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Abstract

This thesis offers a detailed account of early polio epidemics (between 1918 and 1945) in
Johannesburg, where the disease was particularly severe. At this time, little was known
about the poliovirus, and such limited understanding affected the public health and
medical initiatives taken during this period. These actions are highlighted in the thesis,
along with the responses of the media and lay public to the disease. The effect of war on
the management of the disease is also examined, as it siphoned off vital medical
personnel and jeopardised disease control. It also lent an emotional overlay to the way
the disease was perceived, as “battle’ rhetoric became the parlance used against polio,
which was personified as the ‘enemy’ of innocent children who were disabled at the
whim of the virus. The epidemic of 1944-1945 was the first to be systematically
investigated, by Dr James Gear as part of his groundbreaking polio research; he later
became part of an international team of researchers who contributed to the development

of a prophylactic vaccine within a decade of this epidemic.

KEY TERMS: social history, medical history, history of disease, epidemics in
South Africa, poliomyelitis, early 20™-century medical science,
public health in Johannesburg, Sister Elizabeth Kenny, Dr James

Gear
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Chapter One

Introduction

1.1 “There is so much dread and fear and helplessness in the word polio.™*

This sentence encapsulates what so many parents felt during the polio era during the first
half of the twentieth century and many doctors felt the same way.? Polio was equated
with the great plague of the Middle Ages, but its victims “were not among the poor and
unclean of the inner cities’, as had been true of most infectious diseases, but ‘often the
vigorous and healthy’ were attacked and ‘those who had comfortable homes and good
care’.? “You hope things are going to get better but deep down you know they never

will.”

This thesis traces the appearance of polio in Johannesburg from the first

recognised epidemic in 1918 until a second major outbreak of the disease in 1944-1945.

! C. J. Rutty, “The Middle Class Plague: Canada and the Polio Years’, draft copy provided by the

author, 20 Apr. 2004, p. 1.

z Interview with Dr X (hame withheld at his request), 22 Nov. 2002, in which he describes the sense

of foreboding experienced by many doctors during an epidemic.

3 Rutty, ‘The Middle-Class Plague’, p. 2.

4 C. Webster, Post-Polio Network, RSA, interviewed 16 Nov. 2003.



The work focuses on the impact of these two war-time epidemics, both epidemiologically
and socially. The course of each epidemic is examined by reviewing available statistics
and the manifest problems they imposed on medical and health authorities, both locally
and within higher echelons of power, and the response of the Johannesburg community to
the disease during both epidemics is explored. The treatments available to polio patients
at a time when the disease was regarded as ‘a mystery’® and any new proposal of help

was grasped at like “‘straws in the wind’ are also discussed.’

While the period between the wars in South Africa was epidemic free, endemic
cases continued at increasing rates. Health authorities appeared not to be concerned. Such
cases seldom resulted in paralysis and endemic polio was regarded as a mild disease
traceable to ancient times. Health authorities became complacent about polio,
concentrating on other health issues, and were ill prepared for the second polio epidemic
in 1944. Fortunately, important technological aids such as the “iron lung” and the

electronic microscope had become available from the 1930s, as had a wider literature on

Report of the discussions on poliomyelitis at meetings of the Witwatersrand and Pretoria branches
of the British Medical Association (BMA),The Medical Journal of South Africa (MJSA), vol. 13,

no. 14 (Sep. 1918), p. 243.

B.F. Sampson, ‘A Suggested New Treatment of Poliomyelitis’, South African Medical Journal
(SAMJ), vol. 18 (23 Dec. 1944), p. 421. Dr Sampson was commenting on a new treatment
proposing the use of oxygen in the treatment of paralysis caused by polio: ‘But where does all this
get us? Even assuming it to be true, what benefit in treatment could be derived therefrom? The
answer is that we are not in so good a position in this disease as to be able to disregard straws in

the wind.”



the experiences of epidemic polio in other countries. A new treatment approach to muscle
spasm and paralysed limbs appeared in the late 1930s, developed by an Australian bush
nurse, Sister Elizabeth Kenny. South Africa was offered the opportunity of including this

method in its polio policy for the second epidemic.

Disease has a way of structuring the interactions between the medical profession
and the lay public, as well as ‘acting as a window’’ on medical care, public health and
government in that particular community.? This will be the main focus of this thesis.
Johannesburg was the city hardest hit by epidemic polio, recording the highest case
incidence, over any other in the country, during the periods under discussion.® Despite no

Medical Officer of Health (MOH) reports during the Second World War,* numerous

N. Rogers, Dirt and Disease: Polio before FDR (New Brunswick: Rutgers University Press,

1990), p. 244.

C. Rosenberg, Explaining Epidemics and Other Studies in the History of Medicine (New York:

Cambridge University Press, 1992), p. 279.

An official breakdown of polio in each major city is only available from records after the 1948
epidemic. The overall number of polio cases was highest in Johannesburg, but not necessarily on a

month-to-month basis.

10 The MJSA gives information on the 1918 epidemic. The journal changed to the South African

Medical Journal (SAMJ), details of articles on the 1944-1945 epidemic are listed in Chapter Six of
this thesis; Public Health articles were used for epidemic figures and commentaries on 1944-1945

epidemic.



memoranda between the MOH and the Department of Health in Pretoria® offer
information. Various medical journals, reports and press articles focus on the epidemic in
Johannesburg, enabling one to follow social and political ideas, as well as “medical

assumptions and attitudes’ raised.*

Polio proved to be an extremely complex disease to understand; ‘capricious in its
incidence’® and terrifying in its impact, especially on the young. The dramatic and
sudden attack of “The Crippler’** left many children damaged for life, to the horror of
parents and neighbours. A cure for polio has never been found and, during the period

under discussion, it was never clear exactly how the disease spread, although evidence

u Central Archives Depot, Pretoria: Department of Public Health (GES), Box files 533-536; 2919.

12 R. Porter, Patients and Practitioners: Lay Perceptions of Medicine in Pre-Industrial Society

(Cambridge: Cambridge Press, 1985), p. 3.

B Medical Research Council, ‘Breathing Machines and their Treatment’, Report of the Respirators

(Poliomyelitis Committee) Special Report Series, no. 237 (London: His Majesty’s Stationery

Office, 1939), p. 59.

1 M. Shell, Polio and its Aftermath: The Paralysis of Culture (Cambridge, Mass.: Harvard

University Press, 2005), p. 304. The shadow of polio was portrayed in a documentary called ‘The
Crippler’ also known as “The Daily Battle’, put out by the National Foundation for Infantile

Paralysis in the United States of America.



suggested that the virus was ‘excreted in the stool and passed through hand-to-hand or

hand-to-mouth contact’.®®

Howard Phillips has pointed out that South African historians have been reluctant
to include discussions of disease in general histories, possibly because they believe this
requires ‘extensive specialised knowledge’ or they ‘have been wary of attributing too
much weight to the “disease factor” in history’.* This thesis hopes to strike a balance
between the two. Chapter Two offers an outline of poliomyelitis*’ as it is understood
today. A brief outline of the epidemiology of polio until the early 1900s indicates the
level of understanding of polio at the time of the first South African polio epidemic in
1918. The two early epidemics, 1918 and 1944-1945, will be discussed in Chapters Three
and Six respectively. Lay reactions to the epidemics are handled in Chapters Four and
Seven, while Chapter Five offers a contextual examination of the inter-war period, a time
which witnessed changes in both public health policies and in medical science. Cripple
care was increasingly promoted during this time and medicine witnessed the development
of new areas of specialisation such as orthopaedic surgery and paediatrics. Dr J.H.S.

Gear, a key player in South African polio research, began his investigations into the

1 J. S. Smith, Patenting the Sun Polio and Salk Vaccine (New York: William Morrow and Company,

INC., 1990), p. 36.

16 Phillips, ‘Black October: The Influence of the Spanish Influenza Epidemic of 1918 on South

Africa’ (Pretoria: The Government Printer, 1990), p. xv.

o The name will be shortened to “‘polio’, its more common usage, unless used within the context of

medical reports and quotations.



disease during the Second World War, which eventually earned him the title of *‘Father of

communicable diseases, vaccinology and immunology’ in South Africa.'® Gear’s earliest

research into polio is discussed in Chapter Eight.

Over the past two decades, important South African published works on medical

history have focussed mainly on the political and economic issues raised by disease or the

way in which state strategies such as segregation and apartheid dictated the quality of

health service.” The seminal work by Phillips on the 1918 Spanish influenza epidemic in

South Africa, which is rich in social detail, emphasises industrial and economic forces in

the context of segregation.® Quoting George Rosen, a renowned medical historian,

Phillips points out:

18

19

20

Prof. B. Schoub, lecture at the opening of the Poliomyelitis Research Foundation Training Centre,

27 Nov. 2006.

Examples of such works are: S. Marks and N. Andersson, ‘Issues in the Political Economy of
Health in Southern Africa’, Journal of Southern African Studies, vol. 13, no. 2 (Jan. 1987), pp.
177-186; S. Marks and N. Andersson, ‘Typhus and Social Control: South Africa, 1917-1950’, in
R. MacLeod and M. Lewis (eds), Disease, Empire and Medicine: Perspectives on Western
Medicine and the Experience of European Expansion (London: Routledge, 1988), pp. 257-283;
R.M. Packard, White Plague, Black Labour: Tuberculosis and the Political Economy of Health
and Disease in South Africa (Pietermaritzburg: James Curry Publishers, 1983); M.W. Swanson,
‘The Sanitation Syndrome: Bubonic Plague and Urban Native Policy in the Cape Colony, 1900-

1909’, Journal of African History, vol. 18 (1977), pp. 387-411.

H. Phillips, ‘Black October’, p. xv; H. Phillips, ‘The Local State and Public Health Reform in

South Africa: Bloemfontein and the Consequences of the Spanish *Flu Epidemic of 1918’, Journal



The social history of disease, even endemic disease, can reveal much about
the composition and workings of past societies, for not only is disease
“related causally to the social and economic situation of the members of a
given population, but the health care received also reflects the structure of a

society, particularly its stratification and class divisions”.*

To an extent, polio differed from this mould. The polio epidemics did not cause
any significant disruption to the economy, nor could blacks in Johannesburg be blamed in
any way for transmitting the disease. Polio was transmitted by white children; they
infected each other. The polio epidemics engendered enormous disquiet, anxiety and fear
within the infected communities and a sense of apprehension throughout the Union in
case the disease spread. Contrary to the high death rate of other diseases, it was polio’s
ability to maim that made it ‘the most feared disease of childhood’.? It earned the names

of ‘the crippler’;® “the pestilence’;** “an unmitigated evil’;* ‘the mystery disease’;*® ‘the

of Southern African Studies, vol. 13, no. 2 (Jan. 1987), pp. 210-233; H. Phillips, ‘““Black October”:
Cape Town and the Spanish Influenza Epidemic of 1918’, in C. C. Saunders (ed.), Studies in the

History of Cape Town, vol. 1 (University of Cape Town, 1979).

z Phillips, ‘Black October’, p. xv.

2 D.J. Wilson, Living with Polio: The Epidemic and its Survivors (Chicago: The University of

Chicago Press, 2005), p. 1.

z T. Gould, A Summer Plague: Polio and its Survivors (New Haven: Yale University Press, 1995),

p. Xi.



dread disease’;* “a periodic scourge’;”® ‘a kind of V2 of illness’;* “a grim terror more

menacing, more sinister than death itself’;*® and “the last of the childhood plagues’.*

Polio could leave a child crippled, worthless, reliant on others and the state, and

stigmatised for life.*> Some parents have admitted that, with hindsight, death might have

24,

25

26

27

28

29

30

31

32

P. J. Paul, A History of Poliomyelitis (New Haven and London: Yale University Press, 1971), p.

Xiii.

Ibid., p. Xiv.

The Star, 4 Dec. 1944.

Bruno, R.L, The Polio Paradox: Uncovering the Hidden History of Polio to Understand and Treat

“Post-Polio Syndrome” and Chronic Fatigue (New York: Warner Books, 2002), p. 65.

R. Debré et al., Poliomyelitis: WHO Monograph Series no. 26 (Geneva: World Health

Organisation, 1955), p. 10.

The Star, 7 Dec. 1944.

C.J. Rutty, ““Do Something! Do Anything!”, Poliomyelitis in Canada 1927-1962" (PhD thesis,

University of Toronto, 1995), p. 3.

J.C. Ross, ‘A History of Poliomyelitis in New Zealand’ (MA thesis, University of Canterbury,

1993), p. 105.

J.H. Smith, ““Fear, Frustration and the Will to Overcome”: A Social History of Poliomyelitis in
Western Australia’ (PhD thesis, Edith Cowan University, 1997), p. 419; B. Michel, Footnote to a
Dream: Memories of a Musician’s Journey through Adversity (Johannesburg: B. Michel, 2002), p.

6.



been preferable to the resulting lifetime of disability, physical limitations and
disadvantage, but that is not how the majority of survivors felt. Many fought their
disabilities with determination and courage, often entering the mainstream workplace and

excelling in their careers.** “We just had to get on with it!"*

When it was suggested that | should consider doing my thesis on polio, I clearly
recall my reaction — “‘that’s about cripples’. Such a response is notable, for it encapsulates
the prejudice and misunderstanding which disabled people face, but it is not totally
incorrect. Polio presents a history of disability which is contrary to the value society
places on physical ability and perfection. *Society devalues and discriminates against
those who do not conform to the physical norm.”® This is arguably one reason why the

polio epidemics have enjoyed so little attention in South Africa.*® The human element is

i Works covering family members’ experiences and survivors’ accounts of polio are: F. Davis,

Passage through Crisis: Polio Victims and their Families (New York: The Bobbs-Merrill
Company Inc., 1991); P. Cockburn, The Broken Boy (London: Jonathan Cape, 2005); E. Foster, It
Can’t Happen to Me (Cape Town: Timmins, 1959); J. Opie, Over my Dead Body (London:

Methuen, 1957); Wilson, Living with Palio.

i E. Harrington, interview, 20 Aug. 2003.

® J. Morris, Pride against Prejudice: Transforming Attitudes to Disability (London: The Women’s

Press, 1991), p. 43.

% W.K. Bettzieche, ‘Polio, People and Apartheid: The South African Poliomyelitis Epidemics of the

1940s and 1950s with Special Reference to the Cape Peninsula’ (BA Honours thesis, University of

Cape Town, 1998). This is a pioneering work on polio in South Africa.



central to the study of disease yet ‘rarely has there been mention of the patient in medical

history’*” and, one might add, especially the disabled patient.

It has been difficult to collect first-hand accounts from polio survivors. In South
Africa, most seem reluctant to write down their stories. While some have been prepared
to speak about their experiences, their testimony is not without difficulty for the historian.
Oral testimony can be unreliable; memories are fragile and ‘subject to the vicissitudes of
time’.*® Where trauma, pain or anxiety is concerned, recall tends to be even more
selective and incomplete than usual.*®* Memory can be distorted by ‘the imaginative and
philosophical framework’ of the individual, which can result in digressions or the
suppression of memories. Interviewees have pointed out that the stoicism of the 1940s
and 1950s (and indeed earlier), reflected in such statements as ‘boys don’t cry’ or ‘keep a
stiff upper lip’, did affect memory. Even the act of interviewing places pressure on the
individual; questioning can intrude on aspects of life that many would rather forget or,
because of the trauma involved, have forgotten. ‘I found it difficult at times to carry on

writing because one memory would set in motion others, deep in my subconscious; | had

3 G. Liebenberg, ‘Disease and Disability: Poliomyelitis, Rehabilitation and Social Reform for

Disabled Persons in New Brunswick, 1941-1955" (MA thesis, University of New Brunswick,

1994), p. 111.

% J. Stark, “The Task of Testimony’, History and Memory, vol. 1, no. 2 (Spring/Summer, 1999), pp.

37-59.

% Smith, ‘Fear, Frustration and the Will to Overcome’. This thesis had a covering letter offering

psychological help should the recollections result in unmanageable anguish.

10



to come face to face with the pain again, as an adult — experiences which, at times, had

been too much for me to cope with as a youngster’.*

The way in which information is collected can influence the integrity of the
source. Here the historian’s role as editor comes into play; historians sift as they listen,
selecting what seems to be relevant to the research.* There is, however, a certain
‘universal experience’ of polio, and | have had to resort to using testimonies other than

those of survivors from Johannesburg in order to illustrate certain claims in this work.

1.2 A Brief Historiography of Polio

The historiography of polio is largely based on the experience of the disease in the United
States of America (USA), although several works on polio epidemics in other countries

are available.* J.R. Paul’s book is fundamental to any study of the history of polio and

40 Interview with R. Steynberg, 22 Nov. 2004. He also provided a written account.

4. An appeal was made to the North East Tribune (August 2002), a local paper in Johannesburg,

requesting information from polio survivors and their family or friends. There were more than 40
telephonic responses, but only two were prepared to write an account of their experiences, while

the rest were recorded as notes in point form.

42 A.B. Cross, “The Solomon Island Tragedy: A Tale Of Epidemic Poliomyelitis’, Medical History,

vol. 21 (1977), pp. 137-155; A.M. Killalea, ‘The Great Scourge: The Tasmanian Infantile
Paralysis Epidemic 1937-38" (MA thesis, University of Tasmania, 1994); Ross, ‘History of

Poliomyelitis in New Zealand’; C.J. Rutty, “A Grim Terror More Menacing, More Sinister than

11



covers the story from the perspective of one of the principal researchers.*® He was also an

important contributor at polio conferences which began in 1948 and helped to

disseminate knowledge of the disease. Paul knew and corresponded with many of the

prominent people linked with polio research, such as South Africa’s James H.S. Gear,

with whom he worked on joint research projects.* Paul’s writing is clear and objective.

Paul frames his history within comparative medical knowledge from the earliest

period of polio and ties in the various goals and philosophies which influenced differing

approaches to polio. This gives insight into understanding aspects such as its

nomenclature and how the medical approach has changed, developing according to the

intellectual and technological boundaries over time. Gear raised this point:

43

44

Death Itself”: Physicians, Poliomyelitis and the Popular Press in Early 20"-Century Ontario’ (MA
thesis, University of Western Ontario, 1990); Smith, ‘Fear, Frustration, and the Will to
Overcome’; F. Wallace, ‘The Impact of the Cork Polio-Epidemic on Voluntary Provision for the

Handicapped’ (MA thesis, University College Cork, 1994).

T. Gould, A Summer Plague, p. 326.

J.R. Paul, History of Poliomyelitis (New Haven and London, 1971), p. 269. Gear was part of the
committee which, in 1955, coined the term “poliovirus’, which has since been universally adopted.
Paul co-wraote the article with Gear and H. von Magnus: ‘A Recent Definition of the Poliomyelitis
Virus’, Virology, vol. 1 (1955), pp. 185-189. Paul confirms that Gear was part of a group which
tried to determine whether antibody patterns elsewhere conformed to those of the lower
socioeconomic groups as first studied in Baltimore: Paul, History of Poliomyelitis, p. 359. Paul
and Gear formed part of the WHO Expert Committee in Rome in 1953 and the 1958 Expert

Committee in Geneva, ibid., p. 421.
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| have noted that advances in Medicine result from advances in technique.
Sometimes the technique is new, as in the case of the electron microscopy. At
other times, an old technique has been refined and applied with greater
understanding. Whichever way the advances were made, they depended, in

the end, on technical skill and knowledge.*

The war-time epidemics were very much tied into the sparse knowledge of the
day. Paul shows how polio has been constantly reinterpreted, a process which he believes
would continue for many years. He contrasts the stoical nineteenth century — which
regarded paralysis during infancy as inevitable for some children — with the later,
contemporary understanding that viewed polio with dismay and fear and follows the
ambitious jockeying for position and recognition, which were so much part of the race to
find an effective prophylactic. Contrasted to this high-profile approach is the altruism of
the earlier epidemiological research of polio. In the early 1900s, through painstaking
observation and recording of local epidemics, Swedish doctors presented a picture of the
disease so accurate that later researchers built on these findings.* Paul’s purpose in

writing the book is to document

45 J.H.S Gear, ‘Some Highlights of Medical Technology in Southern Africa’, Presidential Address:

The first South African Scientific Congress of the Society of Medical Laboratory Technologists of

South Africa, The S.A. Journal of Medical Laboratory Technology, vol. 14, no. 3 (1968), p. 15.

46 Gear returned to the observations of these early works in his research in the mid 1940s.
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[t]he frequent, almost agonizing, efforts by individual scientists to achieve
something which they felt would contribute to knowledge ... the
determination in the face of frustrating delays and frequent backtracking; the
almost frantic attempts to do anything about paralytic poliomyelitis ...
methods of trial and error’ — [which] lead to the eventual control of the

disease, with many casualties on the way."

Even after the vaccine was in use, Paul warned that the fight against polio was not over.
“The road will lead uphill for many years to come’,* as is evident today, since polio is
still experienced in certain countries of the world mainly due to inadequate vaccination.*
Currently there are over 460 polio cases in the world, over 370 in Nigeria alone. A recent
outbreak in Namibia claimed seven lives.® Nigeria, India, Afghanistan and Pakistan are

the four remaining countries where endemic polio is still found, but only in specific parts

4 Paul, History of Poliomyelitis, p. xiv.

8 Ibid., p. 469.

49 The following offer enlightened histories of the virus: A.B. Sabin, ‘Oral Poliovirus Vaccine:

History of its Development and Use’ and A.B. Sabin, ‘Current Challenge to Eliminate
Poliomyelitis from the World’, Journal of Infectious Diseases, vol. 151 (1985), pp. 57-64; D.M.
Horstmann, ‘The Poliomyelitis Story: A Scientific Hegira’, Yale Journal of Biology and Medicine,

vol. 58 (1985), pp. 79-90.

%0 The Star, 13 June 2006.
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in each country. Continuing outbreaks of polio, such as the recent occurrence in Namibia,

are the result of imported cases from any of these four areas.”

Two other excellent histories of polio are Naomi Rogers’s Dirt and Disease® and
Tony Gould’s A Summer Plague.*® Rogers’s focus on the 1916 New York epidemic
draws attention to the complexities and ironies of polio history. She emphasises that, in
order to understand polio, it is necessary ‘to place each epidemic and ensuing drama’
within the context of the medical and scientific understanding of the early twentieth
century. By the early 1900s, diagnostic tests, sera and vaccines were available to fight
most infectious diseases, but not polio. ‘Polio proved confusing and intractable to all
known bacteriological, epidemiological and therapeutic measures of the day’;* polio in
fact ‘highlighted the limitations of scientific solutions’> and contradicted all given

pictures of epidemic disease for many years to come.*® Rogers expands on the sense of

o Prof. B. Schoub, lecture at the opening of the Poliomyelitis Research Foundation Training Centre,

27 Nov. 2006.

52 N. Rogers, Dirt and Disease: Polio before FDR (New Brunswick, Rutgers University Press,

1992).

53 T. Gould. A Summer Plague: Polio and Its Survivors (Yale: University Press, 1995).

> Rogers, Dirt and Disease, p. 19.
» Ibid., p. 6.

% Ibid., p. 164.
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inadequacy experienced throughout the 1916 epidemic and examines the responses to the

epidemic within various social groups.

Central to her argument is the way the disease shifted to the upper classes. Health
officials and the lay public blamed the poor and immigrants for polio, believing that
germs did not spread randomly.>” Insects were also blamed for transmission, especially
flies. This policy of assigning responsibility for an epidemic and expecting ‘the authority
of the new scientific medicine and germ theory of disease’ to conquer it, Rogers believes,
was part of contemporary confidence which had been boosted by the successes of
bacteriology.® Concomitant to the emergence of a powerful ideology of motherhood
during the early twentieth century,” mothers were singled out as guardians ‘of the
family’s spiritual and physical health’,* but the irony of this early understanding of polio
was that clean homes failed to protect the well-off child, while poorer children were able
to build immunity to polio because of their more unsanitary environment. Rogers’s
analysis of the tensions within a society, driven by fear and ignorance, offers useful

insights which can be tested against other polio epidemics, such as the 1918 epidemic in

> Ibid., p. 29.

%8 Ibid., p. 31.

% For an excellent exposé on this subject, see D. Dwork, War is Good for Babies and Other Young

Children: A History of the Infant Welfare Movement in England 1898-1918 (London: Tavistock

Publications, 1987).

60 Rogers, Dirt and Disease, p. 15.
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Johannesburg. ® Scientists and laymen alike attempted to direct medical research, driven
by a shared sense of fear and frustration. Although the influence of popular heroes, such
as Franklin D. Roosevelt, who had contracted polio in1929, was too far removed from the
South African situation to be meaningful to the ordinary person locally, Rogers regards
his influence in the USA as significant. He helped to recast the image of polio and
disability by removing the stigma® — although some polio survivors would disagree — and
played an important role in setting up the National Foundation for Infantile Paralysis
(NFIP), developed in 1934 to raise money for the needs of polio patients across the USA

and which contributed to polio research with substantial funding.®

Whereas Rogers’s study does not offer the patients’ perspective, Gould makes a
point of including the ‘experience of the polio patient, the actual sufferer’, in his account.
‘It’s not just a question of “background” ... but of insisting on the centrality of the polio
experience’ as ‘the testimony of witnesses give resonance to the history’.% His narrative
attempts to weave together the various strands of the polio story — scientific, clinical,

political and experiential aspects — ‘which have in the past been treated separately, if at

ol Ibid., p. 7.

62 Rogers, Dirt and Disease, pp. 1-3.

63 Ibid., p. 166.

o Gould, A Summer Plague, p. Xiii.
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all’.** Such focal points have influenced the structure of this work; the political aspect is

touched on only briefly.

By making use of British material, Gould offsets the strong influence of the USA
on polio history. In this context, the early South African epidemics deserve attention, as
the 1944-1945 epidemic in South Africa offered Gear an entirely fresh field of research,
and contributed to his pioneering insights. Gould does not focus on one epidemic, as
Rogers does, and so his story is not as rich in analysis as her narrative, but it does include

important new material, such as information about post-polio syndrome.

In the 1970s, it became apparent that the polio story had yet another twist to it.
Certain polio survivors, often those who had been least affected by the disease, found that
thirty or forty years after the initial attack ‘their lives [were] cast into jeopardy by
alarming symptoms of fatigue and new muscular weakness, suffered without warning.*®
Known as ‘Post-Polio Syndrome’, the ‘Late Effects of Polio” or *Post-Polio Sequelae’,
the condition still has not been totally recognised by some in the medical world. The
effect of this ailment on polio survivors, however, has been dramatic. The functional
deterioration experienced by many ‘polios’® is a serious medical problem, while the

cause has been the subject of considerable speculation and debate. Whatever the reason,

& Ibid., p. xii.

66

Ibid., p. xii.

o7 A term used by polo survivors: ‘a name that merged their identity with their disease’: Smith,

Patenting the Sun, p. 38.
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when fatigue and pain become debilitating, survivors once again face medical ignorance
and disability. Many had suppressed the memory of their illness, but world-wide support
groups encouraged them to become more open to discussion. Gould has used these

testimonies to offer a unique aspect of the polio story. It was due in part to the post-polio

syndrome that those who participated in this thesis were prepared to share their stories.®

You don’t “conquer” or “overcome” polio in any meaningful sense, you
merely adapt to the limitations it imposes and — if you’re fortunate — discover

resources within yourself you might not otherwise have found.®

There are several significant academic works on polio which have guided this
thesis. Christopher Rutty’s PhD thesis offers a narrative history of polio in Canada from
1927 to 1962. He integrates the Canadian experience within current historiography and
shows how the USA’s “scientific and publicity war on polio” influenced the Canadian
response to epidemics. He explores certain factors fundamental to this response,
especially polio’s “terrifying nature and high visibility, public expectations for action and

protection, the profound frustrations associated with the scientific and medical

68 | found myself playing ‘go-between’ for the South African Post-Polio Network, as many who

replied to my notice in the North East Chronicle thought that I might be able to help them with
information on the condition. | pay homage to ‘Hans’, an organ builder of note in the country, who
died within months of our conversation, ‘from respiratory complications resulting from his

childhood encounter with the poliovirus’, according to C. Webster, 20 Nov. 2003.
69

Gould, A Summer Plague, p. xvi. Other publications which offer polio testimonials are Wilson,

Living with Polio and Shell, Polio and its Aftermath.
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understanding of the disease, diagnosis, prevention, control, treatment and after-care’.”
Canada’s experience of polio is important as it offered a broader understanding of the
disease. This is also true of the Gear investigations into the transmission of the virus
during the 1944-1945 South African epidemic, which contributed to the international
understanding of polio. The Canadian government, closely connected to its provincial and
federal health departments, set a new precedent in the management of polio.” Strongly
influenced by key individuals and the growing needs created by the epidemics, free and
unconditional public health care was provided, special hospitals were built with
convalescent facilities, physiotherapy and after-care for polio sufferers.”” The South
African government subsidised the South African Institute for Medical Research
(SAIMR), but not for polio research. State involvement into research on the disease was

delayed until the 1950s.

Rutty raises an important point about the relationship of polio to other diseases.
Despite the fact that other infectious diseases such as measles, chicken-pox, whooping
cough and scarlet fever had higher case numbers, polio became the focal point of
expensive, world-wide research. He points out that, in such diseases, epidemics were rare
and more invisible and that the illnesses were more transitory. Death could result but it

was more likely that a full recovery left little subsequent evidence of the disease.

0 Rutty, ‘Do Something! Do Anything!’, p. ii.

n Ibid., p. 5and p. 7.

& Ibid., p. 381.
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Diphtheria, which came under control as polio was becoming a major threat, could leave
emotional scars but not visible ones. Polio was ongoing, often associated in the public
mind with a yearly summer season, and was therefore deserving of the attention it

received from medical science.”™

Jean C. Ross’ scholarly work ‘A History of Poliomyelitis in New Zealand’ is
direct and to the point. She examines the problem of quarantine measures which in New
Zealand, were ‘extraordinarily wide in their scope’ and affected everyone. The country’s
population was small enough to make such measures nationwide; all schools were closed
during an epidemic. Although these measures proved useless in stopping the spread of
polio, the public, the medical profession and the health authorities never questioned them.
A certain race or class was not blamed for spreading the virus, as was experienced in the
USA or, to a lesser degree, in South Africa. “To the general public polio was yet another
of the hazards of infancy which could blight their child’s life forever.”™ By 1947,
however, due to a clearer understanding of the epidemiology of polio, isolation only
applied to the infected individuals and immediate contacts. ‘The health authorities were
faced with the difficult task of persuading the general public that what had been
absolutely essential five years before was now not necessary.”” In similar vein

Johannesburg health officials wavered in their polio policy which bewildered parents.

s Ibid., p. 383.
“ Ibid., p. 101.
& Ibid., p. 102.
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Ross raises the important issue of viral enteric infections and infant mortality as a
screen to early polio figures.™ Studies showed that where there was a high infant
mortality rate, polio, in its endemic form, was hidden by other infectious illnesses such as
endemic diarrhoeal diseases. ‘It is not until the infant mortality rate drops below 75 per
1000 that polio begins to manifest itself within a few years.” In New Zealand, infant
mortality figures began dropping around 1906; this was followed by the first polio
epidemic in the country in 1916. Similarly Australia, England, Wales, the USA and Italy
showed a marked drop in infant mortality rates by the early1920s, with a concomitant rise
in polio epidemics within a few years.” The link between the infant mortality rate and

polio in Johannesburg is explored in Chapter Five.

Although Ross believes that the fear engendered by polio was out of all
proportion to its actual impact, the appearance of the disease in epidemic form during the

early twentieth century was significant:

When it was thought to be rare or unknown, it was common; when it seemed
common it was rare ... at a time when infectious diseases were being
overcome with disinfectants, sewers, good food and clean water, polio could
not be controlled. It made a mockery of every public health measure and

advance in the standard of living.”™

e Ibid, p. 3.
" Ibid., pp. 111-113.
® Ibid., p. 103.

22



Although the South African polio epidemics are mentioned in several general
historical accounts,” the only scholarly work on polio in South Africa is Wieland. K.
Bettzieche’s ‘Polio, People and Apartheid’.® His focus is on the 1944-1945 and 1948
epidemics, the establishment of the Poliomyelitis Research Foundation and the polio
vaccine campaigns during the 1950s, with a focus on the Cape Peninsula. His main
sources are J.H.S. Gear’s The History of the Poliomyelitis Research Foundation, Malan
Marais’s In Quest of Health, Roger’s Dirt and Disease and Rosenberg’s Explaining
Epidemics. Unfortunately Bettzieche has neglected to list sources diligently, especially
with regard to his brief handling of the epidemics in the 1940s, and it is difficult to verify
pertinent aspects of his arguments. He attempts to explore “the reasons for the marked

differences in polio’s prevalence in South Africa’s racial groups’,® hoping that the polio

" H. Rudolph, Johannesburg, One Hundred Years (Melville: Chris Van Rensburg Publications,

1986), p.159, which has three paragraphs on the Poliomyelitis Research Institute and the
development of the polio vaccine; Reader’s Digest, South Africa’s Yesterdays (Cape Town: The
Reader’s Digest Association South Africa, 1981), p. 55, which offers a photograph of the first iron
lung built in South Africa; P. Schirmer, The Concise Illustrated South African Encyclopaedia
(Johannesburg: Central News Agency, 1980), p. 133, which gives a definition of the disease and
mentions the dates of the epidemics “prior to vaccine’s discovery’; The Standard Encyclopaedia of

South Africa, vol. 8 (Cape Town: Nationale Boekhandel, 1973), p. 644.

80 Bettzieche, ‘Polio, People and Apartheid’.

8l Ibid., p. 26.
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epidemics might ‘illuminate the political, ideological, cultural and social situation of

society at the time’.®2 He concludes:

Polio highlighted early patterns of disease and discrimination in the
prevention and treatment which ran along the lines demarcated by apartheid.
The differences in provision of health services according to race

foreshadowed the segregation of health services in the 1960s and 1970s.%

This thesis did not endeavour to pursue any discriminatory pattern in the handling of
polio along racial lines, as the statistics for all “non-white” groups during the early
epidemics were too inadequate and unreliable to be able to make any convincing
argument. In his socio-political view of polio in the Cape Peninsula and its impact on
blacks and whites, Bettzieche admits that Cape records show a lack of ‘depth and of
detail, especially in regard to “racial divisions”’. He finds this to be ‘a degrading and
discriminating device which expresses the general lack of interest in detail in races other
than white at the time’.* War-time conditions, however, hampered effective gathering of
white statistics, for various reasons which will be discussed; it can be assumed that black

statistics were also affected by these conditions. Scientists suspected that the poliovirus

8 Ibid., p. 8.
8 Ibid., p. 101.
8 Ibid, p. 23.
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affected people living in poor conditions to a lesser degree.® Ironically, polio was the one
infectious disease from which blacks appeared initially protected by their living
conditions, but this pattern changed during the 1950s when they succumbed to polio in

greater numbers.

Although he does not go into any detail, Bettzieche regards 1944 as the point
where polio shifted ‘from sporadic appearance to epidemic proportions’.®® ‘Never before
had incidences been so high and widespread as during this epidemic, nor had the
mortality rate in the past been comparable with that of this epidemic.’® This thesis,
however, argues that there is sufficient material available on polio in 1918 — despite the
paucity of statistics — to build up a reasonable account of the epidemic along social and

medical lines.® A cursory examination of available figures even suggests that the 1918

& J.L. Braudo, ‘Clinical Manifestations of Fifty Cases of Acute Poliomyelitis Seen at the Children’s

Hospital, Johannesburg During the 1948 Epidemic With Special Reference to the Management in
the Acute Phase and the Phenomenon of Spasm (MD thesis, University of the Witwatersrand,
1956), p. 3. In 1949 Sabin discussed this in his paper ‘Epidemiologic Patterns of Poliomyelitis in

different parts of the World’.

8 Bettzieche, ‘Polio, People and Apartheid’ , p. 8.

8 Ibid., p. 24.

8 J.W. Scott Millar, ‘Poliomyelitis in Johannesburg’, Public Health, vol. 13 (May 1949), p.144.
Scott Millar believes that because of insufficient details, a close examination of the 1918 epidemic
would be misleading. This applies to a scientific examination of the epidemic and not a historical

one.
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epidemic was more severe, with a higher mortality rate than the later epidemic in 1944-
1945. Early epidemics in other countries followed a similar trend of high mortality rates.
As more epidemics occurred, case numbers increased, but there were a greater number of

paralysed cases and older age-groups becoming infected, while mortality rates dropped.

Later progress in polio research in South Africa is firmly based on the 1944-1945
epidemic and, although the 1918 epidemic did not play a direct role in this research, it
deserves more than the cursory mention it has received to date. As no detailed account of

these epidemics exists, such an investigation is long overdue.
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Chapter Two

The Guided Missile:* The Epidemiology of Poliomyelitis

2.1 Polio diagnosis

During the latter part of the nineteenth century, polio changed from an unremarkable
disease into one of the most feared diseases of all time. The virus was internationally
endemic and seldom caused death, but in its epidemic form polio was lethal. R.L. Bruno
has likened the poliovirus to a guided missile which has a specific task: it targets only
motor neuron cells in the brain and spinal cord which are responsible for the transmission
of the nerve impulses to various muscles.” If these cells are destroyed, the paralysis in

affected limbs can be permanent.

! R.L. Bruno, The Polio Paradox: Uncovering the Hidden History of Polio to Understand and Treat
“Post-Polio Syndrome” and Chronic Fatigue (New York: Warner Books, 2002), p. 20. The
poliovirus is one of the smallest viruses. About 17 000 poliovirus particles would cover a

punctuation mark.

J.H.S. Gear, The History of the Poliomyelitis Research Foundation (Johannesburg: Poliomyelitis

Research Foundation, 1996), p. 1.
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Table 2.1
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Source: Debré, Poliomyelitis, p. 17.

From Table 2.1 above, one can see in diagnostic terms that polio infections can be
severe, mild or inapparent. Paralytic polio is a major illness, in which weakness or
paralysis of one or more muscles develops. Non-paralytic polio is also a major illness
because of central nervous system (CNS)? involvement, but paralysis does not occur.

Abortive polio is a brief, systemic illness, often limited to one or more of the following

P. J. Paul, A History of Poliomyelitis (New Haven and London: Yale University Press, 1971), p. 3.

The CNS includes the anatomical structures of the brain, brain stem, medulla and spinal chord.
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symptoms: sore throat, headache, vomiting and fever, but clinical or laboratory signs
pointing to CNS involvement fail to develop. Abortive polio is therefore usually only
diagnosed during an epidemic when doctors are on the alert for the disease. Because the
symptoms of other childhood diseases are similar to polio, an epidemic can also be a
period of heightened misdiagnosis. A critical feature of polio is the inapparent infection,
which is the most common (90-95 per cent) and occurs in individuals who sustain silent
or subclinical infection, presenting no symptoms, and who, as a result of this experience,
develop antibodies to the infecting strain of the virus.* These healthy carriers are by far
the most numerous and uncontrolled, as their symptom-free infection escapes detection

and they can act as ‘a huge human reservoir’ for the spread of the disease.®

The above diagram shows how, following a few days of flu-like symptoms, the
disease can abort. After an incubation period of a week or more, the patient can suddenly
become paralysed or the advent of the disease can be biphasic: following a few days of
ill-health, symptoms can disappear and the patient seems to recover only to be struck
down with paralysis. The ratio of paralytic to inapparent infections is difficult to measure
but could be in the region of 1:200. It is clear that if the mild or abortive cases and the
inapparent infections are included in any epidemiological survey, then the polio attack

rates approach those of a highly contagious disease, giving quite a different picture from

4 R. Debré, et al., Poliomyelitis, WHO Monograph Series, no. 26 (Geneva: World Health

Organization, 1955), pp. 14-15.

> Ibid., p. 14.
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that gained from the analysis of the paralytic cases alone.® This means that polio was
much more widespread in South African society than was realised in the first half of the

twentieth century.

2.2 The Pathogenesis of Polio

This includes the origin of the disease, the way in which the poliovirus enters or leaves
the human body, how a person becomes infected and then contaminates the immediate

environment.

The virus is transmitted through person-to-person contact and enters via the
mouth. Food, contaminated hands, towels and nappies, utensils and, to a lesser degree,
droplets in the air introduce the virus into the alimentary canal which includes the mouth,
stomach and the entire intestinal tract.” The virus multiplies in the spongy tissue of the
tonsils and surrounding lymph nodes and moves down to the small intestine where it
enters Peyer’s patches, miniature cave-like lymph nodes in the wall of the intestine. Here
further multiplication of the virus takes place. The overabundance of poliovirus in the

tonsils spilling back into the throat mixes with saliva and contributes to the spread of

6 Ibid., p. 16.

! Ibid., p. 16.
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infection.? Large amounts of poliovirus in the small intestine are also passed out with the
intestinal contents, infecting sewage systems in the region. This does not necessarily
mean that sewage systems are the usual avenue of infection; ‘it means essentially that

here is evidence that the community is infected’.’

The alimentary tract and oropharynx (mouth and throat), although the first sites to
be attacked, might also be called “the first line of defence’, as the virus seems to be
stopped here in the majority of infections, doing no appreciable damage, save a slight
swelling of these structures.’® After an incubation period of two to five days, the body’s
automatic reaction occurs in the cells and specific antibodies are produced. Provided
these defences are adequate, the virus can be destroyed at this stage, and the individual

can enjoy lasting immunity from future infections of that particular poliovirus.

If the virus is not stopped by the body’s immune system and millions of
poliovirus particles spill into the bloodstream from the lymph nodes and the intestine, the
infection is carried to the brain and spinal cord, where neurons of the brain stem and
motor neurons of the anterior horn of grey matter are targeted. More distinctive
symptoms emerge, such as a stiff neck and back, high fever and varying sites and degrees

of muscle weakness. Once inside individual neurons, the poliovirus blocks production of

Bruno, Polio Paradox, pp. 23-27.

Debré, Poliomyelitis, p. 19.

10 Rutty, ‘Do Something! Do Anything!”, p. 28.
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vital protein or neurochemicals needed to transmit messages to enable muscle
contraction. Muscles become weaker or are paralysed as brain and spinal neurons become
less active or stop functioning.™ These frank paralytic cases occur in about three to four

per cent of all polio infections.*

There are a number of provoking factors, which, if present, may change an
otherwise silent infection into a paralytic attack. These include long, tiring journeys,
strenuous exercise, tonsillectomy, (even if performed several months previously),
adenoidectomy and operations on the mucous membrane of the mouth, including tooth
extraction.”* Why this happens is not understood; ‘it is possibly a matter of timing in this

disease’.*

Meanwhile, within the body, invaded neurons, which did not die during the acute
stage of the disease, become smaller than their original size. Their surviving axons grow
again sending out sprouts — ‘like extra telephone lines’ — to turn ‘on’ the muscles cut off
while the poliovirus was present. Some patients, who were initially paralysed, walked
after a few weeks or months, although this process could take up to two years. Post-

infection strengthening exercises and physiotherapy can result in the surviving muscle

1 Bruno, Polio Paradox, pp. 26-28.

12 Rutty, ‘Do Something! Do Anything!, p. 28.

B Gear, Poliomyelitis Research Foundation, p. 2.

1 Paul, Poliomyelitis, p. 20.
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fibres growing up to twice their original size, in order to do more work. In certain cases
deformities of varying degrees develop in the affected limbs, which would require

surgical procedures to correct.”

David Bodian, an American scientist and pathologist responsible for
groundbreaking work on polio in the 1940s, claimed that, on average, 96 per cent of the
motor neurons of the spinal cord were infected during the average case. Before an
individual muscle showed any weakness, 60 percent of the neurons had to be destroyed.'
If movement returned, those muscles which had been paralysed could operate on as little
as 40 per cent of their original motor neurons. More disturbing, however, he revealed that
neurons had also been damaged even for those who had experienced ‘nonparalytic’
polio.” This revelation had important repercussions for polio survivors who, years later,
could develop the condition known as post-polio syndrome (recognised after 1970). An
understanding of the damage caused by the poliovirus is important in the management of
the syndrome, although to date many doctors are divided as to the existence of this

condition.®

1 Bruno, Polio Paradox, pp. 32-33.

16 Ibid., p. 34.
o Ibid., p. 29.
18 Interview with C. Webster, 16 Nov. 2003.
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A major stumbling block in controlling the disease was due to the unusual
complexity of the polioviruses compared, for example, with the smallpox or yellow fever
virus, where immunity is dependent on protection against a single virus strain. In 1931,
Australians Frank MacFarlane Burnet and Jean MacNamara found that there were in fact
three poliovirus serotypes, each with its own special autogenic and biological
characteristics. This discovery opened the way to the development of an effective vaccine
and also explained the occurrence, although rare, of repeated attacks in a person.*
Usually one type of poliovirus is dominant during an epidemic, although it is not
unknown for another type to accompany the main type. The Brunhilde virus, or Type 1,
appears to be responsible for almost all polio epidemics, causing leg, arm and sometimes
breathing-muscle paralysis. The Type 2 virus, or Lansing, is least likely to cause paralysis
and responsible for endemic infections. Type 3 poliovirus (Leon) is the most rare. It can
cause leg and arm paralysis, but is most likely to produce so-called ‘bulbar’ polio, which
severely damages the bulb or stem of the brain. This results in difficulties with
swallowing, breathing and blood pressure, which can lead to the death. Research has

suggested that, during the polio epidemics, most cases were infected with only one type

19 Ross, ‘Poliomyelitis in New Zealand’, p. 5; Paul, History of Poliomyelitis, p. 233. This vital

discovery lay dormant for years until the 1948 “Typing Project’ led to the naming of the three

viruses.

2 Paul, History of Poliomyelitis, pp. 232-239. Brunhilde was the name of a chimpanzee which John

Hopkins used in a research programme; the chimpanzee is the nearest to man with respect to

susceptibility to poliomyelitis.
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of poliovirus, probably Type 1. Total immunity only results from infection from all three
viruses so that the body can develop antibodies against each type.? Within each
immunological type, individual strains appear to vary in their virulence, with more
aggressive strains giving a higher incidence of frank or “true’ polio per immunising

infection.?

The poliovirus, like other entero-viruses, is resistant to all known antibiotics or
chemotherapy agents. Laboratory disinfectants, such as alcohol, Lysol and ‘quaternary
ammonium compounds’, are ineffective against the virus. The poliovirus is viable at
room temperature for days and for many years at freezing point, although ultraviolet light

and temperatures of 50 degrees centigrade destroy it.*

From this outline of the disease it is clear that one of the most difficult tasks
facing doctors in the early part of the twentieth century was to diagnose polio correctly,

hopefully before paralysis appeared, but there was no specific diagnostic test to assist

2 Bruno, Polio Paradox, pp. 21-22.

2 J. Trueta, Handbook of Poliomyelitis (Oxford: Blackwell Scientific Publications, 1956), p. 10.

There are at least fifty variations or strains of the three types: Bruno, Polio Paradox, p. 22.

= Ross, ‘Poliomyelitis in New Zealand”, p. 6.
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them.?* Symptoms of polio mimicked a variety of other common childhood diseases, as
well as other more serious virus diseases of the CNS, such as acute aseptic meningitis and
encephalitis. This placed both professional and emotional strain on doctors, who hesitated

to diagnose until paralysis appeared.

The lumbar puncture or “spinal tap’ had emerged in the 1880s as a useful tool in
diagnosing meningitis. A needle was inserted between the vertebrae and a small amount
of spinal fluid was drawn off for microscopic examination for particular cells which
could be cultured.” This procedure could be most uncomfortable and frightening,
especially for small children; the cell count might confirm polio, but the results often
arrived after paralysis had set in. Once inside the body, there was no cure for polio nor
was there any proven treatment, although an anti-polio serum, prepared from the blood of
individuals who had recovered from a polio attack, was used until the 1930s, mainly in an

attempt to minimise the severity of the disease.”

2 Rutty, ‘Do Something! Do Anything!”, p. 31. Diagnostic tools were available for other diseases

from as early as 1910, such as the Schick test for diphtheria, the Widal test for typhoid, the

tuberculin test for tuberculosis (TB), and the Wasserman test for syphilis.

% Ibid., p. 32.

% Ibid., p. 41.
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2.3 An Outline of the Understanding of Polio

‘“This pestilence which walketh in darkness ... How does it select its victims and
where does it strike them that we might protect them from its murderous and

cruelly disabling attack?’*’

Polio is an old disease with records dating back to ancient Egypt; references to paralysis
in the bible might well have been as a result of polio. Before the twentieth century,
however, the disease was little known other than as a mild, endemic infection
experienced mainly by children, hence the name ‘infantile paralysis’. It was not
considered infectious and for years paralysis during infancy was believed to be caused by
‘teething, foul bowels or a fever’,® “‘even from sitting on the damp ground’.? In 1772, Sir
Walter Scott described how, at 18 months old, he suffered an attack of fever which left

him lame. The reaction of his parents to his paralysed right leg is worth noting.

My anxious parents, during the course of many years, eagerly grasped
at any cure which was held out by the promise of empirics, or of ancient

ladies or gentlemen who considered themselves entitled to recommend

z Rutty, The Middle Class Plague, p. 33.

2 Paul, Poliomyelitis, p. 9.

» Paul, History of Poliomyelitis, p. xiii.
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various remedies, some of which were of a nature sufficiently

singular.®*

Michael Underwood was the first physician to give a clear clinical account of
polio in 1784 and to recognise the disease as an entity. In his book, Treatise on Children,
under the heading, ‘Debility of the Lower Extremeties’,* he wrote: ‘It is not a common
disorder (which) seems to arise from debility and usually attacks children previously
reduced by fever, seldom those under one or more than four or five years old.”*
Underwood recommended the use of calomel and volatile as treatment during the first

few days or weeks of the disease.

In 1813, in Milan, Giovanni Battista Monteggia offered a more detailed
description of the effects of the disease on the body. He mentions the high fever and
describes how ‘the member remains immobile and regains, with time, only an imperfect
degree of strength’, which can be carried on into adulthood as ‘a dragging leg’. In an era
when the medical profession paid small heed to an accurate diagnosis, these observations

accurately outline the clinical course of the disease.®

%0 Gear, Poliomyelitis Research Foundation, pp. 4-5.

3 Ibid., p. 24.

3 Gear, Poliomyelitis Research Foundation, p. 5.

s Paul, History of Poliomyelitis, pp. 27-28.
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In 1835, J. Badham followed four patients in Sheffield in England over a period
of a week, observing the symptoms of thirst and drowsiness, the unusual appearance of
the eyes and the patient’s inability to stand.* In 1836, Sir Charles Bell described the first
epidemic which occurred on St Helena following a description of the mother of a little
girl who was part of a group of children who contracted polio on the island. She called it
an ‘epidemic fever’; the children were “similarly affected with a want of growth in some

part of their body or limbs’.*

By 1840, Jacob von Heine, in Germany, suggested that the symptoms of the
disease ‘point to an infection of the central nervous system, specifically of the spinal
cord’ causing sudden paralysis preceded by ‘pain in the extremties, fever, irritability and
convulsions in most cases’.* He advocated rest and wrapping the affected limbs in a

warm cloth in place of the standard purges, blisters and emetics used during that time.*

By 1870, J. Charcot, a famous French medical scientist, confirmed Heine’s theory
of the involvement of the central nervous system in polio. With the aid of the microscope,
Charcot demonstrated how the large motor nerve cells in the grey matter of the spinal

cord were lost during the early or acute stage of the disease. The neuropathology of polio

i Ibid., p. 41.
® Ibid., p. 43.
% Ibid., p. 53.

3 Ross, ‘Poliomyelitis in New Zealand’, p. 10.
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was thus established, which set it apart from other kinds of acute and chronic diseases

involving the CNS.*

The germ theory, developed by Louis Pasteur and Robert Koch during the
nineteenth century, introduced the era of the bacteria; the poliovirus was only recognised
in 1909. Although this recognition of the role of the pathogen may have led to a search
for the cause of polio, its impact was necessarily limited. More important was the work of
K. Medin who in 1884 gave the first description of a large polio epidemic, in Sweden,
after which ‘the epidemic character of polio began to be taken seriously’.* Sweden had
the reputation as the country with the worst epidemics, although it was not understood
why. However, Medin’s observations helped delineate the clinical course of the disease.
The minor symptoms and slight fever of the febrile period signified a generalised process,
which could be followed by serious damage to the CNS. He observed that the course of
the acute disease was sometimes interrupted by a brief, afebrile period or a time when
symptoms cleared up entirely and the individual appeared perfectly well, but within one
or two days, without warning, the disease recommenced with paralysis. In 1917, Draper
called this biphasic nature of the disease, the ‘dromedary course’ of polio.* Medin’s work

was important to the understanding of the disease and of rest as a treatment.

% Paul, History of Poliomyelitis, pp. 54 -57.

% Paul, Poliomyelitis, p. 10.

40 Many sources have delighted in catching Draper out; the dromedary camel has only one hump, the

term “biphasic’ is more accurate in describing this feature in the course of the disease.
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In1894, Dr Charles Caverly, a physician and public health officer in Vermont in
the United States of America, pointed out how older children were becoming victims of
polio, which represented a move away from the endemic pattern which affected mainly
infants. He also recognised abortive cases. This American epidemic recorded 1031 cases,
and high mortality rates of 13.5 per cent, revealing another truism of the disease: the

older the polio patient, the higher the death rate.

This gradual shift in age-incidence is an important element in the understanding
of polio since the advent of its epidemic form. Caverly also reported a curious finding
which, although never linked in any way to polio, is worth noting, as a similar instance
occurred during the 1944-1945 polio epidemic in South Africa. A nervous disease,
resulting in paralysis, killed a number of horses, dogs and fowls in the same geographic
area as the epidemic.” Finally, Caverly questioned whether polio was contagious or not
as, during the epidemic, he only came upon one instance in which more than one member
of the family contracted polio. Such systematic observations of epidemics were important
to build up an understanding of the epidemiology of polio. While Caverly was the first

American to have done this, arguably, lvor Wickman was probably the most valuable.

Wickman was a pupil of Medin, ‘indoctrinated by him in the current knowledge

of poliomyelitis.* He had also witnessed two epidemics in Sweden — in 1899 and 1903 --

41 Paul, History of Poliomyelitis, pp. 83-85.

42 Ibid., p. 88.
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and had written a thorough review of the disease. During the 1903 epidemic, he observed,
as Medin had, that overcrowding was not the cause of polio, as was the case with many
other diseases; rather overcrowding provided an opportunity to build up immunity against

polio, which children in remote areas were unable to do.

Wickman also noted that, in some instances, the infection might have missed the
CNS altogether. Such abortive cases, also mentioned by Caverly, did not result in
paralysis, but might equal or even outnumber the paralytic ones. He thought the ratio of
abortive cases to frank polio cases could be several hundred to one.” As already
discussed, this group continued to transmit the disease, although outwardly displaying no
symptoms. Wickman discussed the incubation period of the virus, fixing this at three to
four days from the time of exposure to the virus, and eight to ten days to the fever that

was associated with the major illness.*

It had become clear that polio was highly contagious. A significant difference

from scarlet fever or smallpox was the fact that doctors were usually guided by a

3 J.L. Braudo, ‘Clinical Manifestations of Fifty Cases of Acute Poliomyelitis seen at the Children’s

Hospital, Johannesburg, during the 1948 Epidemic with Special Reference to the Management in
the Acute Phase and the Phenomenon of Spasm’ (MD thesis, University of the Wiwatersrand,

1958), p. 8.

® Paul, History of Poliomyelitis, p. 94. Paul adds that for over 50 years textbook articles stated that

the incubation period averaged eight to nine days with a minimum of five days and a maximum of

35 days.
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definitive rash or pustules.” To diagnose ‘infantile paralysis’, in the absence of paralysis,
seemed impossible to many doctors because this was so contrary to their understanding of

the clinical and epidemiological picture of the disease in the early twentieth century.

In 1908, Karl Landsteiner and his assistant, E. Popper, finally confirmed that
polio was caused by a virus.” This confirmation of the aetiological agent promised fresh
opportunities for research but this knowledge did not help the average family doctor,
health workers, or the parents whose children still faced the threat of ever-increasing
polio epidemics which no one knew how to control. The next step was to grow the virus
in order to reproduce spinal cord lesions in experimental animals which were comparable
to those found in human spinal cord samples. Landsteiner successfully implanted the
poliovirus into two different species of monkey.*” Together with Levaditi, a member of
the Pasteur Institute, Lansteiner then demonstrated the presence of poliovirus in non-

nervous tissue which was vital to later vaccine work.*

45 Ross, ‘Poliomyelitis in New Zealand”, p. 9.

46 Paul, History of Poliomyelitis, pp. 98-106. Landsteiner was also responsible for paving the way for

the identification of the four major blood groups, thus laying the groundwork for the science and

techniques of blood transfusion.

8 These were the Macaca Rhesus and the Cynocephalus Hamadryas species of monkey; the latter

was plentiful in South Africa and was used in further polio research here.

8 Gear, Poliomyelitis Research Foundation, p. 10.
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But it was Wickman who had laid the basis for the modern epidemiological
concept of the disease; he had emphasised its infectious nature, its spread through human
contact and the importance of mild cases and carriers. Yet polio research from 1910
turned to the lure of the laboratory and studying the disease in animals. This side-tracked
the vital issue of how polio worked in the human body and the possible discovery of a
much-needed diagnostic test.” ‘It has been said of this particular time that everything one
discovered through the use of a microscope must be true.”® C. Ross considers
Landsteiner’s discovery that polio was indeed a virus as a landmark in the history of the
disease™ but it also marked an unfortunate tangent in polio research which would affect

the lives of thousands of people.

The course of events was typical of the way knowledge in poliomyelitis
seems to have progressed — in fits and starts, often punctuated by long
periods of frustrating inactivity followed by spurts of misdirected

effort.*

In 1911, Dr Carl Kling and Wilhelm Wernstedt after their studies on the 1905 and

1911 epidemics in Sweden suggested that during an epidemic the natural immunisation of

“ Ibid., p. 106.

50 Ibid., p. 97.

ot Ross, ‘Poliomyelitis in New Zealand’, p. 11.

52 Paul, History of Poliomyelitis, p. 97.
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thousands of people could take place. These important advances in the epidemiology of
polio were unfortunately ignored in favour of America’s growing involvement in
research. Simon Flexner, Director of the Rockefeller Institute in New York, was the first
to be sidetracked into the animal study of polio. By 1908 he had succeeded in passing the
virus between monkeys, so establishing the virus outside the human body. He also used
immune serum from monkeys, which were recovering from the disease, to neutralise the
active poliovirus in a test tube, thus contributing to the later use of serum as a treatment
of polio. He was so convinced that he was on the right track with these animal
experiments that he announced to the New York Times that, within six months, a specific
remedy might be expected. ‘We have already discovered the disease and the achievement

of a cure, | may conservatively say, is not now far distant.”

No cure for polio has ever been found and more than forty years would elapse
before a safe and reliable method of prevention was developed. What Flexner failed to
keep in mind was that the manifestation of the disease in monkeys might differ according
to the species and might not follow the same course in humans. He had hoped that the
pathology of the disease in monkeys and humans would be sufficiently similar to make a
distinctive breakthrough in the laboratory. By the time that Dr J.H.S. Gear in
Johannesburg became involved with polio research during the Second World War,

Flexner’s theories had been replaced. However, it was to Flexner that the medical and

%3 Ibid., p. 117.
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health authorities in Johannesburg turned for advice during the first polio epidemic which

broke out in the city in 1918.

By 1918 the features of poliomyelitis were well documented, mainly due to the
immense effort put into the collection and analysis of statistical data collected during the
1916 New York epidemic. Nevertheless, it is interesting see how an American

epidemiologist defined polio in 1910:

A peculiar gastro-intestinal condition possibly the result of a specific
infection, perhaps like summer diarrhea, due to a non-specific,
miscellaneous, bacterial interrelation with poor nutritional conditions
under abnormal climatic surroundings, resulting in the formation and
absorption of poisonous substances which attack the central nervous
system diffusely, the exact clinical results depending upon the

concentration and the effects of the poison at various points.>

By 1918, however, certain aspects of polio were more clearly understood.
According to the Public Health Services Report after the 1916 United States epidemic
investigators concluded that polio was exclusively a human infection, transmitted from
person to person without any necessary intervention of an animal or insect host. The
precise mechanism of transmission and avenues of infection were unknown. During an

epidemic a considerable number of the population, both children and adults became

> Ibid., p. 139.
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infected without clinical manifestations or displaying mild symptoms and were the main
carriers of the disease. Reported cases made up a small percentage of the actual number
infected and played a minor role in the spread of infection. During an epidemic, one to
three recognised cases per thousand are sufficient in number to immunise the general
population to such an extent that the epidemic spontaneously declines, ‘due to the
exhaustion or thinning out of infectable material’.> The degree of immunity within that
population is sufficient to limit the incidence rate of a subsequent epidemic. Because
infection during an epidemic was so widespread, isolation and quarantine regulations had

little value in preventing the spread of polio.

Gear, Poliomyelitis Research Foundation, p. 12.

47



Chapter Three

The 1918 Poliomyelitis Epidemic in Johannesburg:

The Medical Response

3.1 Epidemic polio appears in Johannesburg: the course of the epidemic

‘It is to be feared that the present local epidemic will add nothing to our

knowledge of this obscure disease.”

In January 1918, Dr E.P. Baumann, Senior Physician at the Johannesburg
Hospital, announced to the Witwatersrand Branch of the British Medical Association
(Witwatersrand BMA): ‘This summer, for the first time in the history of the country, so
far as any records show, we have been visited with poliomyelitis in an extensive epidemic

form’*

The first indication of an epidemic was in November 1917, when a number of
serious polio cases were experienced in and around Johannesburg. Baumann admitted

that once the mortality rates began to rise, he knew that the outbreak was grave. For

! Editorial, ‘Poliomyelitis’, Medical Journal of South Africa (MJSA), vol. 13, no. 7 (Feb. 1918), p.

113.

2 MJSA, vol. 13, no. 6 (Jan. 1918), p. 87.
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years, sporadic cases had occurred ‘as would be expected of an endemic disease’,’ but

death was unusual during such outbreaks, although there were incidences of paralysis.

Ilustration 3.1

Dr E.P. Baumann

Source: Dr S. Heymann, ‘The Transvaal
Memorial Hospital for Children 1923-
1973°, SAMJ , vol. 47 (13 Oct. 1973), p.
1829.

By January 1918, the polio epidemic was confirmed. March proved to be the
month with the highest number of infections, by which time over 100 children in
Johannesburg had been struck down by the disease. As the weather cooled, the numbers
tapered off.* By May, the epidemic was over. Johannesburg and Reef towns had been

affected, with polio reaching Krugersdorp to the west and Springs to the east, while

3 MJSA, vol. 13, no. 6 (Jan. 1918), p. 87.

4 MJSA, vol. 13, no. 7 (Feb. 1918), p. 114.
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Pretoria recorded the lowest toll.” There were also outbreaks ‘at various remote places

throughout the Transvaal’, but these remained small and contained.®

Notification of polio as an infectious disease became compulsory on 15 February
1918, but before this date figures were unreliable, although private practitioners, on
request, had reported 58 cases of polio.” Later official figures stood at 145 for the entire
epidemic of which only six (four per cent) were of black people. 143 of the 145 cases (99
per cent) were under 15 years old. The death toll was between 20 and 24.* The Medical
Officer of Health (MOH) report for 1916-1919 places the case load at 181 with 24 deaths
and states: ‘A number of other cases existed which were neither reported nor notified and
some cases which, on account of their mildness, escaped notice altogether.”” Keeping in

mind that the actual case rate was higher, the 1918 white population of Johannesburg of

> MJSA, vol. 13, no. 14 (Sep. 1918), p. 245.

6 The Star, 26 Feb. 1918.

Report of the Medical Officer of Health on the Public Health and Sanitary Circumstances of
Johannesburg during the Three Years, 1 July 1916 - 30 June 1919 (Johannesburg, June 1920), p.

24. This report will be referred to as ARMOH (1916-1919) in later references.

8 J.W. Millar, ‘Poliomyelitis in Johannesburg’, Public Health, vol. 13 (Mar. 1949), pp. 143-148; J.
L Braudo, ‘Clinical Manifestations of Acute Poliomyelitis’, pp. 2-13; Eric Rosenthal’s article in

The Star, 5 June 1944, raises the count to 181 cases and 20 deaths.

o ARMOH (1916-1919), p. 24.
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140 750" enables one to calculate an incidence rate per 100 000 of population (whites) to
be approximately 99, which is higher than the subsequent epidemic of 1944-1945,"
where 174 cases among whites gives an incidence rate of 52 per 100 000." The stated
figures of 1918 may not be totally accurate, principally due to a lack of notification, but
the incidence rate as shown above indicates that Johannesburg’s first polio epidemic was
indeed a serious one. Adding the earlier 58 cases before February, a breakdown of cases

follows:

Table 3.1
Feb. Mar  Apr May Jun Jul Aug Total
43 60 15 2 1 1 1 181

Incidence of polio cases in Johannesburg, February — August 1918
Source: ARMOH (1916-1919), p. 24
The epidemic seemed to take the authorities by surprise, despite the fact that the

United States of America’s (USA’s) epidemic in 1916 had been widely publicised in both

the press and medical publications as ‘the most formidable that had hitherto been

10 Ibid., p. 1.

1 Population Statistics taken from the Official Year Book of the Union and Basutoland,

Bechuanaland Protectorate and Swaziland, no. 24 (Pretoria, 1949), p. 1097.

Millar, ‘Poliomyelitis in Johannesburg’, pp. 143-148.
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recorded’;" 27 000 cases and 6 000 deaths had occurred in 26 states." New Zealand had

also experienced a severe epidemic in 1916, with 1 018 cases and 123 dead,” and it was

only a matter of time before the disease reached South Africa. Earlier in 1917, Dr J.

Marius Moll, part-time Medical Officer of Schools in Rand Central area, had remarked

that ‘although sporadic cases of the disease are usually to be found in most countries,

epidemics are fortunately rare’; but his assurance was short-lived.'* Case numbers

increased during a period of heavy rain'’ in November and December 1917, but little was

J.M. Moll, ‘Epidemic Poliomyelitis: Review of our Present Knowledge’, MJSA, vol. 12, no. 13

(Aug. 1917), p. 2.

N. Rogers, Dirt and Disease: Polio before FDR (New Brunswick, Rutgers University Press, 1992),

p- 10.

J.C. Ross, ‘A History of Poliomyelitis in New Zealand’ (MA thesis, University of Canterbury,

1993), p. 15.

MJSA, vol. 12, no. 13 (Aug. 1917), pp. 2-5.

The Star, 4 Nov. 1917; R. Debr¢ et al, Poliomyelitis WHO Monograph Series, no. 26 (Geneva:
World Health Organisation, 1955), p. 19. Debré comments on a possible relationship between
polio and rain: ‘Something happens during summer weather which either introduces the virus into
the community, or enormously facilitates the dissemination of the virus throughout the
community, or makes certain people, the non-immune, far more susceptible.” In his report the
Johannesburg’s MOH also mentioned that the epidemic occurred during months of ‘quite unusual

“recorded rainfall” ... The subsidence of the epidemic coincided with the cessation of the rains in
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published in the press about incidence rates, no doubt to allay any cause for alarm.
Further, as this was the first epidemic experienced in South Africa, there was no polio

policy on which to act.

Eventually, on 29 January 1918, the Rand Daily Mail published a report written
by Dr. Watkins-Pitchford, Director of the South African Institute for Medical Research
(SAIMR), offering information on polio ‘practically all that is known of interest to the
general public’."® Watkins-Pitchford informed readers that the name ‘infantile paralysis’
was incorrect, as adults could also contract poliomyelitis, and that the disease was called
‘acute poliomyelitis ... which in plain English implies a severe inflammation lasting only
a short time and affecting the gray matter of the spinal cord’."” He did not consider polio
to be ‘markedly contagious’, but was most likely spread from person to person. He

described polio as:

Formidable, not so much on account of its prevalence and fatality as in

respect of the terrible frequency with which it leaves the patient

April 1918 ... it would however be very unsafe to make any deduction herefrom’: ARMOH

(1916-1918), p. 25.

18 Rand Daily Mail, 29 Jan. 1918.

Ibid., The name change did not become common parlance until the 1940s and many articles in
newspapers continued to appear with the familiar ‘infantile paralysis’. Medical journals, however

adopted the name change.
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permanently paralyzed. The virus both enters and leaves the body
through the lining membrane of the nose ... distributed in the

microscopic spray produced when a patient coughs or speaks.

llustration 3.2

Dr W. Watkins-Pitchford,
First director of SAIMR

Source: M. Marais, In Quest of Health: The South African Institute for
Medical Research 1912-1973 (Johannesburg: Lowry Publishers,
1988), p. 26.

This was how fresh cases were spread and some infected individuals became carriers
without showing any signs of the disease. Watkins-Pitchford had thus asserted the claim
of doctors as unquestioned authorities on the subject, which is in keeping with the trend
towards ‘medical interventionism’ both in Britain and in the colonies at the turn of the

century. The superiority of Western medical science and imperial power permitted this
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‘unprecedented right ... over the health and over the bodies of its subjects’.** As the first
comprehensive statement yet published in the press, this information must have alarmed
parents enormously, especially those who were not yet aware that polio was a threat. It
was believed that the poliovirus had been brought into South Africa by returning troops
who had completed operations in the Middle East towards the end of the war.*' South
African doctors and health authorities looked to the USA, contemporary leaders in polio

research, for guidance.

Since the aetiology of polio was unknown, the control of its spread would be
extremely difficult, if not impossible. Although in close proximity to one another, there
was never an overwhelming number of cases in one place during the Johannesburg
epidemic. However, to some extent the pattern of cases did display the class division of

Johannesburg society of the day. An anomaly of polio was to attack the homes where

20 D. Arnold, Imperial Medicine and Indigenous Societies (Manchester: Manchester University

Press, 1988), p. 18.Tropical or colonial medicine developed in the late 1890s with the founding of
the London and Liverpool Schools of Tropical Medicine, initially to safeguard the lives of British
personnel working in the colonies who were exposed to life-threatening diseases such as malaria

and yellow fever.

2 J.H.S. Gear, The History of the Poliomyelitis Research Foundation (Johannesburg: Poliomyelitis

Research Foundation, 1996), p. 14.
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living standards were higher, contrary to the usual pattern of diseases such as smallpox

and typhoid, which took hold in the poorer, less sanitised areas of the growing city.”

lustration 3.3

Johannesburg in 1912

Source: H. Rudolph, Johannesburg One Hundred Years (Johannesburg: Chris van Rensburg
Publications, 1986), p. 47.

2 Epidemics of the plague, smallpox and typhoid had occurred in Johannesburg during the 1900s.

Smallpox and scarlet fever cases were also numerous in 1918.
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Newtown, Fordsburg and Mayfair, poorer working-class suburbs, had only three cases;
Vrededorp and the locations experienced one case. Johannesburg city itself had ten cases,
while Jeppestown and Belgravia, together with other middle-class residential areas, such
as Doornfontein, Bertrams, Kensington and Bezuidenhout Valley, had 32 cases; Berea,
Yeoville and Bellevue recorded ten cases. Booysens, Turffontein and Rossetenville, to
the south, had five cases.” By January, Pretoria had reported eleven cases, while
Krugersdorp, Roodepoort, Boksburg and Benoni had ‘some’, and Germiston and Springs
‘had a great many’. Other provinces were hardly affected: Cape Town, Grahamstown,
Graaff-Reinet and Kimberley experienced ‘ordinary sporadic cases’, while Durban and

Bloemfontein were unaffected.?

Modderfontein Dynamite factory, a self-contained area, with workers housed in
extensive grounds, reported one case throughout the duration of the epidemic.” The
reasons why polio did not spread among the other children eluded the doctors, but
because of its isolated nature, residents were in ‘quarantine’. Some 200 kilometres from
Johannesburg, a small town, Carolina, had ten polio cases and two deaths; the Village

Main Reef Mine — ‘the residential part of the mine, which runs in a narrow strip, and has

3 Johannesburg City Council Minutes, Adjourned Ordinary Meeting, 356 (9 Apr. 1918).

# The Star, 5 Dec. 1944; MJSA, vol. 13, no. 6 (Jan. 1918), p. 100.

3 The Star, 5 Dec. 1944.
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mines on each side’ experienced approximately 20 cases with four deaths,’® while none of
the adjacent mines had any cases at all. In Johannesburg, Dr Baumann found that the

distribution was equally curious:

In one street in Yeoville, on both sides of the street, in houses almost
opposite, there have been cases, and in the street back to back with this
particular street, there have been cases ... how capricious the spread

is.”

Some thought that there was a common source of infection, possibly an animal
reservoir, similar to the goat as a reservoir for Malta fever; others thought that the
infections originated from the same source, yet often only one member of the family was
infected. All agreed, despite divisions on the understanding of transmission, that this was
‘a subject wrapped in mystery” and a cause of frustration.® Facing an epidemic never
experienced before required a concerted and united effort between doctors and public
health officials, yet a specific health department which could co-ordinate responses to

such a health crisis did not exist.

2 MJSA, vol. 13, no. 6 (Jan. 1918), p. 101.
7 Ibid., p. 101.
8 MJSA, vol. 13, no. 6 (Jan. 1918), p. 100.
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3.2 Polio and Public Health in 1918

It is certainly anomalous that a modern State should possess a medical
officer and no health department, but public health is one of those
things that has waited vainly for Union co-ordination up to the present
... [There] exists an urgent reminder of the necessity of a law enabling
some one to ‘take hold’ at a critical moment, and with some
comprehensive plan at once attempt to deal with and localize

epidemics.”

The devastating 1918 influenza epidemic is usually regarded as the event which
precipitated a more effective public health administration in South Africa. However, the
confused response to the 1918 polio epidemic, which immediately preceded the influenza
epidemic, alerted the medical profession to the urgent need for more effective tools to
combat such threats to the health of the South African public. Public Health
administration on a national level was limited, having only existed as a separate sub-
department within the Department of the Interior since 1917. Its role was mainly
advisory, its functions remained undefined, its powers unspecified and its establishment
small.”® Dr J.A. Mitchell, deputy to Dr F.A. Arnold, the Advisory MOH for the Union in

Pretoria, admitted that in 1918 the department was ‘still in embryo’ and it was ‘just as

» The Star, 10 Apr. 1918.

30 H. Phillips, ‘Black October’: The Impact of the 1918 Spanish Influenza Epidemic of 1918 on South

Africa (Pretoria: Government Printer, 1990), p. 101.
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inadequate as it had been since 1910’ .*" After 1910, health and responsibility for most
hospitals were provincial matters in terms of the Union Act, but local municipalities were
still expected to take care of public health. Their ability to do so depended on the
competency of individual Public Health Committees and Medical Officers of Health

(MOH); such competencies varied considerably.

In Johannesburg the war had affected many positions in the municipality. Some
posts were made part-time to enable staff to go into war service. Dr R.W.B. Gibson, a
general practitioner, was chosen to stand in as acting MOH for the very popular and
capable Dr Charles Porter, while Porter assumed the role of the Union’s Sanitary Officer

during the war. Porter was well qualified in both medicine and law, and had been the

lllustration 3.4

Dr C. Porter,
First Medical Officer of

Health for Johannesburg

Source: V.A. Zangel, ““The
Seething Masses”: Housing,
Water and Sanitation in the
Lives of Johannesburg’s
Poor 1886-1906" (MA
thesis, North West
University, 2004), p. 113.

3 Ibid., p. 101.
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MOH of Johannesburg since his appointment by Lord Milner in 1901. He had proved
himself to be an effective organiser, and had inspired confidence while in this position.
Gibson was disadvantaged by his lack of experience as a MOH, but nevertheless was

expected to carry on where Porter had left off.

As MOH, Gibson liaised with the Johannesburg Public Health Committee, the
Johannesburg Town Council and the Witwatersrand BMA on matters safeguarding
Johannesburg’s public health. During a crisis like the polio epidemic, it was up to Gibson
to direct quarantine procedures and to ensure that isolation facilities were available and
functioning. He needed to inform the press on the latest precautionary measures and on
medical information which might educate the public, and hopefully maintain a sense of
calm. This was a great deal to ask of a man who had yet to establish public trust, as Porter

had done.

llustration 3.5

Dr R. Gibson, Acting MOH for Johannes