s investigation 

of the fi rst major polio outbreak in Vermont in the Rutland area in 

1894 strengthened his claim that new and more rigorous public health 

measures needed to be instituted.54 His subsequent leadership role in 

the Vermont State Department of Health, his epidemiological work on 

the continuing polio outbreaks in the state, and his support for the es-

tablishment of rehabilitation programs and clinics for those affected by 

polio, as well as isolation hospitals for the better treatment of those 

with infectious diseases,55 refl ected his role in promoting the “new pub-

lic health” in Vermont.56 

Yet the actions of parents suggest a certain lack of unanimity in this 

way of thinking, not only about disease transmission but also about the 

role of the state in matters of public health. While Caverly supported 

quarantine measures as the best way to stop the spread of polio in Ver-

mont communities, parents’ fears of contagion and uncertainty about 

the causes of infantile paralysis led some to counter public health direc-

tives. Thus, during the 1917 polio outbreak in Montpelier, some par-

ents, such as the Kents, sent their children out of urban centers to areas 

where they believed their children would be safest from the disease. In 

this case, it was not an example of public health offi cials encountering 

resistance from working-class and/or immigrant parents.57 Rather, it 

came from other educated professionals who believed that their own 
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judgment about the best means for protecting the health of their fami-

lies was reinforced by public health physicians’ inability to explain how 

polio was transmitted and how to prevent it. This dynamic may be seen 

in present-day anti-vaccination websites where parents discuss their fears 

of excessive vaccination undermining their children’s immune systems 

and links of vaccines with autism,58 leading some parents to refuse hav-

ing their children vaccinated. The tension over whose judgment should 

prevail in matters of public and individual health with regard to vac-

cines and immunization continues to be a matter of public concern.59

TABLE 1 Percentage of Deaths by Age Range, 1917 Polio Outbreak, 

Vermont1

Age Range No. of Cases No. of Deaths
% Cases Ending 

in Death

0–4  94  3  3.19
5–9  47  7 14.92

10–19  23  6 26.12

20–29   5  2 40

 Total 1692 183

1 Caverly, Infantile Paralysis, 165.
2 Total cases for 1917 was 171; two cases not shown include one case aged 30–39 and 

one case aged 40+. For the age ranges 5–9 and 10–19 respectively, the percentages 
given for cases ending in death were 15.3% and 26.8% in the original table.

3 Caverly noted that at least one and possibly two other deaths attributed to polio 
may have had other causes such as bronchial pneumonia (Infantile Paralysis, 165).

TABLE 2 1917 Polio Outbreak, Vermont: Cases by County and Month 

for the Eastern Side of the State 1     

Jan Feb Mar Apr May Jun Jul Aug Sept Oct Nov Dec Total

Caledonia  1   1
Essex   0
Orange  1  1  2   4
Orleans  1 1   2
Washington 62 44 32 35 15 5 1373

Windham  2   2
Windsor  2  3  8  13

 Total 0 0 6 0 0 45 35 40 27 6 0 0 159

1 Caverly, Infantile Paralysis, 173. Only twelve cases were identifi ed in the western 
side of the state in 1917.

2 All six cases from Waterbury (Caverly, Infantile Paralysis, 170).
3 Montpelier City (n = 54), Barre City (n = 22), and Barre Town (n = 16 cases) 

accounted for the majority (n = 92) of the 137 cases in Washington County. 
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