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Introduction

Race, Medical Uncertainty, and American Culture

“He who knows syphilis, knows medicine,” famed early twentieth-
century Johns Hopkins physician Sir William Osler is often quoted as saying.'
The contemporary adage would be different: “Those who know ‘Tuskegee’
know racism in medicine and injustice.” Yet these simple maxims belie their
connected longer versions and not-so-simple truths. A twentieth-century
medical research study of African American men with the sexually trans-
mitted disease of syphilis, in which the hundreds involved did not know that
treatment was supposedly withheld, has led to many stories where concep-
tions of race, uncertainties in medicine, mistrust of doctors, and the power
of the state intertwine.” This book is about what made the study possible,
why it continued, and the histories and stories told after it ended. It unravels
the political and cultural purposes served when a complicated experience
has many narratives, but the tale is told simply as a straightforward allegory
for all time about racism, medicine, and mistrust.

At first glance, the crucial facts seem clear: white government doctors
from the U.S. Public Health Service (pHs) found approximately 400 African
American men presumed to all have late-stage, and therefore not infectious,
syphilis in and around Tuskegee in Macon County, Alabama. After some
initial treatment was given and then stopped, the pHs provided aspirin and
iron tonic, implying through deception that these were to cure the men’s
“bad blood.” pHS doctors also told nearly 200 controls—men without the
disease —that they were being cared for with the same simple medications.
The only permission asked for was the right to autopsy their bodies after the
men had died in exchange for payment for a decent burial.’ Doctors and a
nurse connected to the county health department, the venerable black edu-



cational institution Tuskegee Institute (now Tuskegee University), and the
Tuskegee Veterans’ Administration Hospital provided assistance and did
the x-rays, tests, and autopsies.* Syphilis is a complex disease, and many of
the men survived their disease while others were felled by it. Those still infec-
tious could have passed it on to their wives or sexual partners, and through
them to their children.

The study went on not for one year but for forty, between 1932 and 1972 —
through the Depression, World War II, the Cold War, into the civil rights
era—as administrators, doctors, and nurses made it possible. It began at a
time when there was “modern treatment” for syphilis in the form of heavy
metals and continued into what is usually considered the curative penicillin
era of the post-World War II years.

Since 1972, the study’s cultural malleability has gained it a central posi-
tion in the American pantheon of experimental monstrosities and racial
injustices. Sometimes in the stories the horror deepens as facts disappear,
rumors take over, and questions abound. There is absolutely #no evidence, for
example, that the men were injected by the pus with the difficult-to-culture
bacteria that causes syphilis, although this belief continues to be held regard-
less of the facts or the endless corrections that appear. There absolutely is
evidence that the pHSs tried, yet not always successfully, to keep the men from
extensive treatment.” Those who focus primarily on the medicine sometimes
attempt to separate out the morals of the study from the actual syphilis and
the complicated questions over which treatments would have helped and
when.® As the power to prolong life or cause early death is combined with
the American obsession with governmental control and racial politics, it is
no surprise that the stories of what happened during the study have taken
on ever-changing and mythic proportions.

The Great Pox

If the study had been on any other disease, it might not carry such heavy
cultural baggage. Syphilis—the great pox, lues venerea, or bad blood —was
dreaded for nearly half a millennium until the age of modern antibiotics.
Debates linger over where syphilis, caused by the spiral-shaped treponema
pallidum bacterium, first appeared. It is alternately seen as the disease of
the “other” brought to the New World by Columbus’s debauched men or, it
is as strongly argued, taken to Europe in their bodies as a form of biologi-
cal revenge. It first came ashore in Naples and then swept through country
after country in the endless wars of the early sixteenth century, causing “the
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syphilization of Europe” and acquiring its reputation as the disease left be-
hind by marauding armies.”

Over the next five centuries, the disease’s “natural history” began to be
mapped, although not without medical debate, and its transmission modes
came to be acknowledged. The disease’s virulent effects on human bodies
changed over the centuries as disease and host accommodated to one an-
other, but by the twentieth century knowledge of its phases was beginning to
be understood, even as debates raged over this complex disease. In its earli-
est and most contagious stage, syphilis is primarily passed through sexual
contact. The bacterium can also enter a fetus or an infant at birth through its
infected mother or transfer between an infant and a wet nurse.® In adults, a
few weeks after the spirochetes enter the body a chancre or primary lesion
that is often not painful or even noticed appears, usually at the point of ex-
posure. Infected fetuses can be stillborn, die as infants, or develop blindness,
deafness, abnormal nose and teeth formations, and neurological complica-
tions as children.

Several weeks to months later, either before or after the chancre dis-
appears, the disease enters its second stage. An eruption of lesions in the
form of a rash occurs more generally across the body, accompanied by weak-
ness, headaches, and severe pains. This too abates and with it the disease’s
ability to be passed along to others. In the third stage, there is a latency
period where no visual signs of the disease exist and the health of the indi-
vidual does not seem in jeopardy. This may last anywhere from several years
to decades to the rest of the life of the infected person.

Once this period ends, however, in late latency the spirochetes can at-
tack almost any organ or structure of the body. Syphilis was an ugly and
loathsome disease made more so by the stigma of its primary transmission
through sexual contact and its ability to emerge years later elsewhere in the
body, causing a sufferer’s eyes to be blinded, a heart to stop, or a mind to be
obliterated. Received medical wisdom when the study began posited that
racial and sexual differences affected the disease’s path, with African Ameri-
cans “expected” to have more cardiovascular complications while various
neurological defects were supposedly experienced by whites.”

Treatments began as soon as the disease emerged. Mercury as a cure for
skin diseases was imported to Europe from Arab physicians by the early
1500s and was used extensively, along with a host of other herbal, medicinal,
and biologic agents—from guiac tree bark to sarsaparilla tonics. Its usage
led to the adage, “A night with Venus, a lifetime with Mercury.” By the early
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twentieth century, the spirochete had been identified, serological tests to de-
termine its presence seemed to make certain diagnosis possible, and Ger-
man research led to the focus on arsenic compounds as the “magic bullet”
for the disease. By the 1920s, months of treatment with various combinations
of heavy metals—mercury, arsenicals, and bismuth —shaped what was seen
as the “modern” treatment, especially for the early stages of the disease in
adults. A focus on fever therapies, particularly the introduction of malaria,
was thought to aid in treatment of neurosyphilis.®

By the time the study began in 1932, concern over treatment, debates over
racial and gender differences, and the problematic accuracy of the blood
tests filled medical journals and texts. It was becoming clear that not every-
one died from the disease or even became seriously sickened by it. From
a public health perspective, as Surgeon General Thomas Parran argued in
1938, “with one or two doses of an arsphenamine, we can render the patient
promptly non-infectious, [but] not cured.”" The medical debates continued
for the next decade until it was found that the new “miracle” drug, penicillin,
could usually eradicate the disease in its earliest stages and perhaps even
in latency if organ damage had not yet occurred. Even after penicillin, the
study continued for another three decades until media attention and public
outcries brought it to a close.

Collective Memories

When the study ended, the stories began. The knots that tie racism to experi-
mentation, a fearful disease to the black male body, sexuality to the state, and
gender and class to claims of racial collaboration give the stories their cul-
tural staying power and their deep place in collective memories. New events
renew and reinvigorate its telling. The varied and culturally embedded stories
invoke anger, pain, guilt, shame, sorrow, or apology when remembered or
learned about for the first time.

The stories carry so much power because they are about betrayals of trust
and death. Some tell of intentional duplicity that rests primarily on racial
identities: one more example of whites taking advantage of seemingly help-
less poor African Americans and black professionals refusing to tell the truth
to the country folk. In some versions, the problems are professional and in-
stitutional: doctors using their trusting subjects and federal, state, and local
health authorities abusing their power. Many see the study as a failure from
a different time when physician hubris, moral understandings of informed
consent, and experimental norms were less sophisticated. There are also
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stories of betrayals that work the other way: of historians and members of
the public who do not understand how medicine treated syphilis in the years
of the study or of those who cannot comprehend the context of racism and
violence that shaped what happened.

The study has become a site of collective memory and a contentious
ground for a civic—rather than a civil—war battlefield. The nearly forty
years the study has been in the public realm of history, imagination, and
rumor must now be added to its forty-year existence.”” As its story gets re-
peated, its truths pass between different communities, as fictions become
facts and rumors become truths.

The past, present, and even the future do not form linear stories. For
many African American patients, as bioethicist and lawyer Patricia King has
argued, “experiences with medicine and biomedical research are not sepa-
rate.””® The history of maltreatment, even among those whose knowledge of
the actual study is weak or nonexistent, carries forward into contemporary
explanations for the health disparities that separate the life chances of blacks
and whites. As medical researchers now confront the study’s supposed legacy
in the fears of potential subjects and patients, they must understand its shift-
ing temporal nature."* This requires, as lawyer/critic Karla E. C. Holloway
argues, balancing historical knowledge of a memory of “direct vulnerability
that is culturally constructed and culturally passed on” with the needed au-
tonomy for individuals in each given medical encounter.”® The stories of the
study are not always about history in some abstract objective sense. They are,
as with many other historical controversies, about how we treat one another,
about how we make progress.

Ultimately, what happened in the study is about how varying kinds of
assumptions about race can fill in the uncertainty that is central to medicine.
It is impossible to separate the shifting ideas and beliefs about race from the
complexity of the changing medical questions about syphilis and the ethics
of doing research. It is the demands of research that call forth the need for
more and more information. It is hesitant trust that shapes many encounters
between blacks and whites and allows differing truths to be told.

This book is not a summary of the older versions of the study’s history,
although clearly those who know it will find some familiarity here. The other
histories are still available, and they are full of analytic insights and excellent
detail'® This is a rereading and reanalysis to understand what happened and
why this study has such power. It is about why the study happened, how it
might have been stopped, and why the stories go on and on.

Introduction {5}



Doing History

In many ways, the study has become both invisible and hypervisible. Its de-
tails and beginnings tie it to the long history of the use of black bodies in
medicine and the hidden nontherapeutic nightmare medical tortures carried
out in concentration camps by Nazi doctors."” Yet what makes the story so
powerful is in fact its visibility on American soil. The researchers published
their results and cataloged the disease’s toll over the years in more than a
dozen articles in respectable journals. The study was made more visibly pub-
lic in 1972 when a disease investigator finally gave the story to an Associated
Press (ap) reporter. The outcry that followed led to a federal investigation,
Senate hearings, a lawsuit, and new federal regulations about informed con-
sent, which still shape medical research. In the last decades, the study has
also generated or been part of rumors, historical monographs, documen-
taries, plays, poems, photographs, music, a Tv movie, photomontages, a sur-
geon general’s nomination hearings, a presidential apology, and the creation
of the National Bioethics Center at Tuskegee University and plans for several
museums in Tuskegee itself.

To tell all these stories requires the usual skills that are part of the telling
of history. Historians always struggle to find out what actually “happened”
in the past and write books because sources open up, methods of analysis
change, and new questions develop. Always working with incomplete infor-
mation, there are also differing interpretations of the same “facts.”*® For this
book, the availability of the men’s medical records changes some of what can
be known. The time that passed between when the study ended and I began
this research in the early 1990s meant that some individuals had passed away
and that others could only tell the same stories over and over inflected by
the fictions that abound no matter what I asked. Their memories become
central to one of the concerns of this book: Why is the study remembered
in particular ways?" It is an effort to understand why, over time, with the
“subjective and embellished telling of the past, the past is constructed —his-
tory is made.”*® I underline the contingencies of lives lived, and therefore
of history, and why the messiness of both past and present is often ignored
and never fully capable of articulation. It is a reminder of what critic Saidiya
Hartman calls “the impossibility of reconstituting the past free from the dis-
figurements of present concerns.””

I have tried to make clear the distinctions here among “race” (a con-
structed social identity), “racism” (a set of beliefs and behaviors and indi-
vidual and institutional structures used to disempower and keep African
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Americans from equality), and “racialism” (the use of racial categories
without emphasis on hierarchy). Throughout the history of the study and
its aftermath, differing racial assumptions operated that used social power,
biological beliefs about difference, and perceptions of sexuality as the lens
to justify or explain what had happened. I delineate when differing kinds of
assumptions are used and how they are shaped by the context of state power,

shifting medical ideas, and scientific zeal.**

My questions thus reflect the
current focus on disparities and the problems with the “use of race as a proxy
for genetic relatedness,” as well as the growing literature on race, gender, and
health care.” In other words, there is a socioeconomic and political context

to the history making and storytelling, which changes over time.

Telling the Stories: Testimony, Testifying, and Traveling

My approach requires the telling of what I am calling the “testimony,” the
“testifying,” and the “traveling.” By testimony, I do not mean just depositions
given in the lawsuit or the statements at a government hearing. I have been
collecting and reading the letters, reports, articles, and words of those who
were involved in the study to write a brief for a historical understanding of
what happened.

In writing about a historical trauma such as this study, I am also looking
for the “testifying.” I mean this in the African American vernacular religious
and communal sense of the word. Usually thought of as testifyin) it is what
linguist Geneva Smitherman defines as “a ritualized form of communication
in which the speaker gives verbal witness to the efficacy, truth, and power
of some experience in which [the group has] shared” that speaks to a more
complicated reality. When someone “testifies,” they are speaking out loud
about a set of truths and beliefs that are usually part of a self-revelatory ex-
perience. Testifying is about “celebration, affirmation of beliefs, and a way
to criticize society or the church that is open to all.”** I am not arguing here
that the testimony comes only from the white doctors and the testifying only
from the African Americans. Rather, I am looking at what the testimony
tells us about what happened and how the testifying captures what might be
differing communal explanations for the truths.

The first section of the book is “Testimony.” The opening chapter intro-
duces Tuskegee Institute (now Tuskegee University) and the pHs and ex-
plores how the concern with syphilis renewed a relationship developed more
than a decade before the study. For those unfamiliar with the basic details,
the second and third chapters go through what appears to have happened.
I argue that the study was much more uncertain than the usual focus on

Introduction {7}



the power of the pHs allows. I provide evidence of the study’s messy sci-
ence, how it became a study of “maltreatment” and “undertreatment” rather
than “no treatment,” and the implications this had for the men who were the
subjects and controls. The fourth chapter explores the many unsuccessful
individual efforts to make the study stop and why it finally did end. The fifth
chapter explains how the story was told in the years immediately after the
study ended—in the media, in a federal investigating committee, at a Sen-
ate hearing, and in a lawsuit—as the study made its first move into cultural
knowledge after 1972.

The second section is “Testifying.” It opens with a chapter on the men
who became the study’s subjects and controls, culling analysis from their
words and those of their families and the quantitative and qualitative infor-
mation their medical records provide. The next three chapters explain the
study from the viewpoints of some of the white PHs physicians, the black
doctor who supported the study in Tuskegee, and the black nurse who has
been the subject of much speculation and concern.

The final section is “Traveling.” It concerns the decades after 1972 and how
the study moves about in American lore. There was a cultural process to the
study becoming an icon, and its details matter. I begin with the study’s life in
bioethics, history, and rumor. I then move to the fictional forms the stories
have taken and to the political spectacles and efforts at apology. I explore
the “counter-narratives” that have developed to provide an alternate take on
what happened. I close with an exploration of the problems of using “Tuske-
gee” to cure racism and where we are now.

This is a long and sometimes confusing history with many names and
dates. I have provided a chronology and a names list to guide the reader. The
appendix also contains statistical data from the analysis of the men’s medical
records. More is available on a website.*®

I struggled with what to call the study throughout the writing. Its cultural
shorthand is now the Tuskegee Study or Tuskegee Experiment. In reality, it
was never really an experiment in the sense of a drug, biologic, or device
being tested.”® It was supposed to be a prospective (going forward in time)
study of what the doctors called the “natural history” of late latent syphilis,
even though the PHs created much of this “natural history” through their ac-
tions. Its name varies in the published articles. The word “Tuskegee” appears
in a number of the published articles by the pus doctors as a location, just
as the long-running major heart study still ongoing today is often called the
Framingham Study. With the effort to organize a federal apology in 1996-97,
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the call came to rename it the “U.S. Public Health Service Study at Tuskegee”
because this would be more accurate. But in truth the word “Tuskegee” is
what circulates and is known.

I dealt with this problem in three ways. Before the study is fully organized,
I apply the term “study,” as I have here in the introduction for the sake of
clarity. After it is operational, I call it “the Study,” to make its formal pres-
ence known. When it is appropriate to explain its metaphoric existence, I
use “Tuskegee,” in quotes. The study as an idea, the Study as facts and lived
experiences, and “Tuskegee” as a cultural icon are what this book is about.

I also need to acknowledge that because I have worked on this for more
than a decade and a half, I too have become part of the story, as I have writ-
ten articles, given lectures, and answered myriad questions from students,
reporters, bloggers, colleagues, callers to talk radio, the general public, and
once even the White House counsel’s office. I have explained my own role
when appropriate to exemplify how a historian can emphasize certain facts
and create analysis that become not just history but memory.

I do think there are truths here—facts that fit the evidence better than
do others. I will stay as faithful to these as I am able.”” Historians, of course,
provide their own form of testimony and testifying in what stories we choose
to tell. Over the years, my feelings have ranged from horror and anger to
sadness and acceptance. Doing the research brought me into contact with a
few of the men who became the Study’s subjects and their families, as well as
some of the doctors who made it possible. I sought to understand their view-
points.”® I continue to work with multiple museum and oral history projects
at Tuskegee University and in Macon County that tell the stories in other
ways.

I believe that assessing varying perceptions is central to a historian’s task.
I know from experience that I will make many people angry through what
I have written if it does not accord with their understandings, memories, or
interpretations, just as I please others. It is the nature of the Study’s power
and importance that parts of this book may be controversial, and I accept
that. There will always be more to say.*’

Retribution and redemption are another matter. It is not something a
historian can provide in a text, although in the end “rendering an historical
verdict . . . requires drawing a moral bottom line.”* In the United States, we
do not usually have Truth Commissions to address past crimes perpetrated
by those with state-sanctioned power.* At best, at the national level, we set
up federal investigations, or special prosecutors, or call a congressional hear-
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ing. At the local level, attorneys file lawsuits. Media coverage, a television
documentary, or a movie might focus national attention. In this case, before
all the men died, there was even a presidential apology in the White House.

There is still mostly just rumor, fact-dropping, and political usage of the
Study, whether in a fiery sermon or a quick bioethics lecture. There are physi-
cians who believe that medicine has been maligned in the tellings and in the
taking out of historical context. There are family members of the men who
still feel no real closure and who use the Study’s power to provide a narrative
around which to organize ills of subsequent generations. There is widespread
anger that the criminal courts never meted out punishment to those still

alive who established and perpetuated it.**

That kind of judicial assessment
is impossible to provide now, if it ever was possible.

Knowing what happened and why it matters in medicine and Ameri-
can life might get us a little closer to a goal of justice. It is a task worth

taking up.
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Historical Contingencies

Tuskegee Institute, the Public Health Service, & Syphilis

“Why us?” a family member of one of the men in the Study asked
me at a meeting at the Shiloh Missionary Baptist Church in Notasulga, Ala-
bama, just outside Tuskegee in 2007. The Study could perhaps have hap-
pened elsewhere. But, in many ways, the long-standing and complicated ties
between Tuskegee Institute and the federal government over health care and
disease in the black community provided the historical contingencies that
made the Study possible, while only a disease as linked to sex and the black
body and as widespread as syphilis could have brought them together for so
long both in history and in imagination. The relationship between the pHs
and Tuskegee Institute began de novo with the Study, but it had roots deep
in the American ways that both had grown up and in the ties of disease to
blackness.

The Contingency of Place
Tuskegee Institute was built in a small southern town in a county carved
out of the huge southern lands of Native American peoples.! When Ala-
bama was admitted to the union as a frontier state in 1819, death by bear
attack or in childbirth or through the cruelties of slavery in the fields, mills,
and mines defined daily realities. In the 1840s, when the Indian wars ended
with treaties that were broken over and over, Native American peoples were
driven out and their land was given to whites, but not before they left their
legacy behind in the bloodlines of both blacks and whites and in the names
of towns like Tuskegee and Tallasee.?

By 1860, those identified as black Americans (both free and slave) out-
numbered whites in Macon County by more than two to one. Small log or



shotgun cabins outnumbered plantation homes in the red clay back ways, as
barely 12 percent of Macon County’s white population identified themselves
as slave owners.* As in other parts of what became known as the Black Belt,
cotton covered the fields made fertile by slave labor and trees filled the for-
ests on the hills.® Other enslaved African Americans worked in sawmills. In-
tense farming depleted much of the soil of the county, and small landowning
white farmers had a hard time meeting even the minimal taxes to keep hold
of their property.® Except among the large plantation owners, a southern way
of hardscrabble making-do dominated the working lives of most of Macon
County’s black and white population.

Union soldiers during the Civil War did not make it into Tuskegee. But a
battle a few miles out of the town at what would be the railhead at Chehaw
was part of Sherman’s goal of making the resupply of Atlanta difficult. Pur-
portedly, the college friendship between a northern officer and a planter,
Edward Varner, kept the Union army from burning the town of Tuskegee
down.” As with much of the history of both the town and the institute, the
vagaries of location, the link to the North, and the political skills and con-
nections of the populace made things happen.

Reconstruction dashed many of the hopes of Macon County African
Americans. Much too soon it became clear that, for many, slavery would
be exchanged for a system resembling serfdom. The Alabama chief of the
Freedmen’s Bureau advised the state’s newly freed men and women that they
should “hope for nothing, but go to work and behave yourselves.”® Work
in this case meant contract labor that left most former slaves deep inside
of a crop-lien system and outside of a cash economy.” Migration in search
of better land and more political power was on the minds of many Macon
County African Americans: “A local Democratic paper . . . reported in 1876
that one party of forty blacks had just left the county, having been preceded
by another group only days before, and that an emigration agent was work-
ing secretly in Tuskegee.” Between 1860 and 1870, the black population of
the county dropped by over 5,000, but the fears on the part of white land-
owners that they would lose their entire black workforce proved baseless.
Macon County’s black population remained at about 13,000 in the 1870s and
1880s."

The African American men who did stay in the county made use of the
new franchise by electing one representative to the state legislature as soon
as possible. White conservatives vied with black and white Republicans for
control over the county, often searching for ways to curry the favor of black
voters. As elsewhere in the South, threats, terrorizing, and violence began to
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follow black voters who used their electoral power. By the end of the 1870s,
white conservative control over the electoral process through both fraud and
intimidation solidified."

Tuskegee Institute itself was often subject to the vagaries of friendships
and fortune, efforts at continued enforced racial compromise, and more hid-
den growing economic and political power.” Many southern African Ameri-
cans turned their hopes to education in the face of post-emancipation dif-
ficulties.”® Despite divisions over this, many white southerners also came to
believe that at least some elementary education would be necessary to retain
their black workforce and that teachers would have to be trained.

An ex-Confederate colonel and lawyer in Macon County and an ex-slave
made a political deal that traded the promise of state aid for black education
for voter support among black men to elect a white man to the Alabama
legislature."* It worked —the Alabama legislature made $2,000 available for
“the Normal School for colored teachers in Tuskegee” in 1881. The funds,
however, could not even cover the cost of the site of what Tuskegee Institute’s
famed leader Booker T. Washington referred to as “‘the Farm’. . . 100 acres of
spent farmland on which stood ‘a cabin, formally used as a dining room, an
old kitchen, a stable and an old hen-house’ where the ‘big house’ had burned
down during the war.”*® Washington chose an apocryphal image when he
recalled that the first animal given to the school by a local white patron was
“an old blind horse.”*

On this plantation land, Tuskegee Institute began in Booker T. Washing-
ton’s imagination and in what he believed were the reflected hopes of both
whites and blacks. Over the next three decades, Washington created what
would become a vitally important educational institution in the rural South.
As he told the story in his ghostwritten and carefully crafted 1901 autobiog-
raphy, Up from Slavery, it was his ability to define and realize the needs of the
black rural masses while translating them publicly to the local white popu-
lation and to the noblesse oblige beliefs of northern and midwestern philan-
thropists that made Tuskegee Institute possible."” By the time he died in 1915,
there were, stunningly, “two thousand acres and one hundred buildings, with
a faculty of nearly two hundred and an endowment close to $2 million.”*®

On that original land rose buildings built brick by brick by the students
and an education that emphasized respectability, cleanliness, and manual
labor.”” Washington’s well-known iron-fisted control focused on the most
minute details of the institute and its citizens’ daily lives, down to his super-
vision of tooth brushing and his weekly exhortations at chapel about behav-
iors. Policing of his students’ black bodies was critical to his effort to obtain
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what one critic calls the “recuperation of dirt” and the maintenance of “self
control,” which led to “politicizing the domestic to gain social control.”*

Tuskegee Institute maintained a complicated relationship with the nearby
rural “folk” as well, reaching out to teach, uplift, and serve through what was
called the Movable School program, and yet condemning what was seen as
the “dirt” and sexuality of black rural life.** Containment of the “corporeal”
black body and the “contagion of ‘sexuality’ as disease,” both inside and out-
side Tuskegee Institute, was absolutely central to Washington’s efforts.>* He
tried to create what came to be called “a New Negro,” in a break from the
perceived “stereotypes” of licentiousness and “minstrelsy.”**

On the surface, Washington cooperated with the tightening hold of Jim
Crow segregation, which denied black Americans political and voting rights,
underfunded a separate educational system, sustained economic peonage,
and kept power through frequent eruptions of state-sanctioned violence.**
The need to carefully gauge the appropriate balance of the needs of blacks
and whites and meet the financing of the institute continually haunted
Washington’s efforts. Teachers and students at Tuskegee acceded to “elabo-
rate rituals of segregation” when whites came to visit. They kept the institute
away from those blacks who directly challenged the system. They presented
white philanthropists with an institution for African American education
they could fund without compromising the sensibilities of the majority of
southern whites.” In doing so, Washington was able to build up a black edu-
cational institution with black faculty and an increasing local black middle
class of teachers, professionals, and small landowners.*®

Even as Tuskegee Institute made education and economic progress pos-
sible for some, however, it never overcame the real dangers that shaped the
violence of daily life. Despite expectations and promises, African Ameri-
cans in and around the town of Tuskegee had to be very careful not to cross
carefully delineated lines of white beliefs about racial appropriateness. A
“hard look,” as one Tuskegee resident noted, from a white man, could spell
danger.”

And, in the end, even Washington could not hide from the myths of black
male sexuality and the cultural meaning of the black body that was embedded
in parts of American culture. His serious illnesses (kidney disease, arterio-
sclerosis, and high blood pressure) led to his collapse and hospitalization on
November 10, 1915, in New York City. The St. Luke’s Hospital physician he
saw told reporters: “There is a noticeable hardening of the arteries and he is
extremely nervous. Racial characteristics are, I think, in part responsible for
Dr. Washington’s breakdown.” Such terminology infuriated Washington’s
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supporters. As one of his doctors wrote: “[Racial characteristics] ... means a
‘syphilitic history’ when referring to Colored people.” Washington was never
tested for syphilis, and he died of kidney failure brought on by high blood
pressure. It was not until ninety years later that a medical review finally con-
firmed that he was not syphilitic.*®

Washington’s power gave him the means to institutionalize his focus
on the body and discipline in Tuskegee and beyond. In 1902, Washington
brought surgeon John A. Kenney Sr. to Tuskegee to run a small hospital
and the nurses’ training program, which had begun a decade earlier. Health
facilities at Tuskegee remained very sparse until 1912, when Boston phi-
lanthropist Elizabeth Mason gave the funds to build the John A. Andrew
Memorial Hospital, named after her grandfather and Massachusetts’s gov-
ernor during the Civil War.*® It provided both acute and preventive care,
serving as Macon County’s health department until 1928 and even after 1928
providing physical space. Although it was a private hospital for the institute’s
students, faculty, and staff, it was increasingly called upon to be a community
hospital for needy black people throughout the Black Belt.

Under Kenney’s leadership and with his connections to the National
Medical Association (formed in 1895 because racism kept black physicians
from membership in the American Medical Association), an annual clinic
was organized that brought patients and physicians together. At the first
clinic in 1912, the visiting doctors treated 440 patients, performed 36 opera-
tions, and announced happily that everyone “recovered.” By 1918, the John A.
Andrew Clinic became the John A. Andrew Clinical Society, dedicated to
“the advancement of physicians and surgeons in the science and art of medi-
cine and surgery and the study and treatment of morbid conditions affect-
ing thousands of needy sufferers in this section of the South.”** The annual
meetings provided one of the few post-medical school training opportu-
nities for black physicians, surgeons, and dentists—under big-name white
doctors, who were invited to lecture and demonstrate the latest techniques.
It gave patients from black communities throughout Alabama, barred from
care elsewhere, a chance to receive treatment. However, unwittingly, as for
poor people, white and of color, from throughout the country, they became
“teaching material” as well for those learning the newest methods.™

Washington understood that freedom required health and that self-
improvement had to be linked to the provision of services.”> He was not
alone. As understandings that germs caused disease layered upon older
sanitarian notions, the Atlanta Constitution’s astute phrase “germs know no
color or race line” served as a warning to the white community that physical
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segregation, regardless of Washington’s public statements, had its limits and
that social separation could not keep microbes from connecting everyone.*
Tuskegee Institute’s focus on the black body spread beyond the campus.

Improving the Black Body

Better race relations through attention to health care was an even more cen-
tral concern of Washington’s successor. Robert Russa Moton, a big, impos-
ing man with a voice to match, stood and acted with the military bearing
that reflected his years as the commandant of the cadet corps at Hampton
Institute in Virginia before his move to Tuskegee.* During World War I,
President Woodrow Wilson sent Moton to France to ensure black soldiers’
loyalty in the face of segregated service, to check “rumors” over “unmention-
able crimes,” and to explore whether “social diseases” were more rampant in
the black military camps. Moton’s reports emphasized the cleanliness and
morality of the black soldiers.*

Just before he died, Washington pushed for what would become National
Negro Health Week, where cleanup, clinics, and health messages were orga-
nized in communities across the country. Moton had begun work on its pre-
cursor while he was still at Hampton, but it needed support from the federal
government to spread. Surgeon General Hugh Cumming agreed to allow the
PHS to help with the planning of the “week” and issued a bulletin explaining
why it was necessary. Moton argued, “It is the state’s business to see to the
public’s health.”*

Moton’s connections to the federal government and the PHS came into
sharper focus during the 1921-24 battle to site a blacks-only veterans” hospital
on Tuskegee Institute land. The institute, the National Medical Association,
and the NAAcP, in a well-orchestrated, often contentious campaign, made
a concerted political push to have the hospital staffed and run at the high-
est level by African Americans. As historian Vanessa Northington Gamble
has written, some black newspapers editorialized that, without assurance of
black professional leadership, there was fear that “white Southerners wanted
control of the hospital as part of a racist plot to kill and sterilize African-
American men and that the hospital would become an ‘experiment station’
for mediocre white physicians.”*’

Despite fierce opposition by many in the white community, which led to
death threats to Moton and Kenney and their families, an ambivalent pHs
and Veterans’ Administration (va), and a Ku Klux Klan march near the cam-
pus, which was met by armed Tuskegee cadets, black professional control of
the hospital was won by 1924. Moton’s willingness to compromise to get fed-
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eral support was roundly criticized, even if it proved necessary to attaining
black leadership at the va Hospital.*® It became one more plank in solidify-
ing the relationship between Tuskegee Institute and the federal government
over health care issues for African Americans. In the end, however, this was
a hospital for veterans. It could do little for the local community (other than
provide jobs), even lacking a clinic for their care. But by 1932, when the study
began, Tuskegee already had a decades-old relationship to the pHs and a
record as a key institution that pressured the government to participate in
improving the health of rural African Americans.

The pHS Partnership

Tuskegee’s leaders found the pHs a powerful, though sometimes hesitant,
partner. The pHs, chartered in 1798 as the Marine Hospital Service, started
as a loosely connected series of hospitals for sick merchant seamen. By the
end of the nineteenth century, it had expanded into a commissioned corps
of medical officers with a national mandate and the surgeon general at its
head.” By the early 1900s, the PHS was involved in medical research, quaran-
tine, and the control of infectious diseases from flu to syphilis. “Cleaning up”
was always central to the service’s expanded role; the provision of privies and
clean water was often at the core of its public health work. Its role in enforc-
ing quarantines and stopping the spread of disease gave the pHS power to
police borders. The Public Health Service, its formal name after 1912, became
crucial to the linking of the “dangerous” immigrant to biological stigmas and
the labeling of the diseased as the “other.”*°

The pHs commissioned officers corps was built on a military model. The
exams to become an officer were considered even more difficult than state
medical boards and gave those who passed a sense of elitism.*" Once in the
corps, officers moved from station to station and were taught by more “ex-
perienced administrators wherever practicable.” As Ralph Chester Williams,
a former commissioned officer, who wrote the first full-fledged history of
the PHs, observed, “There was an unwritten policy . . . that officers should
be ‘caught early and treated rough.’” “Such efforts, it was assumed, provided
the officers with both ‘discipline’ and an ‘esprit de corps.”** Loyalties were
directed toward the pHs itself rather than to local projects or issues.

Private physicians and their powerful professional organizations fre-
quently thwarted the pus’s efforts, as they did those of other public health
agencies. Governmental agencies attempts at the delivery of care were often
denounced as the beginnings of “state” medicine. In the face of such opposi-
tion, public health authorities were forced to tread narrow paths in choosing
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how to improve health care and its delivery. To do its work, the pHS could
not function without the financial assistance of foundations willing to fund
health initiatives and the political assistance of local and state health authori-
ties. PHS officers often helped to start state and local health departments
and were “loaned” out to begin or continue public health work, where their
“diplomatic” skills were as essential as their scientific ones.*’

The media romantically portrayed them as doing battle against invisible
disease foes and lauded their efforts. As a media paean declared in 1941, the
PHS was a “cross between a military organization and a monastic order,”
which provided its officers with “probably the most heroic job in the U.S.
today.”**

Given the nature of the diseases to which the pus turned its efforts, field-
work and laboratory work came together.** The pHs began to conduct bio-
medical research in 1887 with the opening of the Hygienic Laboratory in
one room at the Marine Hospital on Staten Island. pHs officers believed that
statistical proofs came from observations and collection of morbidity and
mortality data, as well as from clinical field experiments. Research on pris-
oners and inmates of state mental asylums and observational studies in rural
communities became more common, although tensions with local physi-
cians and state and local health departments often required their vaunted
diplomacy or the intervention of the surgeon general. In the South, suspi-
cion about the “outsider” federal agents and their foundation allies could
prove dangerous.*® In 1922, for example, Birmingham’s health officer, who
was also a PHs official, was dragged from his home, placed against a tree, and
whipped because of his “Kaiser-like and high handed actions.”*’

Danger was built into the research in both the laboratory and the field,
as the pHs’s martyrs “Killed in Action” list attested. Officers frequently con-
tracted the diseases they studied in the laboratory or died in the field. Talia-
ferro Clark, the pus physician who would suggest the organization of the
study, for example, had contracted yellow fever while in the field earlier in
his career.* In pHs laboratory and clinical research, doctors’ intentional self-
exposure in the cause of science was common.* This kind of direct research
added to the pHs’s “esprit de corps” and created a sense that martyrdom in
the name of science had become expected and necessary.

These practices had become the norm in medicine by the 1930s. Such
self-experimentation, intentionally or not, worked in part to stave off long-
standing public worries about experimentation and to convince researchers
that their efforts served a noble purpose. Medicine’s public approval ratings
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soared in the 1930s as this form of bravery became the subject of celebratory
books, radio broadcasts, films, and plays.*

Heroics also served, however, to hide unwitting martyrs from view and to
justify their sacrifice. Not all subjects knew they were contributing to what
researchers thought of as scientific progress. Permission—in the vague sense
of that word — often came from those in charge of the vulnerable rather than
from the subjects themselves.” And there was always some unease about all
of this research. As historian Susan Lederer noted, “The staff of the Veter-
ans Administration explained, ‘We don’t like to use the word ‘experiments’
in the Veterans Administration; ‘investigations” or ‘observations’ . . . is the

approved term for such a study in the va hospitals.”*?

Scientific Muscle

In the opening decades of the twentieth century, clinical research became
an increasingly crucial part of medicine’s armamentarium, even if the infra-
structure to make it work remained limited. Much of it depended upon the
use of “reliable men” in the elite medical institutions who might “err” but
“not deceive.”** As historian Harry Marks has argued about research in these
years, “Experimentation was meant as an exercise in morality as much as
intelligence.”** Science was truth; there were to be “no other gods.”*

The opening years of the study took place while the pHs was winning its
campaigns over infectious diseases.® And the pHs’s work was not done in
a vacuum. pHs officers either trained under leading medical researchers or
sought their imprimatur for their work. Letters, visits, and advice moved
back and forth across the country between major medical schools and clin-
ics and the pus.” The connections put PHs doctors into the center of the
scientific effort and garnered accolades and a sense of professionalism. The
medical schools and clinics, in turn, could look to the pHs for funding and
organizational prowess.

The status conferred by these connections supported the pHs asit threaded
its way through the minefield of public health projects. When a county doc-
tor’s objections could delay a treatment program or a state’s politicians could
deny the findings of a well-run study, having links to what appeared to be
“science” was critical to pHs physicians and helped them through the mo-
ments when all their work seemed for naught.>®

pHs efforts to prove its abilities with surveys, self-experimentation, and
mortality statistics did not always work. Despite its efforts to find scientific
proof for the causes of hookworm and pellagra, for example, the pHs had to
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contend with alternative explanations of disease causation that fit political
needs and older medical beliefs. Deeply seated understandings about eugen-
ics, racial differences, or even contagion meant that even with the increasing
“testable scientific findings,” the pHs could not always translate its conclu-
sions into policy.*

Nor were the PHS’s “best men” immune from the prevailing cultural and
scientific assumptions that shaped beliefs about race and disease.®® Indeed,
they helped to create them. It was an era when what historian Evelynn M.
Hammonds has called “the logic of difference” permeated both medicine
and public health. The colors that could be supposedly read on the skin and
the myriad comparative measures taken of various body parts and organs
defined biological racial differences and set up typologies.! In the post-
Civil War era, southern physicians in particular were certain that the Afri-
can American population would eventually die out because of inherent bio-
logical inferiority and susceptibility to disease.®* But racial categories and
biological differences were as likely to be seen in Jews and Italians as they
were in African Americans. Doing the medical inspections as waves of im-
migrants passed through various ports, s physicians determined who was
healthy and who might bring in visible or hidden disease.

Many of the pHs leaders in the Venereal Disease Division went to medical
school at a time when eugenic understandings of race were central to their
education.®® Eugenics theory was used to explain hereditary differences in
intelligence and disease, especially by race, and called for both increased
breeding of the more intelligent and state-sponsored sterilization of the “un-
fit.”** Into the early 1930s, PHS doctors would have been steeped in the be-
liefs that gave “bad blood” a meaning beyond its vernacular use as a name
for syphilis. Assuming that behavioral and disease traits could be passed on
through families and races, eugenicists believed in a hierarchy of races and
that “bad blood” reflected a racialized “blood taint—a propensity toward
moral and medical degeneracy.”* pHs physicians, picking up their medical
journals in 1932, could also read about “observations on the bones of the skull
in white and Negro fetuses and infants” or “epileptic reactions in the Negro
race.” If they wandered into the physical anthropology texts, there was more
to be learned about what biometrician Raymond Pearl labeled “comparative
racial pathology,” such as on the “kerato-cricoid muscle” in blacks and whites

or in Pearl’s own famous study on “the weight of the Negro brain.”**

Having
‘bad blood,’” as historian Martin Pernick has written, “meant you were con-
taminated and contaminating, whether the specific agent was a germ or the

germ plasm.”*” Nowhere was this clearer than in the case of syphilis.
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A Wily and Fascinating Spirochete

By the early twentieth century, syphilology had become a medical specialty.
Individuality in treatment required balancing metals treatments (mercury,
then forms of arsenic and bismuth), fever therapies, drugs proffered by non-
specialists, and the home remedies and patent medicines that promised to
be “blood purifiers.”®® Silence about the disease was pervasive, and the very
word “syphilis” was kept out of polite conversation. Instead, terms such as
“bad disease” or “bad blood” circulated in American communities, along
with the old euphemism “the pox” and the alternate medical term “lues
venerea.” Syphilis’s stealth became its hallmark, both from the refusal to
discuss it openly and from its ability to lie dormant in the body and then
become dangerous.

Syphilis generated interlocking concerns over medicine and morality.*’
Debates over whether lectures on morality, chemical prophylaxis, or prophy-
lactics would be most effective in combating syphilis’s damages abounded.
The disease provided endless research questions to consider: How much
treatment and when? Why were some organs and not others affected? Could
the body develop an immune reaction to the spirochete? Was reinfection
possible or just relapse? What was the meaning of negative serology in a
long-term case? Could the blood tests be relied upon? And, of course, what
were the differences among races and genders?”

Given the pHS’s beginnings in providing health care for mariners, syphi-
lis had long been one of its central concerns. With the growing focus on
venereal disease during the war, Congress authorized $2 million in 1918 for
the pHS’s new Venereal Disease Division. The funding rose quickly in the
immediate postwar years and then, with no troops to protect, dropped pre-
cipitously throughout the 1920s. The lack of funds, however, did not lessen
the PHS’s concern.

The standard public health focus in the first half of the twentieth cen-
tury was “not whether the person is syphilitic but whether he is in a conta-
gious state.” Worry that syphilis would be passed on to an “innocent” spouse
or lover and then congenitally to a child had informed much of the early

twentieth-century public health effort to stem the disease.”

Every syphilitic
person must be considered as a focus of infection, as a potential danger to
the community, in the same category with the ‘typhoid carrier,” wrote the
authors of a major 1922 study of “syphilis of the innocent.””

Before penicillin became available, Surgeon General Thomas Parran and

the pHs’s Raymond Vonderlehr wrote in their 1941 text Plain Words about
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Venereal Disease that syphilis was no longer considered contagious when the
patient had had “at least 20 injections each of an arsphenamine and a heavy
metal” and in “untreated patients . . . in whom it is certain that syphilis has
been present for more than five years.” The danger remained, they warned,
that a woman could still transmit to a child more than a decade after infec-
tion, and she should be treated during pregnancies.”?

Even as funding for venereal disease dropped away in the late 1920s, the
pHS focused on the facts. The Venereal Disease Division’s Venereal Disease
Information journal reported the statistics that the pus and local and state
health departments had begun to gather on prevalence. Debates over how
much treatment and which arsenicals and other metals to use, when, and at
what dosages filled medical journals. More than anything else, syphilologists
wanted to understand the disease’s natural history and to determine how
much treatment was really needed and for whom and when.

Facts and Knowledge
Thomas Parran, who became the Venereal Disease Division’s head in 1926
and surgeon general in 1936, made the battle against syphilis his most fa-
mous accomplishment.” His emphasis on both clinical research and syphilis
in the black population served to provide the ties that would bind the pHs
and Tuskegee Institute together in practice and memory forever.

Recognizing the need for more research, facts, and uniformity in treat-
ment, Parran became the PHS’s representative on the Committee for Re-
search on Syphilis organized by research scientists, the pus, and the
American Social Hygiene Association and funded by anonymous wealthy
philanthropists. In 1929, in hope of providing models and reports on appro-
priate care for syphilis’s many manifestations, the committee formed the Co-
operative Clinical Group, composed of the heads of the country’s five lead-
ing university-based syphilis clinics with Parran as the chair. The specialists’
treatment recommendations relied on the difficult-to-handle arsphenamine
and were almost useless to the general physician. This was problematic for
the pHS officers, since their concern was implementation as much as scien-
tific perfection. In turn, Joseph Earle Moore, head of Johns Hopkins’s famed
syphilis clinic, worried that if the pHS made recommendations for treatment
without appropriate data, the wrong form of treatment would become the
standard of care.”

Much of this was moot, given the expense and time needed for treatment.
The best recommendations for early syphilis suggested a year of injections
with costs that “averaged between $305 to $380 but could range as high as
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$1000. Even public clinics often charged as much as $80o for a curative level
of therapy.” As health economists in the early 1930s found, “eighty percent
of the population could not afford the cost of adequate care [for syphilis] . . .
from private physicians.”’® Despite publication of the Cooperative Clinical
Group’s numerous reports, the PHs was, by the early 1930s, still deeply fo-
cused on what treatment was appropriate, for whom, and at what stages of
the disease and how to make the facts known to the public and the general
physician.””

Parran and the pus needed to break the silence about the disease. They
initiated a major campaign in the 1930s to make the public aware of syphilis

and to seek blood tests and treatment.”®

Parran spoke openly about the dis-
ease everywhere he could, even when cBs radio refused to let him broadcast
an address in 1934 because he intended to use the words “syphilis” and “gon-
orrhea” on the air.” His best-selling book, Shadow on the Land, his articles
in popular magazines, and the numerous public information and film cam-
paigns put out by the pHs made information on syphilis more readily avail-
able and encouraged open discussion.*’

Getting the “facts” of syphilis out proved to be doable but difficult.*' The
pHS accumulated data on the disease’s occurrence from examinations of
army inductees, from blood tests done in various cities and counties and col-
lege campuses, from clinical data, and from death statistics. Collecting facts,
standardizing data, and completing surveillance became essential. But the
statistics were never as accurate as the pHs and its supporters would claim.
The data was never complete and never without underlying assumptions that
often led to diagnosis in some individuals but not in others; the reporting
of data by race but not by class; and the collection of statistics from urban
clinics but not from private doctors.**

Ideologies about race shaped both the collection of survey data and the
way it was understood. During the surveys conducted during World War I,
black soldiers were purported to have higher rates, although the basis for
the diagnosis was not always clear, and blacks with syphilis were allowed
into the armed forces but white syphilitics were kept out.* By 1930, one of
the first major surveys would claim that “estimates as to the infection rate
in this race vary widely. No large series of accurately studied cases has been
reported.”®

Syphilologists thought they might have a “gold standard” of knowledge
in what became known as the Oslo Study. At the turn of the century (1891-
1910), Caesar Boeck, chief of the syphilis clinic at the University Hospital in
Oslo, Norway, hospitalized some “2000 patients with primary and secondary
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syphilis until lesions healed without treatment, believing that the patient’s
own defense mechanisms alone could better combat the disease than the
anti-syphilitic treatment of his day.” Fifteen years later, the new chief, Boeck’s
former deputy, tried to follow up on the same patients. He was able to find
information on 21.7 percent of the patients: 309 men and women who were
still alive and another 164 who had died. Nearly 40 percent were symptom
free (about half still had blood that was seropositive), 14.1 percent had heart
disease, and approximately 4 percent had neurological complications.*

This data would pass “from textbook to textbook and from one scien-
tific paper to the other,” so that the standard wisdom became, as American
syphilologist John Stokes would claim, that, of those, black and white, who
were untreated in the disease’s early stages, “two-thirds will pass through life
unharmed.”®® For many syphilologists, the Oslo Study showed that although
patients had to be treated individually, the majority could be expected to not
die from the disease. The physicians’ old adage, “if a man has survived syphi-
lis for twenty years he is to be congratulated not treated,” was now provided
with research confirmation.

Syphilis as a “Sanitary Sin”

But the Oslo Study still was a problem for American syphilologists. As the
pHS’s Raymond A. Vonderlehr put it clearly in 1938 in his racialist terms:
“Our present information indicates definite biologic differences in the dis-
ease in Negroes and whites.”®” The obsessive concern with both the dan-
ger of “Negro blood” and the hidden dangers of syphilis combined to make
the disease a presumed racial menace. Tales of black “sanitary sins” filled
popular and medical journals.*® Such “sins” were especially feared because
they could easily spread across racial lines. A Mississippi doctor told fellow
members of the American Medical Association in 1910 that danger, espe-
cially from syphilis and gonorrhea, was actually greater from “mulattoes,
octoroons and quadroons.” Miscegenation, this physician warned, would
spread the “immorality” and diseases of the “pure Negro” and eventually
“Africanize this country” with a “Frankenstein monster.”®* At a Southern
Medical Association meeting in 1915, a Texas physician declared “the negro
a menace to the health of the white race.” Venereal disease was in particu-
lar the gravest danger, the physician concluded, for which “the negro must

» «

bear the largest share of responsibility.” “It is appalling,” he noted with great
alarm, “the venereal infections among the nurses of our children, the cooks

in our homes, the servants who drive our automobiles, wash our clothes and
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have daily ingress into our home, where personal contact greatly enhances
the danger.”*

Much of the claim of the widespread existence of syphilis and its link to
the black community came from the pHs’s efforts to do surveys by taking
blood. After a one-day census in 1926, the pHs reported that the rates were
“4 per 1000” for whites and “7.2 per 1000 in blacks.” These numbers, the
pHS concluded, failed to capture the real prevalence since so many people
with the disease either did not know they had or it or were not under treat-
ment.”

Community-wide surveys with Wassermann dragnets (in which every-
one was given a blood test) were sought to get a better approximation of
syphilis’s pervasiveness. In 1930, O. C. Wenger, from the pHs’s Venereal Dis-
ease Clinic in Hot Springs, Arkansas, and Paul S. Carley, a physician staffer
with the Rockefeller Foundation, reported on the use of blood tests of “ap-
parently healthy Negroes in Mississippi” in an attempt to devise a baseline to
measure against, once control efforts were started.”> Carried out in the heart
of the black South in three Mississippi Delta counties, the surveys found a
rate of nearly 20 percent. Carley and Wenger argued that the figures were
“an underestimation of the problem.” They noted, “In the Negro, the admin-
istration of from two to four doses of some arsenical, intravenously, often
causes a positive Wassermann reaction to become negative.” They gave no
comparative evidence as to whether changes in the serological reaction dif-
fered in whites. By extrapolating the data to include all African Americans in
rural Mississippi, they concluded that “syphilis is probably the major public
health problem among rural Mississippi negroes today.”*®

Claims about social behavior infused the report. “The rural negroes of
Mississippi are unmoral and prodigal,” the authors asserted. “As a group
these negroes are carefree, happy and peaceable; crimes of violence unasso-
ciated with a sexual background are rare; their prodigality is inordinate and
their sex appetite is enormous.”**

Within a few years, the pHS and Wenger were back in the Mississippi
Delta. They were brought into cotton-growing Bolivar County by the Delta
Pine and Land Company to survey nearly 2,000 of its black workers. Nearly
one-fourth tested positive for syphilis, but neither the employer nor the state
could pay for a full round of treatment. The prohibitive cost of a private
physician meant that rural African Americans were never treated or that
they received, if their employers paid, inadequate medication.

As always, the PHS had to balance medical need, southern race relations,
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and economic reality. The pHs hoped to get funds to treat those workers who
were infectious; anything more seemed impossible. The PHs approached the
Rosenwald Fund, a Chicago-based foundation that had a commitment to
improving both rural black education and black health care. The Rosenwald
Fund wanted an expanded demonstration project that could use statistics on
prevalence to persuade legislatures and then state and local health depart-
ments to provide treatment and convince employers to pay for it.

After much negotiating, the Rosenwald Fund and the pus designed the
first major serological survey and treatment program for syphilis in the
country. It was to be undertaken in six counties in six different southern
states and was to be jointly sponsored by local and state health departments,
the pHs, and the Rosenwald Fund. Thus, under the banner of research, treat-
ment, public health administration, and disease control, the PHs arrived
in Macon County for what was to become a decades-long stay. Infection
was the focus; racial differences were the underlying assumption; obtaining
knowledge about the disease was the central concern.
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Planned, Plotted, and Official
The Study Begins

Macon County proved to be an ideal site for one of the Rosen-
wald Fund Demonstration Projects.! In 1930, the county was 82.4 percent
black, spread over 650 square miles, representing what Taliaferro Clark, the
pHS’s lead physician/researcher for the project and head of its Venereal Dis-
ease Division, labeled the “broad extremes in the development of the Negro
race.”” Tuskegee Institute was presumed to represent the “best.” Much of the
rest of the county’s black population, caught up in grinding rural poverty,
seemed to be the “worst.”?

Little health and education infrastructure to support the demonstration
work existed —mainly a newly minted county health department and the
assistance of officials at Tuskegee Institute. There was no public hospital or
clinic, and there were only sixteen doctors (only one of whom was black)
outside the va Hospital and the institute’s John A. Andrew Memorial Hospi-
tal, which was primarily for its staff and students. As elsewhere in the South,
few had access to basic health information, even with the institute’s efforts to
teach health and hygiene to rural African Americans beyond its walls.* Most
black children spent more time in the fields than in overcrowded grammar
school classes as school followed the crop cycles. Illiteracy rates were high.
Root doctors, midwives, and healers provided most medical care; regular
doctors were used only for emergencies or when funds were available.’

The various roadways of the county captured the difficulties of rural life
and its separation from officialdom. Dirt roads that turned to soggy red clay
mud during the winter rains outnumbered the paved ones. Beyond this was
what renowned Fisk University sociologist Charles S. Johnson, brought in



by the Rosenwald Fund to study the community, described as “another, nar-
rower, and less obvious network of footpaths which—unplanned, unplotted,
and without official recognition—intersect, connect and supplement but
never compete with the public highways.”® The lives of many of the black
residents were also “unplotted,” since their births, illnesses, and deaths often
remained “without official recognition” from the state or the doctors.”

Macon County’s residents lived their lives on those roads forming various
kinds of physical and mental maps through crucial forms of connections.
For those in and near Tuskegee, who were part of Tuskegee Institute or the
va Hospital, the nearby rail line and the automobile made the outside world
accessible. For the poor on the farms, license tags for their aging cars proved
so expensive that they were given up or shared, while mules, wagons, and
feet still defined the possibility of travel.® Tuskegee Institute, only a few miles
away from the farmlands, was rarely visited by these rural people and might
as well have been in a foreign country.” Perceived color and class lines within
the black communities also kept them apart. As one rural Macon County
man reported in 1930, “That school ain’t got no race pride much. They only
like yellow and red folks. They ain’t so much on the black ones.”** The reverse
was also true. To those who came to study and try to understand them, local
residents, with falling-down homes, lack of sanitation, and overcrowding,
seemed to come from another time and place."

Alabama was a dangerous land for African Americans when the Study
began. In March 1931, the nine young black men who became known as the
Scottsboro Boys were arrested in Jackson County in northern Alabama on
false charges of raping two white women. Over the next few years, they were
subjected to trials that focused much of the world’s attention on assumptions
about black male sexuality as being part of an “essential” nature —assump-
tions that were used to prop up the Jim Crow system."

Elsewhere in Alabama, sharecroppers and industrial workers were orga-
nizing. In July 1931, in Camp Hill in nearby Talladega County, a shoot-out
between local sheriffs and sharecroppers who were protesting their own
situation and that of the men in Scottsboro left a black church burned
down, a sheriff wounded, a sharecropper killed, and a posse to put down
the “uprising” traveling throughout the county. In December 1932, in Reel-
town in Tallapoosa County on the Macon border, another shoot-out over
land foreclosure put the Sharecroppers’ Union organizer in jail for thirteen
years."” News of these protests and the resulting violence trickled into Macon
County in the columns of the local newspapers and traveled by word of
mouth for those who could not read. These eruptions served as a constant
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reminder of how much law and violence underlay the power of Alabama’s
white supremacy.

Against this backdrop and led by the pus’s Taliaferro Clark and
O. C. Wenger, a demonstration project on syphilis treatment came to Macon
County. It was expected at first to help and encourage investigation. The
testing and treatment was only for African Americans, but the hope was that
the model for care could then be spread across the country. Race mattered in
terms of difference, and then it did not matter in terms of using the results.

Conditions in Macon County

In the depths of the Depression, sickness and death seemed to stalk the rural
black population of Macon County. Illness was expected in the overcrowded
and drafty one- and two-room cabins, with no running water or even glass
in the windows. In the poorer homes, light often came in the form of a flam-
beau made of a kerosene-filled soda bottle and a rag. Tuberculosis, pneu-
monia, and influenza (but not syphilis) became the biggest killers in the
Depression years. Malnutrition and intestinal diseases took young children

14 «

who made it past the danger of miscarriages and stillbirths.”* “They survive

on grits, rice, grease, syrup and cornbread,” a doctor reported.”” As one man
put it bluntly, “We don’t git no money. This is the country.”*®

Macon County’s men and women who became the patients in the Rosen-
wald Fund Demonstration Project spoke willingly about their illnesses and
expectations for health care to Johnson and his research team. In turn, the
sociologists tried to write their words down in the patois and vernacular they
heard."” These narratives reflected folk beliefs and the problems of access.
Most ills were described in terms of the pains or symptoms— chills, fevers,
sores—in the vagueness of “heart” or “woman” troubles, or in what residents
thought the doctors told them.'® Henry Daniel explained, “Course I knew I
had bad blood already cause my brother had scoffla [scrofula] when I was
born.” George Edwards told his interviewer that his wife had “high blood
pressure[;] some calls it the ‘two bumps’ [tuberculosis].”

As with patients everywhere, treatment was expected as part of a medical
encounter. When the doctor told Louis Cowan his blood was “good,” Cowan
was not pleased. Even with his “good blood,” he stated, “I went back up dere
lots of times to see the doctor cause I tho’t dere was really something wrong
with my blood. I ain’t no count, my head swims, heart beats fast and I gits
real nervous.” Even when they received drugs, many patients misunderstood
the connections between their symptoms and the treatments. As Amos Foy
reported, “I had a terrible misery in my throat. I was sorry for the time to
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come to drink water it hurt me so bad. I have taken 20 shots and it certainly
has helped me.”"”

The interviews led Johnson to conclude that there was a resignation
and fatalism: “The heavy fall of death prompts to reliance upon both herbs
and something akin to magic, in the attempt to bring about cures.”** With
little or no money, Macon County’s residents borrowed from one another’s
medicines or used charms, teas, and potions to stave off ills or to ease the
pains. When her daughter had whooping cough, Anna Belle Keys explained,
she gave “sheep nanny tea and kerosene with sugar and I got a bottle of
oil.” Emma Morris had two children die of “yellow thrust” (yellow thrush),
and she made them “thread salve” from yellow berries, to no avail. George
Edwards’s wife “put dis string around the baby’s neck to keep off sickness.
The three buttons and the penny helps her to tease [teethe]. The piece of
black leather keeps oft de whopping cough.” Jimmie Smith’s wife relied on
“pomegranate hull tea and broom straw root tea” for the “weakness of the
back,” and Abraham Deloach’s wife bought “Hoffman medicine for all run
down women.”*!

With almost no public funds or insurance, visits to or from doctors were
infrequent or nonexistent since local charges were “$2.50 to $3.00 plus mile-
age one way, which for a ten mile trip might amount to $12.00.”** Doctors
were called only in emergencies. Frank Jerriedoor reported, “The doctors
... wont come to see you less you got the cash or will pawn something.”
Hilliard Boyd agreed with this: “You phones them and they say, ‘Is you got
the money?’ If you ain’t you need not supect them.” John Harris explained
that it was time for his wife to go for treatment at the clinic, but without
shoes it would be difficult to walk the two miles.”?

Yet others found doctors willing to wait for payment or with other motives.
Hayes Jones’s wife explained: “I sure has a big doctor’s bill but Dr. Lightfoot is
reasonable. He'll just wait and wait until the money comes.” Matilda Mackie
said with pride that a private doctor told her that “if you ever feel any pain
again just ring me up cause you show pays your bills.” Charlie Johnson’s wife
said her husband had been treated for his malaria by Dr. Cowan, explaining:
“I don’t know exactly whether he [Dr. Cowan] was in any way connected
with my father Elbert Cowan, but I ’spected it comes from slavery time. You
knows how they were all mixed up like that.” Even the midwives had trouble
getting paid. Midwife Rosa Lancaster reported: “My regular price is $10.00
but I don’t always charge that for it. I would bees ten years getting it. They all
aint paid up yet.”**

Even with the Rosenwald Demonstration doctors, there were differences
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among the patients in understandings and expectations. Lucinda Gilmore
recalled: “When I took treatments I don’t know what I was being treated for.
They just told me I had bad blood.” Bennie Williams had “good blood . . . but
I don’t believe it,” he said. “I think I need the treatment too.” Oliver Harris’s
wife asked a very reasonable question: “Every time your blood report comes
back good, does it mean you really got good blood, or can you have bad
blood and get a good report?” Abraham Deloach reported: “Seems to me
dey oughta trat you fur something else cide blood. Dey promised to treat us
for our “plaints but every time we goes over there they don’t do nothing for
us.” Robert Neal’s son got sick from the shots, and his father agreed he didn’t
have to go back.*

In describing the financial duress and fatalism of the families, Johnson
failed to discuss the fears of medical care that may also have kept away even
those who could pay. Will McQueen was sure that his first wife had been
“killed” in a local hospital because, he explained, the nurses told him they cut
the wrong “viscicule” near her tumor. The doctors frightened Cora Gosha,
and she admitted that “I just wouldn’t go.”* Pelly Alexander reported that
“Dr. Davis was a nice doctor,” but another of the physicians “lay your arm
down like he guttin a hog. . .. I told him he hurt me. . . . He tole me T'm the
doctor.”?’

Richard Pitts raised the most pointed question when he was interviewed
outside of the hamlet of Hardaway. “I bee sick sometime. Biggest times I
am hungry. No it aint’ take me long to answer them questions. The biggest
thing I want to know is, what you going to do with all this when you get
through?”?®

Demonstrating Treatment

The Rosenwald Fund and the pus doctors thought they had an answer. The
goal of the Demonstration Project was to prove to health departments and
state and federal legislatures that syphilis was prevalent but that it was pos-
sible to control its spread.”” Even though local physicians in Macon County
who had both black and white patients reported that “there was consider-
able syphilis in the community at large,” the focus was only on black men,
women, and children.*® Johnson’s interviews demonstrated that there were
blacks and whites living together in the community and that some were
suspicious of the focus on blacks. “Why you all ain’t going to everybody if
[you] wants to find the sick ones,” one man asked. “White folks is sick just
like us.”*'

With local and federal support, the PHs moved in for the year and a half
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between February 1930 and the first of September 1931, talked to employers,
plantation owners, ministers, and doctors, and began their case finding
through testing in as large a population as they could bring in. To the land-
owners and employers, the PHs promised treatment for syphilis that would
mean fewer stillbirths, less time lost among the black workforce, and im-
proved worker “efficiency.”** Education extended to the local physicians as
the PHs explained that the common policy of giving only a few treatments
would not stop the disease’s spread.*

The effort became a concerted drive to bring public health into the back-
country. Black men, women, and children —the PHs counted 3,684, one-sixth
of the county’s black population —turned out in school yards, churches, and
stores and under trees at crossroads in hamlets with names like Nebraska,
St. Paul, Chesson, Downs, and Liverpool.** “As a group,” one doctor in the
project thought, “they were susceptible to kindness, and there may have been
an inducement of implied official authority, although there was no volitional
effort to create this impression.”** The doctors took blood and urine samples,
performed minimal physical exams, and made efforts to obtain case histo-
ries. The hope was to provide at least “20 injections [of the heavy metals] and
192 mercury rubs” to keep down transmission of the disease.*

The physicians gave the shots and sent the patients home with a written
instruction sheet that told them how to get the mercury into their skin using
a rubber belt. These rubs, central to what syphilologist John H. Stokes called
“self-medication,” were considered “highly effective but messy.”*” “Rub the
salve into the skin on your stomach when you get out of bed in the morning,”
they were told. “Then put on the belt. See that the belt fits snugly. Wear belt
all day and take it off before you go to bed at night.”*® It seemed to work. “The
belt came to be regarded by many as a sort of magic,” one physician reported,
“and the number of faithful adherents was thereby augmented.”* As Will
McQueen told his interviewer, “Course I salvates myself and keeps fine.”*°

The project’s triage-like focus was on those whose infections were pri-
mary or secondary, active, and more likely to spread.*' The pHs gave those
with latent disease the rubs and smaller amounts of the injections more to
bring in the entire family than to effect a cure. The rules were clear. As those
doing the treating were told: “Remember the older patients should be treated
with Neo [neoarsphenamine] or Hg [mercury], as a general thing unless
they have only had their infections a comparatively short time or in the face
of some definite lesion. Put these cases on k1 [potassium-iodide] or protio-
iodide and gradually eliminate them from the clinics, so you have more time
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for the younger groups.”** George Graham’s wife confirmed this experience
to her interviewers. “My husband got bad blood. He didn’t take no shots([;]
he’s too old for that.” Henry Daniel Seal reported: “The doctor says I am too
old to take dem shots, so he gave me liquish medicine. It does me lots of
good.” Others could not get off work to go to the clinics. Carter Ashberry’s
wife explained that her husband was told to take the treatments: “He didn’t
take them because Mr. Dozier [the landlord] said he wasn’t going to feed
us if he didn’t work every day and we can’t starve.” Charlie Lee Washington
“quit taking those shots cause they made me sick.”*’

The pHs doctors were shocked to find that 39.8 percent of those who
came forward in Macon County tested positive for syphilis, although their
sampling came from a small geographic area of the county and may have
reflected a localized outbreak. This proved to be the highest prevalence rate
in the six southern counties studied during the Demonstration Project. The
researchers thought the high number was perhaps due to the 62 percent they
believed had untreated congenital syphilis, although the medical basis for this
claim was never explained.** The pus’s Taliaferro Clark was not surprised to
find that “early syphilis formed a very small percentage of the cases found,”
as 1,400 men, women, and children were admitted into treatment.*> No one
seems to have questioned the findings, even though it was well known that
the blood tests used could turn up high rates of false positives.*®

Reassuring Robert Russa Moton, Tuskegee Institute’s principal, about the
county’s high rate, the pHs doctors argued that Macon County’s syphilitic
numbers were “not due to inherent racial susceptibility” and could be ex-
plained by widespread poverty.*” Views shifted between the assumption that
blacks would be more syphilitic and the understanding that lack of educa-
tion, crowded conditions, and little medical care encouraged the disease’s
spread.

As the Demonstration Project continued, obtaining money for supplies
and getting people to return for their injections proved to be difficult. The
plan for treatment unraveled and failed to meet the schedule.*® Rains, plant-
ing seasons, marketing demands for crops, and difficulties in getting to the
sites all interfered. The clinics set up in the county could not provide the
continuity of care nor the structure to supply appropriate treatment.

In Macon County, fewer doses of neoarsphenamine were given than in
any of the other southern counties (only 5 doses per person on average)
but more of the mercury (106.1 rubs), which the patients were expected to
apply. Clark claimed, however, that patients did better “with little arsenical
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treatment than with a large amount,” in terms of reversing the positive blood
tests, although whether they still harbored the spirochetes was uncertain.*’
“Increasing knowledge leads to the belief that the greatest infection of syphi-
lis occurs in the early stages,” he noted in his final report. “It would appear
that the medication administered in these demonstrations, where most of
the cases were noninfectious, should have been fairly adequate.”*® In other
words, Clark thought the smaller amounts of treatment would help those in
the later stages of the disease, and these were the patients they were uncov-
ering in the county. Given that they were not following the patients for any
length of time, it is surprising that he seemed so sanguine about this out-
come. Even the instruction sheet to the patients had warned: “You must con-
tinue treatment for twelve months if you hope to get your blood pure.”*!

The Demonstration Project doctors tried to provide other care to the
families. In addition to detecting and beginning to treat the 1,400 cases of
syphilis, “3,500 typhoid inoculations were given, and 600 children [were]
immunized against diphtheria, and 200 [were] vaccinated against smallpox.”
Seeds for gardens and yeast to combat pellagra were also made available,
with the Red Cross’s help.*> Even though the syphilis treatment program fell
short of its goals, the entire Rosenwald Fund Demonstration Project was
deemed a success by its organizers: prevalence could be determined and
treatment begun.

But Dr. H. L. Harris, a black physician sent into Macon County by the
Rosenwald Fund, was not convinced. He knew the project could not begin
to provide the services of a real rural health program, and the more crucial
illnesses that came from lack of food and failures of sanitation concerned
him. He had his doubts even about what they were doing for syphilis. He
saw that “the heat melted the mercury” before the patients could use it.*
He questioned the pHS’s O. C. Wenger’s techniques, worried about patients’
reactions to the heavy metals, and believed that at least two deaths were
“attributable to effects of treatment.”** Wenger responded to this criticism
by claiming that Harris did not understand how to work in difficult condi-
tions.

Despite Harris’s concerns, which the Rosenwald Fund considered seri-
ously, the project became a model for what might have been a national cam-
paign.* It would be used to make claims for treatment regardless of race.*
If there had been more money, it is possible it might have continued and
expanded. Yet, as Harris had seen, it could never be a substitute for a public
health program or for the kinds of individualized care the patients needed.
The project doctors never even got a chance to care for the syphilis properly.
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In 1931, as the Depression deepened and the Rosenwald Fund’s stock port-
folio dipped precipitously, even this small demonstration ended.

In many ways, the Rosenwald Fund Demonstration Project proved that
race could not be used to explain either the prevalence of the disease or the
willingness to come to treatment. Treatment of African Americans became
the model for all Americans. “Mass control of syphilis among rural Negroes
in the South,” Clark concluded, “is both possible and practical, and offers
a new and promising approach to the ultimate control of this disease in all
classes of the population.”®’

Levels of income, education, and medical care in the various black com-
munities that were treated explained the different disease rates. Desire for
treatment crossed class lines as thousands came forward for the help. The
racism that shaped socioeconomics in the counties clearly mattered in terms
of how widespread the disease became. When needed, race would be ignored
in order to generalize about the need for treatment. But in the end, the as-
sumed biological difference based on race and the need to fully understand
the disease proved even more intriguing. The availability of what was seen as
a pool of disease proved to be too beguiling to be ignored.

Beginning the Study and the Provision of Treatment

When the Rosenwald Fund Demonstration Project closed, the PHS’s concern
with syphilis and Macon County did not end. As with other syphilologists,
the pHS doctors saw the disease as a noble enemy that could be attacked
and beaten.”® To accomplish this, the disease had to be publicly named and
openly discussed and its “natural history” had to be understood.* This
meant more research as well as treatment programs. There were studies in
urban clinics but not enough focus or follow-up on latent disease.®® Only the
Oslo Study stood as a measure. But its focus was on whites, and it was done
retrospectively.® Most researchers were trained to believe in the racialist as-
sumption that syphilis was, as leading Johns Hopkins syphilologist Joseph
Earle Moore claimed, “almost a different disease” in African Americans and
that prospective studies were better science.”?

With the Rosenwald Fund Demonstration Project behind him, the pHS’s
Taliaferro Clark still was intrigued with what he had seen in Macon County
and concerned about what could be done. He knew there was debate over
treatment of those with late latent syphilis if they had not received treatment
earlier in the course of the illness. He was a field-tested man looking for an-
swers to practical questions. As the PHS noted in its annual report in 1933, in
a section probably approved, if not written, by Clark:
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The treatment of syphilis under ideal conditions is of utmost value

in the control of this insidious disease, but, unfortunately, owing to
various social and economic influences, the ideal method of therapy is
seldom possible of attainment, and the vast majority of infected people
receive treatment that is generally regarded as inadequate, or no
treatment at all. It is highly desirable, therefore, to ascertain, if possible,

the relative benefits accrued from adequate and inadequate treatment
[italics added].®?

Nearing the end of his career and in his sixties, Clark must have imag-
ined he had one more chance to make a difference with the disease that had
consumed his professional life. With little private, state, or federal money, he
knew he could not reestablish a major treating program or provide the kind
of health care Harris thought so necessary.**

Instead, he developed a plan to take advantage of a pool of what physi-
cians often referred to as “clinical material.” His idea took more than a year
to work out in detail. It eventually became a two-arm study. In one arm, he
would follow a group that had late latent disease but had received little or no
treatment. The other arm would be a control group that did not have syphi-
lis but that came from the same socioeconomic strata. He did not suggest a
study where small amounts of treatment went to one arm and placebos to
the others who were also ill. He never argued for giving anyone syphilis.*> He
thought there was enough syphilis in the bodies of the county’s black men
and women and enough people left untreated for a sample to be picked. He
never considered looking for whites from a similar class with whom to com-
pare the findings.

As Clark’s ideas took shape, there was no written protocol and no con-
sideration of what the participants might gain.*® It would not have been ex-
pected at that time. Instead, letters went back and forth between Clark and
the “best men” treating and studying syphilis in the fall of 1932, to determine
what was possible and to make the science as acceptable as it could be.*” His
colleagues added signs and symptoms to be studied, refined the details of
the measurements, and agreed to the importance of the research. Physicians
inside and outside the PHs supported his developing proposal of taking ad-
vantage of “an unparalleled opportunity of studying the effect of untreated
syphilis on the human economy.”*®

Clark’s original plan was to find out what happened to individuals with
late latent syphilis who did not get any treatment over the course of six
months or a year. The research plan that developed in letters and conversa-
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tions included multiple blood tests to detect the presence of spirochetes, pro-
cedures to listen to and x-ray the participants” hearts, and diagnostic spinal
taps.*” As with all venereal disease, histories of when the disease began had
to be taken, although both Wenger at the pus and Moore at Johns Hopkins
believed that self-reported information could not be relied upon.”® Wenger
reminded Clark that “we are dealing with a group of people who are illiter-
ate, have no conception of time, and whose personal history is always indefi-
nite.””!

With all the diplomacy the pus was used to employing, Clark laid out his
plans to the Alabama health officials whose support he would need to work
in the county. Murray Smith, Macon County’s new public health director,
was particularly enthusiastic. State officials agreed to the research and ex-
tracted a promise: There had to be some treatment, but it could not be sup-
plied by the state since the study was seen as stepping into medical care that
private physicians provided.” Not only the state officials had to be satisfied.
Clark knew that in order to get planters to allow their sharecroppers to be
tested, “it was necessary to carry on this study under the guise of a demon-
stration and provide treatment for those cases uncovered found to be in need
of treatment.””* By this, he presumably meant those in earlier stages of the
disease and still infectious. Clark also knew he needed the cooperation of
doctors who treated black patients and a hospital for procedures.

Clark went to Eugene H. Dibble, medical director at Tuskegee Institute’s
John A. Andrew Memorial Hospital. He requested that Dibble “have one
of your men carry out the relatively small amount of treatment at desig-
nated points in the county required by Doctor Baker of the State Board of
Health as a prerequisite to his approval of the project.””* Dibble could not
give permission by himself within the institute’s hierarchy, and he wrote a
formal letter to Tuskegee Institute principal Robert Russa Moton, outlining
Clark’s ideas and explaining that the findings “would be of world wide sig-
nificance.” Dibble acknowledged how expensive the treatments were, sug-
gesting, although not saying, that it might be possible less would be needed.
He stressed how little the study would cost and how much it would benefit
their nurses and interns. The pHs, he explained, would furnish “the neces-
sary dressings, cotton, X-ray films and the Neo-Salvarsan for any treatment
given.””

There would have been no reason for Moton to doubt Dibble. Moton’s
own World War I experience had taught him about syphilis in the black
community, and he must have known of the syphilis rumors concerning his
predecessor, Booker T. Washington. He was acutely aware of what was pre-
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sumed to be the extent of the disease and its ties to assumptions about black
immorality.

Surgeon General Hugh Cumming, holding this position just before
Thomas Parran and who had worked with Moton before, followed up with
a carefully composed plea for cooperation. Cumming reminded Moton of
the extent of untreated disease and noted that the institute’s hospital “offers
an unparalleled opportunity for carrying on this piece of scientific research
which probably cannot be duplicated anywhere else in the world.” Cumming
explained, “It is expected the results . . . may have a marked bearing on the
treatment, or conversely the non-necessity for treatment, of cases of latent
syphilis.””®

Both Moton and Dibble were assured that this was a research study to
examine the necessity of treatment. Coming from the pHs and the surgeon
general, it seemed to offer the institute yet another chance to be center stage
on significant work that could focus on the lives of African Americans and
might help them triage medical efforts in a time of fiscal crisis. Within three
weeks, Moton wrote back to Cumming and agreed to what he called a “worth
while cause.””” For Moton, this would bring attention to a serious “race”
problem, federal assistance, and a modicum of health care. It followed the
institute’s decades-old commitment of doing something for the rural black
masses and assuming a leadership role.

Clark still confronted key questions of what to do about treatment and of
who should be in the study. There were no funds to re-create a Rosenwald
Fund-like project to provide drugs over a length of time. He knew case find-
ing and keeping people involved in the research would not be easy—he was
not expecting to go back to those from the Rosenwald Fund Demonstration
Project because many of them had been treated. He realized that women and
men would come forward as they had before and that it would take time to
find individuals who fit the criterion for inclusion then being worked out.

Clark and his advisers made a critical decision. Unlike in the Demon-
stration Project, they would be tracking only men, even though they were
bringing in men and women as the study began and treatment was provided.
Choosing men had several advantages. Getting a history of the first chancre
would be easier since it usually appeared on the penis. It was more difficult
to identify in women because the initial syphilitic sores might be inside the
vagina. Eliminating women from the study meant less chance of congenital
syphilis being passed to the next generation. Johns Hopkins’s Joseph Earle
Moore, who was consulted often, wanted more tests because he was not cer-
tain that the men could be relied upon to remember when they were first in-
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fected. As he told Clark, the existence of sores could not be determinate since
“a mere history of a penile sore only would not be accurate in as much as the
average negro has had as many penile sores as rabbits have offspring.””® It
was hoped that the additional tests would be helpful.

The assumption made was that the men included in the study would not
be infectious. Moore counseled that they should take only those who were at
least ten years from initial infection to be sure, but Clark decided instead to
go with five years because such cases would be easier to find. Moore wanted
men with a clear history of latency —other men found at earlier stages would
be provided “subsequent anti-syphilitic treatment” if needed.” Families
would be brought in, and infectious family members were to be treated, al-
though no effort was made to find other female sexual partners or to imagine
the possibility of male partners.*® There was not going to be the kind of case
finding that was typical in urban settings where sexual partners were sup-
posed to be named and then tracked down by health care workers in order to
be treated. The men’s names would be kept for the records and followed up
on. The title of the study at this point mirrored that of the Rosenwald Fund
Demonstration Project: “The U.S. Public Health Service Syphilis Control
Demonstration.”®

Now the personnel had to be put in place. In October 1932, the PHS’s Ray-
mond A. Vonderlehr, an up-and-coming physician who had worked on the
Rosenwald Fund Demonstration Project, was ordered to the county to begin
the tasks. Vonderlehr proved dedicated to the work and became the head
of the Venereal Disease Division the next year when Clark retired. It was
clear from the Rosenwald experience and from Alabama law, which limited
white nurses from caring for black patients, that an African American public
health nurse would be needed to find individuals and serve as a liaison to
the community. Dibble suggested Eunice Verdell Rivers, a Tuskegee Institute
graduate from Jakin, Georgia, with public health experience who was then
working unhappily as a night supervisor at the John A. Andrew Memorial
Hospital. The pHs gave her the title of “scientific assistant.”®?

Vonderlehr and Rivers began to canvass the county for men not in early
syphilis and willing to be tested.®* Many refused. As Vonderlehr explained to
Clark, “We must find a male prospect, ascertain his age and whether or not
he has been previously tested, and then get his consent for a Wassermann
[test]. It is necessary to find and interview several times the actual num-
ber finally permitting a test and it is a pretty good day’s work to get 30 to
40 specimens.”®* None of the consents were in writing, nor did Vonderlehr
make it clear what they were explaining.*
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Case finding and history taking started from field stations set up under
trees in places such as Cotton Valley, Eli, and Swanson and in the school next
door to the Shiloh Missionary Baptist Church in Notasulga.*® Even though
the workers were primarily interested in the men, they still treated both men
and women. The pHs was following through on what they had promised the
local health officials: they were giving out injections of neoarsphenamine,
mercury rubs, and the more old-fashioned drug protiodide (oral mercury
pills).

Difficulties on the Ground

The Study proved even more difficult to manage than had been the case
with the Rosenwald Fund Demonstration Project as it spread out through
the county and brought in men and women from outside the county bor-
ders. “We were accused . . . of examining prospective recruits for the army,”
Vonderlehr complained to his superiors about suspicions in one community
when the workers tried to separate out the men from the women.*” Rivers
owned a small car and was required to make trips back and forth to bring
men into the institute’s hospital to be x-rayed, slowing down the progress.
Using syringes at first, rather than the more expensive Keidel tubes, to draw
blood was laborious because syringes required sterilization and broke more
easily.*® Record keeping proved difficult, since it was not always clear what
stage of the disease the men were in, whether the blood tests were accurate,
or whether the heart sounds detected with the stethoscope were from an old
rheumatic fever murmur or were the signs of syphilitic aortitis (inflamma-
tion of the aorta).®

Since everyone who was ill expected treatment, Clark was very wor-
ried about expenses. “It was never our intention to undertake the expense
of treating the whole county,” he reminded Vonderlehr.”® By January 1933,
Vonderlehr reported that they had given out 317 doses of “neo” to men and
359 doses to women, in part because the rate of women with positive blood
tests was nearly twice the male rate. Nearly “so pounds of mercury oleate”
for the rubs had been used as well. By the next month, another 368 men and
351 women had received “neo,” and pills had been given to “124 males and 76
females.”**

Vonderlehr reported on the results after the first few months. Once the
cases were identified, blood was drawn for testing twice and small amounts
of treatment were doled out. “The figures include both men and women,”
Vonderlehr explained to Clark. “Of 5o patients retested after the first . . .
course of treatment, consisting of eight doses of neoarsphenamine and more
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or less heavy metal, only 3 (6%) showed a serological reversal. We are now
going to attempt to bring in the husbands of the women in this group by cir-
cularizing [sending out notices] them.”*> As Vonderlehr noted several years
later, “We treated practically all of the patients with early manifestations and
many of the patients with latent syphilis.”**

The pHs was surprised to find much less syphilis than they had expected.
Only between 18 and 19 percent of the screening blood tests were positive—
about half what the Rosenwald Fund Demonstration Project had reported,
Dibble confidentially told Moton in March 1933. Five months later, the sur-
geon general told the Alabama state health officer that the percentage was
“approximately 28%,” still much lower than the Rosenwald figures.”* The
high rates found earlier might indeed have reflected either false positives or
a narrow outbreak in an isolated part of the county.

The high prevalence rate that had brought them back to Macon County
began to look questionable. O. C. Wenger, who came in from the pHSs Vene-
real Disease Clinic in Hot Springs, Arkansas, for a few months to help
Vonderlehr, thought more cases could be found by using some of the men
from the Rosenwald Demonstration. He asked the state health department’s
chief physician to help track down “any number of old male negroes who
showed a positive serology, who had no previous treatment and who re-
ceived no treatment during the Demonstration Project.”® But, in fact, very
few of the men from the Demonstration Project became part of the actual
Study.”®

Vonderlehr decided not to attempt to find the untreated cases that had
been discovered during the Demonstration Project because he was con-
cerned with how many would come to expect treatment even more than
did the new people they were recruiting. If they went back to the men and
women examined but left untreated, he reasoned, they would not cooper-
ate unless everyone in the community was treated. Clark acknowledged the
problem, noting that a large number had to be examined to find men who
fit the Study’s criterion.

The racial differences they assumed existed kept being commented upon.
Even with fewer numbers than they expected, Clark told Moore at Johns
Hopkins that they were “uncovering more pathology than I thought would
be the case, particularly the cardiovascular system, which seems to be the
Negro’s vulnerable point in syphilitic attack.”®” But, without autopsies, it was
difficult to know for sure if the cardiovascular complications they “heard” or
“saw” came from syphilis, high cholesterol, rheumatic fever, hypertension,
or a combination.
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Worry about the expense of the project in the middle of the Depression
suffused their letters.”® Clark continued to pressure Vonderlehr to finish up
the work and to use as few supplies as possible. Vonderlehr noted in January
1933: “In making the request for these drugs I believe that the added expense
is justifiable for the great amount of good, which they will do per se to the
negroes of the county, irrespective of the effect their administration will have
on the study of untreated syphilis [italics added].”® Clark reneged on an order
for iodide pills in April and warned of the “ominous situation now confront-
ing us here in Washington.”'*

By February 1933, Vonderlehr appeared to be getting impatient too. There
was an enormous amount of work to do to keep the treatments going and
to find the men they needed for a robust statistical study. He complained
about the women who kept showing up for treatment, and older women, in
particular, were given nothing.'”" “Young men and women” were taking time
for treatments, he reported. Murray Smith, the local health officer, proved
inept at some of the blood work. Too much treating was getting expensive
and interfering with them finding the men they needed.'”?

Technical Problems and Deception

After four months of case finding, the researchers began to discuss how and
when to do the spinal taps to test for neurosyphilis. Although there was an
assumption in the medical literature that whites developed the neurologi-
cal symptoms and blacks the cardiovascular ones, there was a debate over
whether these differences were due to “internal resistance to the disease
... [or] difference in putative strains [of the bacteria].”'*® They wanted the
neurological data as well.

Spinal taps were a dangerous and painful procedure that involved insert-
ing a needle into the spinal column to remove fluid."®* If done incorrectly
or with too large a needle, severe headaches of several days” duration could
result from leakage of fluid through the dura mater. Lying supine for twenty-
four hours could lessen, but not prevent, pain from the procedure.®® Vonder-
lehr thought the spinal taps were absolutely imperative. Because he was “not
seeing much paresis [impaired movement caused by syphilis’s neurological
complications],” he thought about “writing to the local mental hospital to see
if they have negro men from Macon.”*

Wenger, probably still smarting from the criticisms about what he had
done in the Rosenwald Fund Demonstration Project, continued to worry
that the spinal taps would not be done correctly. He was concerned that any
flaws in technique would be used against them by other scientists, especially
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if they were to find neurological changes, since, he reminded Vonderlehr,
“the profession still insists that changes in the spinal fluid of negroes is com-
paratively rare because the clinical evidence of neurosyphilis in that race is
not so pronounced.”” Clark agreed because of the “hopelessness of rec-
ognizing mild paresis among these illiterate people of such circumscribed
cultural horizon.”'*® They needed the spinal taps, as historian Christopher
Crenner has argued, to show what kind of neurological complication, if any,
appeared in African Americans.”” Neither man thought that the histories
or their examinations of the men would provide the needed evidence. Only
the technology of the spinal tap and examination of the spinal fluid would
provide incontrovertible data.

The deception devised next was stunning and reflected the pHS’s belief
that it could not explain what it was doing to the men. In order to get the
men to come in, Dr. Murray Smith, Macon County Health Department
head, along with the pHs researchers, devised a letter. Reminding the men
that they had already had a “thorough examination” with the “hope you have
gotten a great deal of treatment for your bad blood,” they promised, “You
will now be given your last chance to get a second examination. This exami-
nation is a very special one and after it is finished you will be given a special
treatment if it is believed you are in a condition to stand it.” Because they
“expect to be so busy,” the letter continued, the men might have “to remain
in the hospital over one night.” It concluded, “REMEMBER THIS IS YOUR
LAST CHANCE FOR SPECIAL FREE TREATMENT. BE SURE TO MEET THE
NURSE.” Appealing to the men’s masculinity and strength, nothing in the
letter made it clear that the procedure was purely diagnostic or anything less
than a very good deal "’

The spinal punctures began in March, and some of the problems that
concerned Vonderlehr and Wenger began to appear. It was hard to get the
men to come in during the weekends because Saturday was seen as a day
for “business and pleasure” and Sunday was a day for church."! Rivers re-
membered later how painful the taps had been and how difficult it was for
the men to go home and stay with their feet elevated for twenty-four hours.
“But, a lot of the patients failed to follow instructions and they had to be
brought back to the hospital and kept in the hospital for the next twenty-four
hours,” she recalled."> Nonetheless, by the end of May, Vonderlehr reported
that they had managed to obtain spinal taps from 296 men, although they
were still worried about the men who had “defaulted” and refused to come
in, were afraid, could not get out of work, or had moved away.

The Alabama heat seemed to be working against them as well. The Na-
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tional Institute of Health, to whom they sent the samples, reported that “39
of the 108 specimens of spinal fluids were contaminated and unfit for test-
ing.”'® In the face of such spoilage, Vonderlehr redoubled his efforts to find
enough men. Rivers was told to pack the samples in more dry ice. By June,
with help from Smith, Dibble, and Wenger, the numbers were up another
15 cases. Wenger thought this total of “307 spinal punctures out of 375” was
a “remarkable showing, and proves conclusively what a good piece of work
Dr. Vonderlehr has accomplished.”"* No one mentioned that the deceptive
letter might have helped because presumably it seemed so necessary.

With the serology, physical exams, fluoroscopes, x-rays, and spinal taps
completed, the PHs researchers prepared to wind things up. In June they sent
thank-you letters. Rivers returned to Georgia to visit her family, driving her
new coupe with the rumble seat her salary permitted her to buy, hoping an-
other job might appear. Dibble continued his work at the institute’s hospital.
Wenger was back in Hot Springs. Vonderlehr prepared to work up the data
on what they knew so far and awaited a new assignment."® The year was up
and the Study seemed to be over.

Continuing

Vonderlehr, however, was not content to move on. The data was too intrigu-
ing and the serious question —did latent syphilitics really need treatment? —
was too crucial. His focus was on syphilis as a disease and less on the differ-
ences specific to African Americans. As early as April 8, 1933, he had written
to Clark to begin to outline his ideas for a much more long-term study: “It
seems a pity to me to lose such an unusual opportunity.”

Vonderlehr’s preliminary ideas were stunning in their ambition but fit
accurately with what would probably be necessary for a full understanding
of the disease. His new plan required a five- to ten-year study and included
autopsies to discover the syphilis-induced damage on untreated men, with
“interesting points for study” figured out along the way.""® The objective was
to find approximately 400 men and to keep them coming back. He pro-
posed giving them small amounts of what would be called “treatment” —but
mainly this was to be aspirins and tonics and some small amounts of oral
mercury compounds if they asked. Vonderlehr suggested to Clark that the
subjects who had received primarily mercury, and even small amounts of
neoarsphenamine, during the previous months could be considered “un-
treated in the modern sense of therapy.”"’

Consultation began again with syphilologists and with Moton and Dibble
at Tuskegee Institute.""* Vonderlehr wrote to Wenger in a confidential letter

{46} TESTIMONY



that he thought he could organize the Study with Dibble’s assistance, with
the rehiring of Nurse Rivers on a part-time basis, and with a few hundred
dollars for “incidental needs.”"" As the advice poured in, autopsies became
crucial. With autopsies as a medical gold standard, the damage that syphilis
could do to tissues and organs would be read on the bodies, even when it was
difficult to find it clinically and from the blood tests.

Vonderlehr discussed his ideas with Wenger. As was usual for him, Wenger
focused on the practicalities. His assessment of the research in a letter to
Vonderlehr has haunted stories of the Study since the letter came to light:
“As 1 see it, we have no further interest in these patients until they die,” he
informed his colleague.”” Read at face value, his callousness is breathtaking.
Yet, throughout the letter, he keeps referring to the men as “patients.”**!

Wenger’s practicality and bluntness continued. Local physicians could be
brought on board from Macon and the surrounding counties and asked to
send anyone from the Study applying for treatment to Dibble. If they were
close to death, their doctors would be asked to notify Dibble, Rivers, or the
local health department. However, Wenger warned, “if the colored popula-
tion becomes aware that accepting free hospital care means a post-mortem,
every darkey will leave Macon County.” A month later, he pointed out the
difficulties again: “The only way we are going to get post-mortems is to have
the demise take place in Dibble’s hospital and when these colored folks are
told that Doctor Dibble is now a Government doctor too they will have more
confidence.”'*

Vonderlehr set to organizing support for his new plan. He received agree-
ment from the state health department to send in death certificates from the
men on the lists. Nowhere in any of the correspondence was there discussion
of what a no-treatment research study would mean. There was no thought
given to the ethics of leaving the men untreated, or at best with some tonics,
aspirins, and an occasional oral mercury compound.

In some ways it would have seemed normative. Venereal disease clinics
had begun elsewhere in Alabama in 1932, but by 1933 there were no funds for
treatment of the indigent."”® By 1934, the state made some money available
to treat infectious indigent patients but only in health departments. Local
physicians, almost all of them white, would not be expected to provide such
care for any length of time. In practical terms, the pHS accepted the realities
of the racism in the southern medical system in a time of financial duress
and tried to make do."**

The pHs had no intention, or the funds, to detail physicians to Macon
County for years, or even months, on end. As the Study continued, the Pus
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doctors would come for blood draws and full examinations on a sporadic
basis. The autopsies would be done at the institute’s hospital or at the va
Hospital. Rivers was the linchpin. She would stay in touch with the men over
time and get the families to sign autopsy agreements, the only formal written
consent within the Study.’*®

Under these circumstances, the pus doctors assumed that the men would
most likely never receive treatment and that in the end this might not be
so bad. Vonderlehr, Clark, and Wenger must have thought that making the
best of a difficult situation by salvaging a scientific study of great import was
rational. No one would have considered asking the men who would become
the participants what they thought of this new idea. There was no intention
of telling them that treatment for syphilis had, for all intents and purposes,
stopped. Under these circumstances and with no one yet raising questions
about the morality of doing this at all, the pPHS continued.

Research, Not Treatment

There were, however, soon scientific concerns. In the summer of 1933,
Vonderlehr shared his research ideas with other physicians and sent ques-
tions about his plans to the American Heart Association. The association’s
H. M. Marvin thought Vonderlehr’s examination would not differentiate dis-
ease caused by hypertension and arteriosclerosis from syphilis. A follow-up
by an American Heart Association committee confirmed Marvin’s assess-
ment. This response by these leading cardiologists, as historian James H.
Jones argues, “was devastating.”'*° It was as if Vonderlehr was performing a
kind of political cardiology in which every untoward heart sound or shadow
on the x-rays of the black men’s bodies examined in Tuskegee morphed into
syphilitic complications.

Vonderlehr continued to believe he was following the right procedures
and that he and his physicians could tell the difference.””” He assumed the
autopsies would solve the problem of determining syphilis because the dis-
ease’s impact would be visible after death, as signs of syphilitic aortitis dif-
ferentiated from other cardiovascular diseases.

Following the criticisms, he added another idea: controls. “I am plan-
ning to return to Macon County some time this fall,” he wrote to Macon
County Health Department’s Murray Smith, “in order to examine about 200
non-syphilitic Negroes who can be used for controls.” Without the controls,
Vonderlehr noted, it would be “impossible to say how much syphilis is re-
sponsible for the cardiovascular disease.”**®* They would have nearly 400
men with the disease and approximately 200 without.
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He thought this would raise the Study’s scientific bar and make syphilis’s
impact visible. Clearly his effort was intended to set up the best possible
research with very limited funds. Damage to the men’s hearts could be mea-
sured more easily through less expensive and less invasive procedures of
fluoroscoping, x-rays, and auscultation until autopsies were possible.'”” He
promised Dibble, now officially named a special consultant to the pus for
$1.00 per year, that there would be no spinal taps on the controls.

By October 1933, the plans for the continuation of the Study were more
or less in place. A sense of urgency to begin appeared when several men
died and autopsies were not obtained.”*® Supplies for performing autopsies
were sent to Dibble and pathologist/x-ray specialist Jesse Jerome Peters at
the Tuskegee va Hospital, and he was asked to do the x-rays and perform
the postmortems. Peters was told to send the tissue samples from the autop-
sies to be checked by pathologists at the National Institutes of Health, as the
spinal fluid had been before.

But, despite all his efforts, Vonderlehr would not be coming to personally
supervise. The PHs’s John Roderick Heller Jr., who was at the time assigned
to a health department in Tennessee and who had been in the county earlier,
was detailed to do the actual work of examining the men selected as the
Study’s controls.””* From Washington, Vonderlehr stayed in close contact
with Heller and oversaw the details, just as Clark had done with him. Again
and again, his letters show his concern with making this the best science
he could. He chided Heller in one letter for substituting x-ray paper for the
regular x-ray film that had been used before. He acknowledged that this
was cheaper, but he argued, “It seems absolutely necessary from a scientific
standpoint to continue their [x-ray film] use in spite of the additional cost.”
Since Vonderlehr was also planning to have Moore at Johns Hopkins read
the x-rays, he was obviously concerned that his work pass muster with the
master syphilologist."**

Vonderlehr had the money to spend to get clear data but not to provide
a range of treatment. A little mercury was used as an inducement. Wenger,
now back at the clinic in Hot Springs, Arkansas, was asked to send pill boxes,
“some form of salicylates [aspirin] . . . for the controls and some form of
mercury necessary for administration to the syphilitic cases should they
apply for treatment.” One thousand %-grain calomel tablets (a mercurous
chloride) were sent as well."** It seemed to be left to the Study’s men to de-
termine what they needed.

Heller reported by late November 1933 that finding controls was going
well. Only one man they had placed in the control arm had turned out to
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be positive for syphilis, and they were redoing his serology to check, he told
Vonderlehr. Three men whose wives were under treatment were assumed
to be possibly syphilitic and thus were not accepted as controls. However,
Heller noted, “I don’t imagine that we will have more like that.”

Supplies were limited. “We are naturally handicapped in not having the
protiodide pills and others on hand but Dr. Dibble lets us borrow from his
supply until ours arrives,” Heller informed his boss."”* Later in the month, he
reported, “All the supplies have arrived and we are giving pills out lavishly.”

No one at the pHS seemed to assume that local doctors or even Tuskegee
Institute would cooperate with the Study as a matter of course. They handled
their relationships carefully, promising those that they needed a piece of
this important work and meeting some of their wants as well. They carefully
formed honest relationships with the professionals but not with the sub-
jects and controls. Jesse Jerome Peters, the pathologist, asked for Vonder-
lehr’s help in getting to Johns Hopkins for a special training program. At
the time, Hopkins had no black physicians on staff. Vonderlehr intervened
with Joseph Earle Moore, who promised, “We shall be very glad to have the
Negro roentologist come to the Johns Hopkins Department of Pathology
for a week to observe the methods employed.” In turn, Peters told Vonder-
lehr how grateful he was for the opportunity but was unable to explain that
racism and the lack of connections would normally have excluded him from
such professional development.'

Nurse Rivers continued to tend to the men. For her, they were patients,
not subjects. “The patients are responding very nicely,” she wrote to Vonder-
lehr. “[They are] so happy to have someone take care of them that they al-
most swamp me, call for aid for every one in the family sometime.” In re-
turn, Vonderlehr tried to make Rivers into the “scientific assistant” her job
title seemingly made her. His letters to her (always written through “Special
Consultant Eugene H. Dibble” and rarely directly to her) politely thanked
her for bimonthly reports but also taught her how to make them more useful
by adding in data on the control cases."

Vonderlehr clearly wanted the work to continue. He told Heller he would
join him in Macon County for a week to start examining a second set of
controls at the end of January 1934. “My reason for coming to Tuskegee has
not been precipitated by any deficiency which has been found in the work
which you carried on last fall,” Vonderlehr assured him. “But I still feel that
the closer our association in the examination of these controls is, the more

perfect will be the findings from a scientific standpoint [italics added].”””
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Messy Categories and Clean Data

Even with their focus on the men as untreated subjects or controls, the re-
searchers’ categories were never clear-cut. The trope of “subject” could not
always hold, and its tension with the concept of “patient” was always in play.
John R. Heller worried about a man who was labeled a control, even though
he had had syphilis in the past. “At his request,” he reported, “I did . . . write
his personal physician in Hurtsboro, telling of our findings, despite the nega-
tive blood specimens and offering to be of any assistance that we could. I
also suggested to the physician that I thought Dr. Dibble would be glad to
inform him of X-ray finding as we had already taken the picture.”"*® When a
man, referred to as Patient X (not Subject X), since his name is blanked out
in the record, wrote to ask for medicine for his wife’s bad blood, Vonderlehr
told him to take his wife to see Doctor Dibble at John A. Andrew Memo-
rial Hospital for her treatment. Vonderlehr reminded the man, “It has been
possible for the Public Health Service to give your wife this treatment be-
cause we are cooperating with the Tuskegee Institute and the Macon County
Health Department.”* It is, of course, impossible to know how often this
happened and whether the man was a control, a subject, or merely someone
in the community.

But, despite these humane exceptions, the medical supplies Vonderlehr
sent Heller show that the pHSs was actively deceiving the men into think-
ing that they were being treated. In January 1934, a shipment of 5,000 pink
aspirin tablets, a tincture to color 5 liters of aromatic elixir red, and a gross
of 4-ounce prescription bottles arrived in Tuskegee. To provide some real
treatment to some of the subjects, Vonderlehr promised, “we have requested
Doctor Wenger to send you twenty ampules of .6 and ten ampules of .5 neo-
arsphenamine.” This amount would hardly have provided more than very
minimal treatment for a few."*°

Vonderlehr continued to worry that the categories be kept as clean as pos-
sible. Heller asked about a man whose name he could not find in the files or
lists. “You may recall him,” he told Vonderlehr, “as the patient [italics added]
who stopped you in the door-way at the Hospital one morning in the Lobby,
and talked to you for several minutes. He has had a spinal, etc.” Vonderlehr
told Heller the man had been excluded from the current study because he re-
ceived “three doses of neoarsphenamine during 1921.” This man, along with
five or six others who presumably were not clearly untreated, Vonderlehr ex-
plained, was, after “further consideration . . . discard[ed]” from the Study.**'
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In his correspondence with Peters and Dibble, Vonderlehr explained clearly
which individuals were negative or positive for syphilis and how to check the
lists against the autopsies being performed. Rivers was sent the names of the
subjects and controls as well and told how to follow up.

To make sure the local physicians cooperated by sending cases to the
hospital when death was near, the names of the syphilitic men and the con-
trols were sent to the “practicing doctors” in Macon and nearby counties."*?
Vonderlehr told Dibble that this would pique “scientific interest” even if they
would have no “financial reward.”***

As historian Susan Lederer has pointed out, Vonderlehr was focused on
making sure that everyone who died was autopsied. He scanned the lists,
often chiding the local physicians if he learned of a death occurring and
not brought to autopsy. Writing to the Macon County public health chief,
Murray Smith, in May 1934, for example, he asked about an “old Negro . . .
age 51” whose death certificate was missing but whose death Smith had men-
tioned. Smith wrote back to say the man was actually alive and “was in this
office begging for more good pills.”*** At other times, the autopsies went well
and were providing the data they needed. After an autopsy, Nurse Rivers told
Vonderlehr, “The heart was so interesting to Doctors Peters and Dibble that
they advised me to send the specimen intact.”'**

Rivers continued to send Vonderlehr her numbers and narratives on a
bimonthly basis. She noted the men’s various ills, the caring she provided,
and the regrets she had when she could not obtain permission for autopsies.
In her narratives, the men were always “patients.” As she wrote Vonderlehr
that summer, “The other patients that I have seen or heard from seem to be
doing nicely.”**¢

Nonetheless, Vonderlehr’s efforts were not working as well as he had
hoped. By the summer of 1934, he seemed concerned that the follow-up was
not proceeding as he had envisioned. Somehow Nurse Rivers, despite her
efforts, was not giving them the information they wanted. The pus physi-
cians came and went, none there for more than a few months at a time.
Vonderlehr explained the problems to his higher-ups in the pus: “It would
be well to discontinue the project if local cooperation should fail to materi-
alize”

In September 1934, the pHs detailed John R. Heller back to Tuskegee and
asked him to visit all the local doctors again."*® Rivers was to report monthly
on new forms instead of every other month. Wenger also arrived in Sep-
tember and was sent more needles, “24.6 gm ampules of neo and 5000 cc
solution of mercury benzoate.”**’ The extra effort seemed to work. Local co-
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operation ramped up. Rivers’s extra reporting meant there was more contact
with the families but not necessarily more autopsies.*

Realizing that her cajoling was not enough to get the permissions for
autopsies from the families, the PHs took another step. Surgeon General
Hugh Cumming asked the Rosenwald Fund to consider helping support a
burial fund that would provide $50 to each family that agreed to autopsy.
When this money was not forthcoming, the Milbank Memorial Fund in
New York was approached. It agreed to support this part of the Study, in May
1934.”! Rivers could now promise the families that if they cooperated their
undertakers would be paid and a reasonable funeral would be procured. For
those in a poor community, where burial was a key point of dignity, it was
an important offer and incentive."

The men and their families thought they were now part of what was called
“Miss Rivers’ Lodge,” not unlike other fraternal organizations in black com-
munities that covered burial costs. Many of these had failed during the early
Depression years, and this new source of burial insurance was a comfort.
As Rivers was to note in a report two decades later, “Free medicine, burial
assistance or insurance.. . ., free hot meals on the days of examination, trans-
portation to and from the hospital, and an opportunity to stop in town on

the return trip to shop or visit with their friends all helped.”***

Untreated Syphilis in the Male Negro

In May 1936, Vonderlehr and Clark, with Wenger and Heller as the coauthors,
presented their first findings at a meeting of the American Medical Associa-
tion."”™* It would prove to be the first of a dozen reports over the next forty
years—and the first that would lead to confusion over what the Study was
about. The article purported to compare untreated syphilitics and controls
from Macon County, with data on black men with limited treatment pulled
from the earlier Cooperative Clinical Group study from the 1920s. All were
divided by age and years out from infection.

The published article did not make it clear that a big percentage of the
men who were assumed to be untreated in Alabama had been given inade-
quate amounts of treatment as well. Further, the data assumed that men
coming from the five university-based urban clinics and the men in Ala-
bama were comparable groups on the basis of race and syphilis alone. Noth-
ing in the comparisons considered that urban and rural differences might
affect what they ate, how they lived, and what kinds of complications they
might have. Vonderlehr defended his basis for deciding what had caused the
cardiovascular problems, relying primarily in this first report on his physi-
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cal examinations and the x-rays. The pHs researchers also stated clearly that
the untreated subjects “submitted voluntarily to examination,” without any
explanation that they submitted to treatment only at first, not to research
without treatment when the Study continued."

Nevertheless, the findings were able to show that lack of treatment had
serious effects. Their data demonstrated both cardiovascular and neurologi-
cal damage, which was “two or three times as common in the untreated
syphilis group as in a comparable group receiving even inadequate treat-
ment.” In a modern study, findings this dramatic would lead to the declara-
tion of the need for treatment and the dismantling of the research. In 1936,
only the doctors’ consciences could have brought this to an end. There were
no models on how to stop a study. There was no money to pay for treatment.
The rules were as “unplanned and unplotted” as Macon County’s back roads.
And there was the knowledge that stopping the Study did not necessarily
mean that there would be treatment.

These findings are also remarkable for what they do not say and for what
should have been thought about. It was received wisdom that there would be
little neurosyphilis in a black population, but the Study found that 7.8 per-
cent of the men with syphilis had clinical evidence of neurosyphilis and 18.3
percent had reactive spinal fluid, suggesting that the spirochetes were still
present in their spinal columns. This meant, as a researcher was to comment
several decades later, that “26.1% showed clinical or laboratory evidence of
neurosyphilis [italics added].”*> This led to a lively discussion when the paper
was presented at the American Medical Association meeting as the attending
physicians reported their clinical experiences with black patients and neuro-
logical problems. Their lack of evidence and scientific basis for their claims
ranged from malarias to a vaguely defined “racial influence” interfering with
the disease’s development. Only one physician from New Orleans noted that
“central nervous system syphilis isn’t rare in the colored; in fact, it is almost
as prevalent in our clinics as in the white.”**’

The argument made was clearly directed at encouraging more treatment
for syphilis—elsewhere. The researchers acknowledged that most indigent
Americans of any race had had no access to adequate treatment for more
than a decade. Their evidence was directed in part to physicians and health
department officials who thought a few shots of neoarsphenamine or mer-
cury rubs were sufficient. To researchers, the pHs physicians pointed out
that only “an observation period of at least 20 or more years is necessary to
give a true picture of the value of therapy.” It was the hint that they might be
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expecting the Study to go on and on.
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By 1936, the pieces for support of the Study were in place. The funds to
create it had been approved by the pHs, and the Milbank Memorial Fund
had agreed to cover the costs of the burials. Controls and subjects alike were
being given the same medicines: tonics and aspirins—with some mercury
given to the subjects who “asked.”’* The findings were reported at medical
meetings and then in publications. It now had a public name: “Untreated
Syphilis in the Male Negro.”**® No one seemed to ask whether or not all the
treatment at the beginning, even if it was limited, was making any difference
in the men’s disease. Nor was anyone asking whether the men understood
what they were involved in. Or if, as the American Heart Association cardi-
ologists had told Vonderlehr in 1933, other diseases than syphilis could really
explain the findings of so much cardiovascular disease.

This was deep in the Depression years, when not treating those with latent
syphilis was a common reality, given the complexities of the disease—and
especially for those of all races who could not afford a regular doctor or a
syphilis specialist or whose health department had scant funds. For the pHs,
here was the possibility of getting to understand this form of a dreadful dis-
ease over a long period of time. Faced with black bodies and cardiovascular
complications, there was little questioning of the cause of the illnesses and
of the false readings on the serologies, or of whether the tissues and organs
examined at the autopsies proved their diagnoses.'*!

The Study continued, even as the men who came out of the fields and
small hamlets to meet the doctors and nurse in the chapels, churches, and
schools were never asked if they wanted to participate in a nontreatment
program.'®® Nurse Rivers kept calling on them over the months and then
over the years. They were handed aspirins and iron tonics, which must have
had a positive effect on ordinary ills.'*> And they thought they were being
treated.
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Almost Undone
The Study Continues

Even though the pHs secured the cooperation of the Macon County
Health Department and Tuskegee Institute, the Study almost came undone
over and over. Nothing in Macon County was simple. Even the southern
climate worked against the pHs. Tissue samples arrived at its laboratories in
poor condition. The men’s bodies were sometimes embalmed or had deterio-
rated before they made it to autopsy.' The great migration of black men and
women out of the rural South that began in the interwar years threatened
to undermine what was supposed to be a controlled environment and made
follow-up difficult. Despite the assumption that the men were mere sub-
jects, they behaved like patients who, even in an era when compliance was
expected and even with the racial power overlay, did not always do as they
were told. Not everyone would remain without some kind of treatment.?
Questions of treatment and ethics that could have stopped the Study and
undermined its science only served to underline its importance to the PHs.
The men were needed to prove that treatment for syphilis was necessary.

Treatment Arrives Back in Macon County

After the initial effort to find enough men between 1932 and 1934, Nurse
Rivers kept in touch with the families, but the Study went into quiescence
except for her continuing effort to obtain permission for the autopsies and
the collection of data. The pHS was no longer a regular presence.> When
Thomas Parran became the surgeon general in 1936, the push by the pus to
do more about syphilis and other venereal diseases became a critical focus.
New federal funds were allocated.*



Even as the financial recovery in the nation slowed the next year, the
Rosenwald Fund’s continued concern with syphilis in the South’s black com-
munities picked up too. Working again with the pus, the Rosenwald Fund
helped pay for “bad blood wagons.” These buses were set up for testing and
treatment and sent to public places in small communities.’ Supplied with a
variety of drugs, the new project gave out a mixture of neoarsphenamine
and bismuth injections and often dispensed just the iodide pills and mercury
inunctions to the older patients.’

The Rosenwald Fund leaders continued to follow the conditions in Macon
County. In 1937, they sent physician William B. Perry to run a mobile “bad
blood” program. Writing to M. O. Bousfield, the Rosenwald Fund’s head of
Negro Health, Vonderlehr asked that Perry stop in Washington before head-
ing to Alabama to be briefed on the Study’s importance, explaining, “We
plan to continue it indefinitely.”” There is no evidence that they expected that
the men of the Study would now be treated.

Armed with information about the Study and with the knowledge that
stopping contagion was crucial, Perry entered Macon County. His focus
was on early, not late, syphilis. He was able to treat 594 patients in the first
eleven months—at least 30 were pregnant women.® The county health de-
partment, with the support of the pHs, then took over the program after
the 1938 National Venereal Disease Control Act, which Parran had pushed
through Congress, made funds available, even for Macon County. As the
mobile clinic crisscrossed the county for the next several years with new
doctors, two times as many women as men came forward for treatment.’

The program needed a nurse. There was too much for one doctor to do:
drive the bus, find cases, follow up, send messages to the county’s midwives
to bring in pregnant women, and track down sexual partners.” With Nurse
Rivers working only part-time on the Study, Surgeon General Thomas Parran
personally arranged to have her work on the mobile clinic too." This meant
Rivers was now fully employed by the pHs, to do the mobile syphilis control
and to continue to keep track of the men in the Study. As she worked for the
new treatment program, she made up trays with often “a hundred syringes
on each tray,” heated the sterno for the alcohol stoves to sterilize the needles
and syringes, and assisted the doctor."”

The new “bad blood wagon” was not intended to be for the men in the
Study. Instead, they continued to be offered simple elixirs and the 10,000 as-
pirins (in pink and white) the PHs sent in, while Tuskegee Institute received
a gallon of formaldehyde to preserve tissue sample and specimen jars. Also
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shipped to Tuskegee was 1,000 cc’s of tincture digitalis, which would have
been used for individuals who showed signs of heart disease, but it is unclear
who actually received the medicine.”

Vonderlehr saw the increased value of the Study as open discussion of
syphilis, and its treatment became more widespread." He needed to know
if all the treating was necessary. He must have known that it was not pos-
sible for the PHs, public health departments, or even the Rosenwald Fund to
pay for all the treatment that might be needed across the country. Although
his analysis of the Study’s data had covered its first four years, this was not
enough time to see if cardiovascular and neurological complications would
emerge as the men aged. The PHS needed to know more.

Undoing and Doing the Science

Vonderlehr realized that he needed another skilled syphilologist if the pHs
was to learn what was happening to the men. He sent the PHS’s Austin V.
Deibert to work with Moore at Johns Hopkins in 1937 to learn the latest
skills. After nearly a year under Moore’s exacting eye, Deibert might have
been trained too well, because, all too soon after his arrival in Tuskegee in
the fall of 1938, he began raising serious questions.

Since there was no protocol for the Study, Deibert read over the previous
published article and looked at the medical records. Having examined the
statistics and Vonderlehr’s written claim that the Alabama men “never re-
ceived treatment,” Deibert was “quite amazed to discover that fully 40% of
the group [163 men] had received some treatment [between 1932 and 1934],
even though inadequate.” In the face of this amount of treatment, Deibert
argued to Vonderlehr that the comparison of the Study results with the Oslo
Study data would not be acceptable: “I acutely fear that adverse criticism of
the study would be justifiable.” Clearly reflecting what he had learned from
Moore, Deibert claimed that if the men had been given even inadequate
treatment, this would “greatly lower, if not prevent, late syphilitic cardiovas-
cular disease . . . [while] increas[ing] the incidence of neuro-recurrence and
other forms of relapse. The effect of inadequate treatment on late syphilis is
problematical.”*®

To solve this problem, Deibert proposed dividing the Study subjects into
two groups, with the inadequately treated men in one group and “strictly
new untreated men of comparable ages and infection dates” in the other.' As
he was to chide Vonderlehr a few months later, “To be significant, the study
must be stabilized by new men.”"” Concerned with making sure the Study
passed muster, Vonderlehr checked with a pHs staff statistician and agreed
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that adding more untreated men was a good plan.'® Deibert, after also check-
ing with Moore at Hopkins, added at least another 18 untreated men."”

Vonderlehr seemed surprised that Deibert had not realized that there had
been treatment at the Study’s beginning, especially for the younger men.*° He
did not acknowledge that his own article never made this clear. He hedged
on what else might be done by arguing that in the future they would have to
“exclude all of those who were treated some years ago.” Vonderlehr was also
disconcerted to find out that two of the men in the control group had hearts
that had developed aortic regurgitation, usually thought to be a consequence
of syphilis. This was “interesting,” Vonderlehr told Deibert. “I hope that too
many of the controls do not show evidence of syphilitic infection before the
project is completed.”*

Six years into the Study, it became clear that the data could not support
what they were claiming. Too many of the men might be “untreated in the
modern sense,” but it was not certain what the small amounts of treatment
might mean. If more of the controls turned out to have syphilis and many of
the untreated men with syphilis were found to have their illnesses affected
by even inadequate treatment, the data would turn out to be difficult to ma-
nipulate statistically and might ultimately be meaningless in showing syphi-
lis’s deadly consequences.

Data was not the only problem. Deibert needed spinal taps from the new
men to find any neurological complications. As he and Rivers moved into
new communities in the county to recruit additional subjects, word of the
spinal taps got out and refusals happened more often than they expected.
Vonderlehr seemed unclear why this posed a problem. Chiding Deibert, he
explained that it was “a surprise to learn that some of the patients objected to
the ‘back shots’ inasmuch as these seemed to make a big impression on them
after the study of six years ago.”** Once Deibert promised that they were not
“giving ‘back shots,”” he explained, “they come out of the cane-brakes.” He
noted, without seeming to acknowledge that this might be a reasonable posi-
tion to take: “They simply do not like spinal punctures.” Deception helped.
“A few of those who were tapped are enthusiastic over the results but to most,
the suggestion of another [spinal tap] causes violent shaking of the head;
others claim they were robbed of their procreative powers (regardless of the
fact that I claim it stimulates them); some experienced memorable head-
aches. All in all and with no attempt at humor, it is a headache to me.”*

Deibert was focused on the men as a data source. Yet he knew, as he put
it, that to get things done he had to rely upon his sense that “I know some-
thing of the psychology of the negro . . . [and] I try my best to send them
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forth happily shouting the praises of the clinic to their friends at home,” he
promised Vonderlehr.

As he considered the difficulties, Deibert realized that even the inade-
quately treated men would have to stay if the Study was to have value. If
such men were removed, he reasoned, “their fellow members on the ‘list’
will become suspicious.” He assumed that having the inadequately treated
men might prove useful to understanding syphilis. “To date,” he observed,
“I have found not a single case of ‘disastrous syphilis’ amongst them. . .. The
paucity of clinical findings still alarms me, but I feel that the inadequately
treated group accounts for this.” Most of these men were between the ages
of 25 and 35. He explained: “That none of them have developed aortitis for-
tifies my belief that even a very little treatment goes a long way in avoiding
cardiovascular complications, tho admittedly it is a trifle too soon to make a
definite statement to that fact.”**

Deibert’s findings raised serious questions. The PHS position argued for
the need in the country for continuous extensive treatment in early syphilis
cases. It hoped to use the results of the Study to show how dangerous the
untreated disease was. What if Deibert was finding that the inadequately
treated men who received some treatment in latency were not getting com-
plications? Would this affect the pHS’s whole effort to make the seriousness
of syphilis known? Vonderlehr had an answer. He told Deibert that the lack
of clinical findings was probably because “the patients who had the severe
manifestations had died and a large percentage of the remainder may be
beginning spontaneous recovery.”* If anything, this was all the more reason
to keep the Study going in order to see the complications much later on in
the men’s lives or to understand remissions.

Deibert’s racial views and understanding of syphilis’s cardiac complica-
tions may explain why he did not find the Study ethically disturbing and
why he accepted the methodological problems. In 1939, before black doctors
at the annual John A. Andrew Clinical Society meeting, he began with the
assumption that black and white syphilitics had differing kinds of complica-
tions, which were often difficult to diagnosis. Never mentioning the Study,
he argued against the overuse of the arsenic drugs, instead recommending
early treatment and the use of bismuth, bed rest, and digitalis if cardiovas-
cular complications arose.*

Although he did tell visiting doctors that treatment was necessary, it is
possible he was following his own advice in the Study. If he thought that the
men in the Study already had had enough inadequate treatment, to follow
them for treatment of their cardiovascular problems could have made sense.
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He had ever more reason to assume this might still happen since Rivers was
in contact with the men and the John A. Andrew Memorial Hospital was
there for backup. But, in the end, what happened to the men after he saw
them was not seen as the PHs’s responsibility.*’

Deibert’s worries should have given the PHS pause, at least on the scien-
tific level. But there was no real model of how to do this kind of study. There
were no ethical concerns expressed and no structure for oversight outside
the pHs. The Study continued.

The Draft, the War, and Possible Treatment

Yet another set of events might have stopped the Study. As the country
geared up for war after Pearl Harbor in December 1941, the draft for men 18
to 45 reached into Macon County. The draft meant physicals and blood tests
and required treatment for syphilis.

After one man in the Study received a call-up notice, Murray Smith, the
county health director, expressed deep worries that this would jeopardize
the whole effort, since there were 256 men (although not all of them were
still in Macon County) under the age of 45.>* Vonderlehr was notified about
the problem and counseled Smith to tell the head of the local draft board
“that this study of untreated syphilis is of great importance from a scientific
standpoint. It represents one of the last opportunities which the science of
medicine will have to conduct an investigation of this kind.”** Almost none
of the men were drafted.*

Smith had another problem. Deibert found that 15 of the controls had de-
veloped “clinical or serologic evidence of a syphilitic infection.” The known
positives were supposed to be kept from treatment. Vonderlehr thought that
controls who had contracted the disease “had lost their value to the study”
and should be treated, unless Deibert thought otherwise.

Deibert did think otherwise and advised Smith that “I would prefer that
these cases remain untreated.” However, he noted, “patients in the con-
trol group who were infected after 1939 should be treated.” When the men
were no longer needed as subjects, they could become patients. Once again,
Deibert was trying to salvage the validity of the Study—even though today,
switching men from one arm to the other would be seen as hopelessly com-
promising the results.*

During the war years, as the PHS was commissioning venereal disease
prevention films to be shown across the country and setting up rapid treat-
ment centers (to decrease the time needed for treatment) for those deemed
infectious, the Study’s importance began to grow again in its eyes.*> Sur-
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geon General Thomas Parran explained this clearly when he wrote to the
Milbank Memorial Fund to ask for the continuation of its funding for the
burials. The men were needed for the pHs’s other work. He was blunt: “This
study, with its careful and complete physical examinations and subsequent
observation up to and including autopsy at death, forms a necessary control
against which to project not only the results obtained with the rapid sched-
ules of therapy for syphilis but also the costs involved in finding and placing
under treatment the infected individuals.”*

All of this depended, of course, on continued follow-up. But the war also
meant the lure of jobs in the industrial cities. Rivers kept trying, but some of
the men were moving away, their families were losing touch, and the Study’s
ability to monitor everyone was diminishing. Vonderlehr’s and Clark’s as-
sumptions that they could keep track of everyone for so many years were
being undermined by the realities of African American life.

The war years meant, too, another kind of “experiment” in Tuskegee that
would be a source of pride to this day. The first black men who successfully
fought to become military pilots, under the aegis of the Army Air Corps
and Tuskegee Institute, were training at Moton Field in the then-segregated
army. Known as the Tuskegee Airmen, they had to combat the assumption
that African Americans could not withstand high-altitude flight because of
possible sickle cell traits or could not fight bravely.** The men of what was
called the “Tuskegee Experiment” would go on to distinguish themselves
with unprecedented success in bombings over Europe and against Jim Crow
treatment at home.* The military men in this “Tuskegee Experiment” would
be celebrated for their valor while the men in the Study continued to be
watched.

What Did They Learn?
Having tried to protect their subjects from the war and from long-term treat-
ments, the PHs again reported its findings. The second article on the Study,
published in February 1946, reported on the men’s mortality after twelve
years. Written by a pHS physician and statistician, the article acknowl-
edged that some of the syphilitics had been treated (which Vonderlehr had
never reported in the first article) but argued that the amounts of medicine
had been so small that they had made no difference, even though Deibert
thought otherwise.

The article’s claims about the data failed to acknowledge the difficulties
of following the men or the accuracies of its diagnoses.”® Constructing life
tables out of the data, nevertheless, it argued that those who had received
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no treatment for their illness had had their life expectancies “reduced by
about 20%.”*” Nowhere in the report, however, was it clear that the men
thought they were being treated.*® And still no one was raising questions
about whether they should be told.

In the Study’s third report, published several months later by Deibert and
another pHs statistician, the dangers that syphilis posed were emphasized.
The conclusions echoed the earlier reports: the untreated disease caused
“a considerably greater amount of physical disability, not necessarily fatal,
than [for] an uninfected person living under similar conditions.” Although
he understood the Study’s limits, Deibert accepted that “an opportunity to
study the natural course of the disease in individuals not subjected to specific
therapy occurs so infrequently.”*® Deibert had been critical of the Study’s as-
sumptions and statistical manipulations, but this time he had accepted its
premise.

It was to be another statistician two years later who questioned the Study’s
accuracy and legality. In 1948, Albert P. Iskrant, the chief of the Office of
Statistics at the PHs, noted that “this study is not what I thought it would be,”
and it did not compare untreated with nontreated men. “Perhaps the most
that can be salvaged is a study of inadequately treated,” he concluded. Iskrant
also disagreed that malaria was pervasive (which would have presumably
affected neurological complications) and noted higher rates of neurological
damage in “nonwhites” than in whites in the latest syphilis studies done else-
where, undermining the racial assumptions of differences in complications.
Further, he wondered whether the men had been treated, given the Alabama
laws, the first time this kind of question was raised in written form. But his
letter remained within the PHs, and the Study’s premise remained protected.
The medical and legal questions still went unanswered.*’

Knowledge and Penicillin
Iskrant’s concern reflected the major changes in research and syphilis care
in the postwar period. The Study could have been ended because of other
studies being reported, the discovery of penicillin, and the question of state-
coercive experimentation—made apparent by the trial of the Nazi doctors
at Nuremberg, Germany. Each of these held the possibility of questioning
the reasons for the Study’s continuance. Instead, each served to embed the
importance of the Study deeper within the pHs.

The PHs never focused on the Study alone for research on syphilis, as
the Venereal Disease Division sought answers to crucial lingering medical
questions about the disease. Supported by the pas, through the approval
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of both Vonderlehr and his successor John R. Heller, for example, Paul D.
Rosahn began a systematic retrospective review of autopsies done from 1917
to 1940 at Yale Medical School, looking for the correlation among clinical
symptoms, cause of death, and morphological evidence of syphilis.* Influ-
enced, too, as his generation had been by Moore’s assertions that “in spite of
400 years of study, we still do not know the actual importance of syphilis as
a cause of death,” Rosahn wanted to contribute to this knowledge by using
the evidence on syphilis’s complications, which autopsies provided.*?

Rosahn’s 1946 findings backed up what Moore and his colleagues had
been arguing for years. Spontaneous cures were possible, and small amounts
of treatment (20 injections) would affect the clinical outcomes of those in
latency.*’ His study repeated what the Study’s second paper had concluded:
that syphilis seemed to have an effect on “host susceptibility to other dis-
eases.” Even with lack of treatment, he concluded, as the Oslo Study had
before, “6 out of 10 untreated patients died with no evidence of syphilis at
autopsy and another 2 probably were not harmed by it.”**

He accepted that the Study at Tuskegee might provide better data than
he had and that it would show, as he had not, “that syphilis probably lowers
life expectancy significantly.”* But, he also thought that it was possible that
“environmental influences,” a code term for social and economic conditions,
might also have “an adverse influence on longevity.”** Rosahn’s findings
could have led the pHs in two directions: treat everyone in the Study and
call an end to it, or wait and see whether there was “spontaneous cure” or
more damage. It chose the latter.

If further research did not bring the Study to a halt, a new miracle drug
just might. Research on penicillin began in England and was stepped up
during the war years. By 1943, the pHS’s John F. Mahoney and his colleagues
at the Venereal Disease Research Laboratory on Staten Island, New York,
reported that penicillin appeared to be highly effective in killing the spiro-
chetes of syphilis.*” In the context of the war, this new antibiotic seemed a
godsend. At first, supplies were limited. By war’s end, as its manufacturing
increased and supplies of the drug became more available, studies of peni-
cillin’s effect on syphilis took a central place in the debates on treatment.*®

Leading researchers, however, were clearly worried about the overuse of
what seemed like a miracle cure “before extensive scientific evaluations of
its long-term results could be completed.”** The initial excitement was tem-
pered when reports of a “therapeutic paradox” appeared in the literature
on cardiovascular syphilis. When treated aggressively, the active lesions in
the aorta often came to be replaced with scar tissue, causing more cardiac
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damage. There was also the concern with allergic reaction to the drug itself.*°
Moore, at Johns Hopkins, remained suspicious of penicillin at first and con-
tinued to argue that knowledge from untreated syphilis was still needed as
a control against treatments.> The data from his Hopkins clinic led him to
argue that “the least satisfactory results of prolonged treatment are found in
Negro men.”>

Under the influence of these leading syphilologists, the pHs and other
researchers in large medical center clinics began research into when and
how penicillin should be given, in what mixtures, and at what stages in the
disease. Most of the focus remained on early syphilis, since it reflected the
major public health hazard due to infection and knowledge that treatment
could keep later complications from occurring.®® Expanding the rapid treat-
ment centers, the PHs began providing penicillin to infectious syphilitics
across the country, including in a major center in Birmingham, Alabama,
two hours north of Tuskegee.

Most physicians agreed that penicillin mattered in early syphilis, but they
were not as sure about latency. Thus a debate on the usefulness of penicillin
in patients who had developed both cardiovascular and neurological com-
plications went on through the 1950s.> In 1964, Dr. Rudolph H. Kampmeier,
the famed Vanderbilt syphilologist known for issuing what would later be
seen as a southern apologia for the Study in 1972, argued in a review article
that “one enters an area of uncertainty and difficulty in evaluation of the
effectiveness of treatment of the presumably late latent syphilitic.”*® Not
everyone agreed with this position. Another public health official argued,
“Substantial numbers of persons having untreated late latent syphilis con-
stitute a public health problem, regardless of whether such persons have
contagious disease.”*°

The uncertainty was there. Given the assumption that the men in the
Study could probably not be helped because they were so many years out
from their initial infections, the miracle of penicillin must have seemed ir-
relevant and the Study’s historical importance more illuminated. The con-
clusion of so many other studies on syphilis that each patient should be
evaluated individually was ignored. Thus, the changing science of syphilis
research supported rather than ended the Study.

A Code for Barbarians

It was the commitment to “good” science raised at the trials of the Nazi
doctors at Nuremberg that supported the Study’s continuation and failed
to create any sense of the parallels between coerced research in Germany
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and what was happening in Alabama. Between 1946 and 1947, twenty-three
Nazi defendants, almost all of them doctors, came before American judges
at Nuremberg to be dealt justice as punishment for their horrendous experi-
ments on unwilling prisoners and concentration camp victims.*” As the trial
proceeded, it became clear that the physicians” ancient Hippocratic Oath
“to do no harm” did not provide a code to cover research, especially when
supported by the state.

The Nuremberg Trials became an examination of ethical conduct in
research and of the limits of claims of “societal necessity.”** The German
defendants each argued that they were doing normal research, even citing
American studies on prisoners in their defense and noting the difference
between research and medical care.®® Realizing that the American research
community actually had #no code itself but instead relied upon the “ethics”
of the profession, American research physician and prosecution adviser
Andrew Ivy wrote a committee report of one (later published in the Journal
of the American Medical Association) to provide beginning principles, justify
the American prison research, and testify against the Nazis.*® The judges, in
turn, using Ivy’s report and the work of the prosecution’s other doctor ex-
pert, promulgated a set of principles that now have come to be known as the
Nuremberg Code.

The code, however, had little impact on research ethics in the immediate
postwar years in the United States as Ivy’s report supporting research, rather
than the principles requiring informed consent and no harm to subjects, was
more widely discussed.” American research and Nazi murder were never
mentioned in the same breath; indeed, they were set up as opposites. In the
context of the promise of penicillin and other antibiotics, as well as the in-
creased federal funding and resulting expansion in medical research, what
was done in the United States was considered good science. As ethicist Jay
Katz so eloquently declared, the Nuremberg Code was seen as “a code for
barbarians and not for civilized physician-investigators.”** The pHs’s John R.
Heller made this perfectly clear more than thirty years later when he re-
sponded to historian James H. Jones, who asked whether or not the Nurem-
berg Code had given them pause in the Study. Heller took umbrage at the

question and said to Jones, “But they were Nazis.”**

More Than Ever

Meanwhile, Nurse Rivers still visited the men to provide what care she could
and to encourage the families to allow autopsies. In the fall of 1948, the PHs
sent its doctors to Tuskegee to do the third set of physical workups. This time
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155 men were located. In their findings, which became the fourth article on
the Study, 45 “inadequately treated individuals” were dropped from the data
analysis. This article proved what had been shown before: that those who had
untreated syphilis had significantly more mortality and morbidity, although
there now appeared little difference among those who were 55 or older.**

In giving an unpublished report two years later to a group of pHs officers,
O. C. Wenger summed up what had been learned. Although he agreed that
syphilis was still causing illness and death, Wenger argued that “it is impor-
tant to have the facts documented.”*® Unlike the published articles, however,
Wenger acknowledged that 26 percent of the syphilitics and 35 percent of the
controls had been lost to follow-up by 1948. Whatever the pHs’s hopes had
been for a captive population, Macon County was turning out not to be so
contained.

Wenger’s speech lay bare why the men in Alabama remained so criti-
cal. Knowing that not all cases of syphilis in the country could be found or
treated, he reasoned, “It behooves the medical profession to ‘Know for Sure’
what happens if the disease is not treated.” And the only way to know, he
concluded, was “the correlation of postmortem findings with periodic clini-
cal findings.” Referring back to both the Rosahn autopsy studies at Yale and
the work in Oslo, he concluded that this kind of correlation “can be done
only in the Alabama group. What other way will we ever be able to learn the
meaning of our clinical findings?”

Again it was Wenger who would write the chilling sentences that put into
words the pHS’s understanding of why the Study was important. “We know
now, where we could only surmise before,” he declared, “that we have con-
tributed to their ailments and shortened their lives. I think the least we can
say is that we have a high moral obligation to those that have died to make
this the best study possible.”*®

Clinical Complexity
The pHs was not able to wall off the Study’s men from penicillin, even if
they thought their isolation and poverty would keep them from treatment.
Macon County was not a concentration camp, and many of the men were by
now either leaving the county or finding their ways to some treatment, even
if it was not directly for their syphilis. Nor were all the local doctors who
were told about the Study in 1932 still there.

By 1952, the fourth major survey began, and the pHs tried to find every-
one. “In several instances, the patient was surprised during his morning
plowing,” the investigators reported, “and asked to step in the shade of the
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nearest tree for an on-the-spot history, physical examination, and blood-
letting.” A new male field investigator reported to the Study’s leaders that 33
of 132 men examined (25 percent) had received penicillin.” In attempting to
reassure the pHs officers that the Study still had validity, the field investigator
concluded: “It is to be noted that economics has prevented the majority of
our patients from receiving any consistent daily course of treatment; most
of them receiving shots a week apart.” Even Vonderlehr weighed in. Now a
regional pHS medical director in Atlanta, he told the Study’s director that “it
is nice to know that the review of the surviving patients included in the study
is going well. Hope that the availability of the antibiotics has not interfered
too much with this project.”®®

Reports continued to be written about the Study’s results during the 1950s.
Peters, radiologist/pathologist at the Tuskegee va Hospital, who worked on
the Study for more than twenty years, became the senior author on a paper
on pathological findings.”” “It is a real contribution to our knowledge of the
course of untreated syphilis,” he wrote to the Study’s director, adding rather
immodestly, “T feel it is by far the best paper that has been published in
this entire Tuskegee study.””® At Johns Hopkins, however, Moore evidently
thought the paper so bad that he shredded it at first—but then published a
later version in the medical journal he edited.”

Peters was not acknowledging what others involved in the Study knew:
that x-ray evidence had been lost, that “the clinical data was quite meager,”
and that there was a “surprising absence of syphilitic pathology” on micro-
scopic tissue samples and gross anatomical findings.”> A National Institutes
of Health pathologist cautioned Peters that they had been defining “lung
lesions as being possibly syphilitic without definite proof that they are. It
seems to me we find ourselves in the present state of confusion in part be-
cause of a past tendency to regard as syphilitic almost any lesions found in a
patient with syphilis.””* Peters also acknowledged that there was only a “so-
50 chance” that cardiovascular complications would appear on autopsy.”

Many of the men, Peters knew, had died of other diseases. On the bodies
he found disease caused by hypertension and myocardial degeneration,
which were killing many of the men before their syphilis could do its dam-
age. Peters worried enough about the extensiveness of arteriosclerosis that
he thought Rivers ought to collect information on the men’s “food habits.””*
Syphilis was clearly a major problem, but so were heart disease, pneumo-
nia, and kidney disorders. As historian/physician Benjamin Roy has argued,
“The a priori principle that explained the presence of disease also explained
its absence. Because of biological differences blacks were more syphilitic
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than whites; because of biological differences, the absence of findings meant
that blacks had syphilis that escaped detection until better means of diagno-
sis were available.””®

Responsibility

The problems with the Study began to multiply. Two of the Study’s new direc-
tors reported to the pHS in 1951: “Co-operation among the parties is painful
and difficult to achieve, especially when fresh and suitable tissue specimens
are sought. The more lay people involved, the more is the likelihood for un-
healthy gossip and misunderstandings.” Others were no longer sure Rivers
was doing her job, as more of the men were lost to follow-up.”” Efforts began
to find men who had moved to other cities across the country. Letters went
out to post offices, credit bureaus, and friends, as the men were tracked.

Sidney Olansky, John C. Cutler, and Stanley Schuman, the Study’s new
leaders in the 1950s, were concerned with carrying it on and getting the most
out of it. In a curious way, they felt a responsibility: first to the pHS’s Vene-
real Disease Division, then to science, and then to the men. Even though
they knew the men thought they were in treatment, Olansky would write
in a memo to Cutler in 1951: “We have an investment of almost 20 years of
Division interest, funds and personnel; a responsibility to the survivors both
for their care and really to prove that their willingness to serve, even at risk
of shortening of life, as experimental subjects. And finally a responsibility to
add what further we can to the natural history of syphilis.””®

This sense of the Study’s importance was confirmed when Trygve Gjest-
land, a Norwegian syphilologist who had reexamined the Oslo Study data,
came to Atlanta in 1952 to meet with Olansky and Cutler. Gjestland, in this
reexamination, emphasized both the Study’s crucial nature and what a sci-
entific mess it was because of unclear categories and uncertain criterion for
much of the diagnoses. Further, he noted, “current clinical examinations
should be more balanced than previously, when cardiovascular aspects were
favored above neurological examination.” In other words, the expectations
of finding cardiovascular complications meant that the failure to do more
spinal taps had left the area of neurological syphilis understudied.”” With
this advice, the Study’s leaders decided that more spinal taps should be at-
tempted so the comparisons could be made.*

As more papers were written and talks were given on the Study, the effort
to understand syphilis’s long-term effects became crucial. John C. Cutler
wrote that the Study had taught them that “every individual in whom the
diagnosis of untreated or inadequately treated syphilis is made requires,
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from the public health point of view, adequate therapy.”* The Study’s men
represented the data needed to show the world what syphilis could do and
what was important. Any sense of concern was mollified because Rivers was
still visiting the families and helping with other ills.

Is This Ethical?

The pHs was not hiding the Study, and medical journals published the articles
and reports. Unless a physician picking up the articles thought deeply, it
would have been easy to see the men as “volunteers,” and indeed in one re-
port they were referred to as “people [who] responded willingly.”** Reading
between the lines would have been necessary since the reports did not make
clear that the aspirins, tonics, and spinal punctures were being described to
the men as “treatment.” The language and titles of the articles— “untreated
syphilis in the Male Negro” —easily distanced the medical reader. Another
report called them “patients.” The articles, as an analysis of them concluded,
“depict the disease as dynamic agent whose impairment of the central ner-
vous system takes place in the ‘scene’ of the patient.” Terms like “‘follow’

>»

and ‘survey the patients”” made the pHS seem as if it were a bystander to a
process that would lead to critically important knowledge. The men, referred
to in this kind of syntax, literally disappeared.®®

In 1955, as another round of the blood tests was done in the county, the
Study received its first major criticism from outside the pHs orbit.** Georgia-
born physician Count D. Gibson, an associate professor at the Medical Col-
lege of Virginia in Richmond, heard the pus’s Sidney Olansky speak on the
Study and make clear that treatment was being withheld. Gibson was so con-
cerned about the ethics that he discussed them with Olansky, whom he knew
from Emory University in Atlanta. Unsatisfied with Olansky’s response, as
a good scientist Gibson sent for and read all available reprints of the articles
on the Study.

Then he wrote to Olansky: “I am gravely concerned about the ethics of
the entire program,” he told his former colleague. “The ethical problem in
this study was never mentioned. . . . There was no implication that the syphi-
litic subjects of this study were aware that treatment was being deliberately
withheld.” After dismissing any criterion by which the Study might be jus-
tified, Gibson argued: “It seems to me that the continued observation of an
ignorant individual suffering with a chronic disease for which therapeu-
tic measures are available, cannot be justified on the basis of any accepted
moral standard: pagan (Hippocratic Oath), religious (Maimonides, Golden
Rule), or professional (A.M.A. Code of Ethics).” Making sure that Olansky
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understood his motives, Gibson concluded: “Please accept this letter in a
spirit of friendliness and an intense desire to see medical research progress
in its present remarkable rate without any blemish on its record of service to
humanity.”**

Olansky penned a handwritten response, the only insight into his views
we have on its ethics before 1972.% He acknowledged Gibson’s worries that
the Study was “callous and unmindful of the welfare of the individual.” But
he explained: “I'm sure it is because all of the details of the study are not
available to you.” He confessed that when he had started with the Study in
1950 “all the things that bothered you bothered me at the time.” Yet, he told
Gibson, “after seeing these people, knowing them & studying them and the
record I honestly feel that we have done them no real harm & probably have
helped them in many ways.” On the question of gender, Olansky reported,
“no females were selected so that the question of congenital [syphilis] could
be eliminated.”

To buttress his views, Olansky repeated what would become the mantra:
that the men had no chance to get treatment elsewhere when the Study
started, that they “knew that they had syphilis & what the study was about,
[and that] only those with latent syphilis were chosen. They got far better
medical care as a result of their being in the study than any of their neigh-
bors,” and a nurse “takes care of all their needs.”

Olansky did not avoid the issue of treatment. After explaining the choice
of only those with the latent disease, he claimed, “All others were treated
at great expense to the government.” His answer expanded upon Deibert’s
worry from two decades earlier that many of the men had received some
treatment. But the sentence leaves open the question of how much they were
treated. Further, when he added that “any patient in need of medical care for
[syphilis] or any other reason was treated,” he is stretching the evidence and
not dealing at all with the question of how many were treated, when, and for
how long.

This is indeed a strange argument, since Olansky’s article in the same
year stated: “On the basis of the individuals examined during the 1951-52
survey, it is estimated that 70 per cent of the syphilitic group have remained
untreated.”® A year later, another of his articles made the claim that after
159 patients had been examined, “23 showed evidence of late syphilis . . .
and that no one patient with late syphilis had received an adequate course of
therapy.”*®

Olansky’s reasoning may have been related to what he knew about peni-
cillin. He told Gibson that at the stage it became available, the mortality be-
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tween the men with the disease and the controls “had evened out and [there]
was no real indication for therapy.” To Gibson, Olansky acknowledged that
“some of the patients did receive penicillin[,] but we are continuing to follow
them,” avoiding any sense that this compromised the Study or raised ques-
tions of why only some men were being treated.

Olansky seemed to be taking bits of the information —some of the men
were treated, some got penicillin—and making them stand as a way to avoid
the larger questions of the attempts to deny treatment. Having faced a set of
moral qualms at the beginning, he had now told himself and Gibson that
these were the truths. But he remembered what he had thought at the begin-
ning: “I know exactly how you feel & what must be going thru your mind,”
he assured Gibson. And just as he had been brought into the Study’s logic
and come to accept it, he offered such a place for Gibson. Come join the
“next roundup” he suggested or come to Washington so that “Dr. John C.
Cutler . .. can fill you in on more detail than I can in a letter.”

According to those who spoke to Gibson afterward, he was deeply dis-
turbed by Olansky’s response. But he was told at Medical College of Virginia
“that if he wanted to get along, succeed and thrive in his medical career he'd
better shut up about this and stop raising questions. He was going up against
very senior and powerful men.”® Gibson did no more at the time, but he
did go on to become a major figure in the movement to build community
health centers and a leading medical civil rights advocate. He never forgot
his concerns about the Study and what he might have been able to do.”

Powerful men in a government bureaucracy, medical uncertainties, and
racial beliefs kept the Study going. Olansky and others in the pHs convinced
themselves that what they were learning was so important because it would
help others. With no real sense of how to do this kind of Study, the research-
ers, fascinated by their “data,” were undeterred by its scientific failings. The
presence of Rivers, as a private public health nurse who could care for the
families and meet needs, must have reassured their consciences. The debates
over penicillin, and the understanding of late latent syphilis, convinced them
that the men could not be helped at this point. No one was asking the men in
the Study what they thought. No one inside the s or at Tuskegee Institute
seems to have considered that they should.
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What Makes It Stop?

In November 1957, in the twenty-fifth year of the Study, the pHs
held a meeting to discuss what should be done next. The last major roundup
of the men had taken place in 195253, although the blood draws were hap-
pening yearly. Aware of some of the continued difficulties and the number
of men who were leaving the area, both retesting and finding new incentives
were discussed.! It was agreed that “free hot meals” would be provided and
that the iron tonics and aspirins the men thought were treatments would
continue to be given.?

By the next year, each “patient” had received a special certificate signed
by Surgeon General Leroy E. Burney for “completing 25 years of active par-
ticipation in the Tuskegee medical research study” and a dollar for every year

of “service.”?

Despite the language on their letters and certificates, the dif-
ference between medical research and treatment was not clear to the Study’s
men, as it often is even today in clinical trials.* Rivers wrote to a pHs official
a few years later to explain: “All of the patients appear to be alright. They were
thrilled with their examination, especially their cash awards.”®

Rivers, too, must have thought it was really the right thing to do. The
Department of Health, Education, and Welfare brought her to Washington
and gave her their highest honor, the Oveta Culp Hobby Award, in 1958 be-
cause “her selfless devotion and skillful human relations . . . had sustained
the interest and cooperation of the subjects of a venereal disease control
program in Macon County, Alabama.”® Rivers may have had no fear that the
men would quit, but the assumptions and power that held the Study together
were beginning to crack from both internal contradictions and outside pres-
sures.

By the mid-1960s, discussions of ethics in medical research and the be-

ginning promulgation of regulations moved from concern with the “bar-



barians” to those supposedly doing “good science.”” The growing civil rights
movement raised issues of racism and of what was happening in the Jim
Crow South in ways that could not be avoided any longer. More publications
and talks about the Study invited those outside the PHS’s Venereal Disease
Division to raise questions about the Study’s morality and its science. The
Study became more and more difficult to sustain. In this context of a shifting
discussion of research ethics and growing societal distrust of governmental
actions, individuals would again raise questions about the Study’s morality
that would make exposure outside the medical realm happen.

The Outside Peers In

Responsibility for the Study stayed with the pHs but moved into Atlanta and
the oversight of what was then called the Communicable Disease Center
(cpc). As the cpc grew into a medical giant running research worldwide,
the Study increasingly became a remnant from a distant past. The PHs be-
came interested in using the frozen tissue from the autopsies to test a stain
for detecting syphilis spirochetes that it was developing, and the men’s blood
became the basis for newer serological tests.® In April 1965, a small group
of pHs physicians and statisticians met at the cpc to consider where to go
next.” There was increasing acknowledgment that some of the men were
finding their way to penicillin but that the Study still remained useful.”’

The notes from the meeting make it clear that they were aware that some
controls had become reactive to the blood tests for syphilis, that subjects had
wandered into treatment, and that follow-ups were becoming even more
difficult. The physicians and statisticians accepted that the use of the older
serology methods meant that they might have been wrong on the diagnoses
and that the methods had been inconsistent. Eleanor Price, one of the statis-
ticians, reminded the group: “Those with aneurysms died primarily during
the first ten years and the trouble with the study is that there was no starting
point. Makes it hard to analyze this.” Anne R. Yobs, the chief of medical re-
search at the Venereal Disease Research Laboratory who had long followed
the Study, was direct: “If you can’t evaluate it somehow, you better call it quits
right now because it is not getting any clearer as time goes on.”

The pHS’s Sidney Olansky, however, had a different view: “This was meant
to be a progressive study,” he countered, “with the hope that as it went along
we would pick up interesting things, with the important thing being what
actually kills them.” The men should be followed, he declared, “till dead do
us part.” There was acknowledgment that they were “fly[ing] by the seat of
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[our] britches. May not find way immediately to use information but at least
we ought to have it.”

The 1965 meeting took place barely a month after the killing of civil rights
workers, the beatings on “Bloody Sunday,” and the marches in Selma, Ala-
bama, only 100 miles from Tuskegee, and five years after the Supreme Court
decision based on a Tuskegee case, Gomillion v. Lightfoot, declared that cre-
ating voting districts to disenfranchise black voters violated the Fifteenth
Amendment to the Constitution." The notes of the meeting, however, suggest
that the doctors were not concerned about racial politics: “Racial issue was
mentioned briefly. Will not affect the study. Any questions can be handled
by saying these people were at the point that therapy would no longer help
them. They are getting better medical care than they would under any other
circumstances.” These short notes became the centerpiece of the Study’s de-
fense for years to come. Indeed, Olansky had made this same argument to
Count Gibson in 1955.

Irwin J. Schatz, a young cardiologist from Detroit, became the next per-
son to attempt to influence the Study through a private letter."” It came in
response to another article on the Study published in December 1964, this
time in the more widely read Archives of Internal Medicine. It reported that
“approximately 96% of those examined had received some therapy other
than an incidental antibiotic injection, and perhaps as many as 33% have
had curative therapy,” backing up Olansky’s claim to Gibson that the men
had been treated. But the key finding reiterated the Study’s main findings:
untreated syphilis led to higher mortality and morbidity and particularly
caused cardiovascular damage.”

Schatz, a cardiologist at Henry Ford Hospital in Detroit, reread the article
several times to make sure he understood it. “I could not believe my eyes,” he
recalled, still calling up his anger more than thirty years later. He discussed
the article with several colleagues and was met with shrugged shoulders and
apathy. He wrote to Donald H. Rockwell, the pus physician who had been
the paper’s senior author. Just a few years out of his cardiology fellowship
training and well aware of the debates over the Holocaust and the Nazi doc-
tors, Schatz made clear in three succinct sentences what he thought:

I am utterly astounded by the fact that physicians allow patients with
potentially fatal disease to remain untreated when effective therapy

is available. I assume you feel that the information which is extracted
from observation of this untreated group is worth their sacrifice. If this

What Makes It Stop? {75}



is the case, then I suggest the United States Public Health Service and
those physicians associated with it in this study need to re-evaluate
their moral judgments in this regard.**

Schatz’s letter was passed on to the paper’s second author, Anne R. Yobs
at the cpc in Atlanta. Schatz never received a reply, and Yobs made clear
why in a memo to her superior: “This is the first letter of this type we have
received. I do not plan to answer this letter.”** Clearly, Olansky had never
discussed Gibson’s letter with others on the Study team and had kept any
concerns to himself. Schatz never heard from the cpc but continued to be
disturbed by the ethics of the Study.'

A New, If Unlikely, Crusader

The final push against the Study came from an unlikely place: a young vene-
real disease investigator in San Francisco working for the pHs. Peter Buxtun,
a libertarian Republican, former army medic, gun collector, and NRA mem-
ber with a bachelor’s degree and some graduate work in German history, had
taken a job with the pHs tracking down gonorrhea and syphilis patients and
their sexual contacts in some of San Francisco’s tougher neighborhoods. It
was 1965 and he was 28 years old, an indefatigable investigator and a relent-
less storyteller. His supervisor wrote about him: “Because of his tenacity, his
ability to ‘crack’ the stubborn patient, his readiness to ‘take the patient out
of the field’ to obtain more information, his ingenuity and inventiveness,
he is in fact our best interviewer, and for this reason he has been given the
majority of the difficult cases.”"’

The skills that made Buxtun such a “crack” investigator were those of
a man who planned to do things his own way. In his first monthly report,
Buxtun claimed, “T hold that anyone capable of doing good epidemiology is
capable of forming his owns [sic] opinions and choosing his own methods
of all types of interviewing.” His supervisor wrote in the margins, “Wrong.”*®
His monthly narratives were supposed to be about what he was finding in
the field. Instead, the early ones ranged from critiques of what he was being
taught to disquisitions on syphilis’s history. In his later reports, Buxtun was
likely to quote from Conservative Viewpoint on Washington politics or from
Dante’s Inferno.

Buxtun argued that the pHs needed investigators who believed deeply in
the morality of the work and who could operate free from a cog mentality.
“Let us search for men whose self-respect and personal philosophy will make
rules unnecessary,” he urged. Buxtun’s report from July 1965 included ex-
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cerpts “from a letter written to me, by my uncle . . . while I was a student in
college,” which proved to be a hilarious story on how to tell if one’s partner
had syphilis. It drew his supervisor to comment: “A rather pointless bit of
literary affectation, compounded from the styles of Ambrose Bierce, Thomas
Mann and Lord Chesterfield. With some directions, his writing could be
good though.” His September report, rather than telling the story of his
monthly experiences in San Francisco, proved to be a short explanation of
German policy toward syphilitic prostitutes during World War 1.

Sometime between September and late November 1965, as Buxtun has
told the story again and again, he wandered into the coffee room of his clinic
to hear an older pHs officer finish telling a tale to a workmate.*® The man
was concluding, “And when the patient was insane we took him, this man,
outside the immediate area of Tuskegee itself to a doctor and he didn’t know
about the Study and quickly diagnosed this man in his 60s as a) insane and
b) secondary to long term syphilitic infection. The doctor of course immedi-
ately treated this man with penicillin and shortly thereafter had the county
medical society and the cpc jump down his throat. ‘See here doctor so and
so," I never knew his name, ‘you have spoiled one of our subjects. You have
treated someone who was not to be treated.””

Buxtun was shocked by the story. Here he was, he recalled, “working five
days a week in a tough part of town . . . where the cops didn’t like to go” to
track down men who had been named as contacts and dragging them in for
treatment. I believed in it . . . and these men who would otherwise have been
quite ill thanked us.”

Buxtun pressed his PHs colleague for more of the story, and out poured
the details of the Study as it had been handed down within the pHs and in
the published reports. “I thought,” Buxtun recounted, “we can’t be doing
this.” The contrast between what he did every day and his knowledge of
German history and of the Nuremberg Trials caught Buxtun up. He got on
the phone to the cpc and asked the public relations person for any reprints.
“Yah, sure,” he says he was told. Thus he tracked down syphilitics during
the day and read the published Study reports during the night. The contrast
could not have been starker.

Buxtun reacted with horror as he formed his own image of the men in
“dirt poor starvation prone Tuskegee” at the start of the Depression. His own
sense of time in telling the story telescoped the decades-long study into a
single Depression year. In his November 1965 report, Buxtun directed out-
raged prose at what he had learned. He contrasted quotes from the reports on
the Study with parallels from the International Military Tribunal at Nurem-
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berg. “Why should researchers patiently await and observe the demise of
untreated American syphilitics when, in effect, they may be duplicating the
‘research’ of some forgotten Doctor at Dachau?” he asked. Addressing the
“federal medical community,” Buxtun sarcastically concluded, “Such a pity,
that the public may never hear of the Macon County project. It will probably
never receive its due credit as it surely would be misinterpreted by the Civil
Rights people and the news media.”*

Buxtun kept thinking about the underlying question: “What’s wrong with
getting the data.” He argued, “It’s the burning sword, if you will that the doc-
tors keep falling upon.” He knew it was a phrase that had been used to justify
other horrific experiments in Manchuria by the Japanese as well as by the
Nazis.?* He also kept thinking about the racial tensions and the damage that
knowledge about the Study would do to the cpc’s “good programs.”

Buxtun began by talking to people in his own office, all of whom told him
to forget about it. Buxtun, who reported that he began to feel like Jeremiah
crying out in the wilderness, could not. When his boss asked him about his
concerns, Buxtun handed him the published reports. The next day his super-

«c

visor gave them back and, as Buxtun recalled, told him: ““These people are
volunteers[,] it says so right here. Volunteers with social incentives, it says so
right here. This is all nonsense.” And then he turned on his heels and walked
away in disgust.”*

But, unlike Gibson and Schatz, Buxtun persisted. Almost a year later, in
November 1966, he wrote to William J. Brown, then the chief of the Venereal
Disease Division at the cpc. Buxtun questioned Brown on the Study’s ethics,
ending with: “In other words are untreated syphilitics still being followed for
autopsy?”** Brown drafted a reply to Buxtun, again arguing that there was di-
vided “medical opinion” on treatment for latent syphilis in the 1930s and that
the treatment was risky. The men were not infectious and were “volunteers
and completely free to leave the study at any time.” Further, Brown claimed
that they had been treated with appropriate medications and been “entirely
free to seek treatment at any time.” He emphasized the fact that some of the
men had found their way to treatment, and he used the word “freely” several
times.

Brown made another claim that, while undermining the “science” of the
Study, was used to explain why the pHs men thought no harm was being
done: “This study has contributed greatly to the development of improved
serologic tests and indeed numerous patients originally thought to be syphi-
litic on the basis of the old test procedures are now known to have not been
infected.” Brown reiterated a position that would come up over and over:
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“We have felt a moral obligation to continue the study.”** He neglected to
mention that no one told the men who turned out to be disease-free that
they did not have “bad blood.”

In March 1967, Buxtun was called to the cpc for a conference. He was
told, he recalled, to wait to be asked to join the meeting. Brought to a wood-
paneled conference room, draped with the flags of both the United States
and the pHs, Buxtun remembered being berated for at least five to ten min-
utes about the Study’s importance, the great data, and the critical work of
the pHs. He sat in silence while the tongue-lashing continued. Then he was
asked, “Well, what do you have to say for yourself?”

Buxtun then read from the PHs reports, emphasizing the mess in the
Study’s science over time and how the men were “persuaded” to join with
the free meals, promise of treatment, examinations, and burial insurance.
Buxtun believed he had made them reconsider. But the only notes that men-
tion his presence at the meeting were short and bureaucratic. Brown wrote
at the bottom of Buxtun’s November letter that there had been a conference:
“This matter was discussed in much detail & Mr. Buxtun’s specific questions
were taken into consideration.”*®

About a year later, Buxtun quit his job to go to law school, still wondering
what had happened. Almost three years after he had learned about the Study,
in November 1968, less than half a year after Martin Luther King Jr. was
killed and as riots blanketed the country, Buxtun again wrote to Brown. This
time he emphasized the political problems the pHs and the cpc would have.
Concerned about how it would play out politically, he reminded Brown, “The
group is 100% negro. This in itself is political dynamite and subject to wild
journalistic misinterpretation. It also follows the thinking of negro militants
that negroes have long been used for ‘medical experiments’ and ‘teaching
cases’ in the emergency wards of county hospitals.”?” Buxtun, no wild-eyed
radical in the years of wild-eyed radicalism, was pointing out what should
have been obvious by then: if there was more public knowledge, the Study’s
purpose and procedures would be read as racist and deceptive, and possibly
illegal and immoral and even murderous.

The 1969 Review: What Next?

Brown did not immediately respond to Buxtun. Instead, he convened an-
other meeting several months later, this time bringing in specialists from
outside the PHs community. Brown must have realized that this was going
to be a difficult meeting when he spoke with Dr. Eugene Stollerman, chair
of the medicine department at the University of Tennessee Medical School.
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Stollerman told Brown that “he was unfamiliar with the . . . study.” Brown
provided the details. Stollerman, Brown noted in a memo to his files, then
told him that “this appears . . . to be a ‘hot potato’ from many standpoints —
racial, public relations, etc. Wondered if we could be sued for withholding
treatment. He thinks we should ‘go all out to get this worked out as soon as
possible.”?®

The meeting was considered important enough to be chaired by David J.
Sencer, director of the cpc, a physician deeply knowledgeable about infec-
tious disease and public health politics. As the list of invitees was compiled,
however, no one seems to have considered that someone familiar with health
issues in the black community, outside the cpc orbit, might be helpful.*® The
experts were mostly from within the pus and the cpc or were researchers
who were still quite interested in syphilis as a disease.

Sencer, after giving a history of the Study, declared that not treating at
the beginning was not so much of an issue because of all the questions sur-
rounding the use of the heavy metals and the stage of the men’s disease.”
He acknowledged, however, that the Study had now become “a political
problem.” Next, an attempt was made to separate the underlying science
of the Study from its political context. Brown took over the meeting and
summarized the Study’s findings from the records and articles. “Syphilis,”
he declared, “was a primary cause of death in only seven [study subjects] as
shown at autopsy,” although he admitted that the autopsies were inaccurate
because of the condition of the men’s bodies. Clyde Kaiser, who represented
the Milbank Memorial Fund, reported on the results of the Framingham
Heart Study done on white men. He expressed his amazement that the men
in Alabama seemed to be doing as well as those in the Heart Study, who
had access to better medical care. J. Lawton Smith, a famed ophthalmolo-
gist who had worked on the Study two years earlier, thought only the tissue
samples really mattered and expressed the need for “no treatment (‘T doubt
if you could cure them’),” but later in the meeting he expressed the opin-
ion that they should be given “shots of penicillin,” should be told the Study
was “being upgraded,” and should be asked to provide their bodies at death.
Sencer, however, thought this was “ghoulish,” even though that very thing
had been going on for years.

The doctors at the conference took the question of treatment seriously, as
both a medical and a political issue. Olansky raised the concern that treat-
ment at this stage would have “catastrophic [medical] consequences,” “al-
though,” he claimed, “the original policy of the Study was that when medical
treatment was indicated, they were pulled out of the Study and were given
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treatment.” But Joseph Caldwell, who had done the most recent examina-
tions, said that all they could do when someone had complications was to tell
them “to get to a doctor to get better care.” Smith recalled finding “two cases
of glaucoma” when he had been there and of sending both men to treatment.
The availability of the recently enacted Medicare was mentioned, suggesting
the belief that the men would now have access to affordable treatment.

Again and again, Sencer asked the specialists if treatment at this stage was
now indicated. Stollerman remained the most adamant: “I think they should
be treated.” He continued, “You should treat each individual case as such, not
treat as a group.” He believed that if they established criteria for treatment,
decisions could be made on medical grounds for individuals.

There appeared, however, to be genuine medical disagreement over
whether or not treatment would make any difference, except for those who
might have active syphilis. Smith’s work, and other work at the cpc, had
shown that the syphilis spirochetes continued to exist in late syphilis, even
after treatment with penicillin.*! The consensus, in which Stollerman did not
join, seemed to be that treatment in early and secondary syphilis mattered
but that the men in the Study were now beyond its help. They worried about
the Herxheimer reaction, which occurs when a drug kills off the spirochetes
and releases toxins that can endanger the human host. At the stage of the
disease that the subjects now had, it was thought more important to treat
their other symptoms than to provide penicillin.

It was best, the doctors thought, to continue the Study to get out of it
what could be salvaged. Once again, the sense that the Study was a “golden
moment” never to be repeated trumped everything else. Explaining what
they had been doing and offering treatment seemed a decision too com-
plicated to enact because it was not clear where the cbc would get the au-
thority to treat, and the doctors thought it might not even be worth it for
the men. When they balanced the possible loss of more men from the Study
against the probability that the final data might be medically useful, useful-
ness won out.

Sencer, clearly aware of how outsiders might view the Study, again raised
the questions of how the decision not to treat would be “misunderstood.”
In the end, the members of the conference decided to send pHs advisers to
speak with both the new county health officer and the local medical society
in Macon County.*> The medical society physicians were now all black ex-
cept for one, but they were no longer feared as “troublemakers,” as an Ala-
bama health official put it. They would be asked whether they thought there
should be treatment, “pro or con.” Sencer thought that in this way there
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could be “better follow-up,” and “the man who needs digitalis [for heart dis-
ease] could be taken where he could get it.” At a time when doctors did not
consult their patients and certainly not their research subjects, the only way
the conference members thought of the problem was whether or not others
might see the decision not to treat, as Buxtun did, as racist. They thought the
referrals would now be best for the men.

Only after the meeting did Brown write back to Buxtun. The “highly
competent professionals” had dealt with Buxtun’s concern about treatment,
Brown assured him. Brown argued that unless the men had “active disease,”
instituting treatment was “a matter of medical judgment since the benefits
of such therapy must be offset against the risks.” The implication here was
that Buxtun was clearly not an expert and had no medical judgment. Brown
also noted, however, that the cpc would be sending doctors out to meet with
the local and state health departments, “to assure that all possible individual
attention be given to people who participate in the study.”*

Buxtun grudgingly accepted the cpc conference’s conclusions about cur-
rent medical treatment. But having left his job to attend law school, Buxtun
took up a legal cudgel. Tracing out again what had happened over the de-
cades and the damage that had been done to the “unaware men . . . allowed
to die early and suffer disability in the interest of medical science,” Buxtun
asked Brown to reconsider the obvious: “What is the ethical thing to do?
Compensate the survivors? Compensate the families of all the subjects? Or
... await the quiet demise of the survivors and hope that will end the mat-
ter?”** Brown did not reply.

Buxtun persisted. He raised his concerns with two of his law professors
at the Hastings Law School in San Francisco. One torts professor told him
there was a problem with the statute of limitations. Another advised him “to
write the whole thing up and send it to the AcLu.” But Buxtun never did. “I
could barely write a postcard home to mother. Sadly I didn’t do that. Prob-
ably I should have,” he recalled wistfully. His information went no further
for another three years, although he kept telling people about it.**

The Criticism from Within

Another effort to make the story of the Study more public began at the cpc
itself. Bill Jenkins, born in the Georgia Sea Islands and a 1967 graduate of
Morehouse College, joined the PHs as a mathematical statistician and be-
came the first Equal Employment Opportunity officer for the National Cen-
ter for Health Statistics Training Institute. He went on to receive a master’s
degree in biostatistics, another master’s in public health, and a Ph.D. in epi-
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demiology, and then became one of the first African American professionals
at the cpc.*

In the spring of 1969, as Buxtun was corresponding with Brown, a physi-
cian colleague told Jenkins about the Study. Jenkins remembered, “I didn’t
understand the implications at first,” even though he had had civil rights
experience.”” Jenkins took his questions to Geraldine A. Gleeson, cpc health
program analyst/statistician, who had become his mentor. But Gleeson had
also worked on the Study, analyzing its statistics for publications.* Like the
others who had questioned the Study before, Jenkins was told, “You just
don’t understand.”

For Jenkins, as for Buxtun, the questions did not go away. He too kept
reading the reports, trying to understand what they really meant, and he
talked to friends. The “flicker” of light, he recalled, grew brighter as the
implications of the Study became increasingly clear. Jenkins, with a group
of other African American professionals, began a newsletter called brRUM,
which was dedicated to ending discrimination within the Department of
Health, Education, and Welfare, the umbrella department for the pHs and
the cpc. The group wrote an editorial denouncing the Study’s racism and
ethics and sent it to the New York Times and the Washington Post, and then
waited for something to happen.®” Nothing did. At a time when such mani-
festoes were commonplace, and without the knowledge of how to call and
conduct a press conference, Jenkins’s and his colleagues’ efforts went no-
where.

Jenkins later learned that the pHSs had gone, as Brown had told Buxtun
they would, to gain the approval of the local, virtually all black, medical
society in Macon County. Jenkins was told that the society had apparently
given its approval. It was 1969, and many African Americans considered
black solidarity to be crucial. Jenkins’s group did not want “conflict” with
the Macon County medical society. As Jenkins was to say later, “One of my
greatest failures occurred —we stopped our efforts.” We should have “ques-
tioned, questioned, questioned.”** When the leader of the brRUM group was
killed, the group’s effort on the Study ended.*'

But these events did make the pHs and cpc officials aware that the cli-
mate had changed. In 1970, both the pus’s Arnold Schroeter and Anne R.
Yobs argued that the Study should be stopped and that it had become, as
Schroeter put it, “too highly charged.”** But their higher-up, William Brown,
disagreed, and the Study continued for another two years.*> Once again co-
operation was sought at the county, state, and Tuskegee Institute level for the
Study, which had been languishing for several years.
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The last organizing began. The pHs’s Joseph Caldwell went back to Ala-
bama in 1970 to do more follow-ups and to write up his results in what would
become the Study’s last report, published in 1973. Rivers, now increasingly
infirm, helped train Elizabeth Kennebrew to take over her work, although
she continued to circulate an up-to-date list of the men in the Study to
undertakers, to arrange for examinations, and to help the pus find about 20
other men who had left the area. Caldwell and Schroeter, who did the medi-
cal work, sent men in the Study to see other doctors when they recognized
symptoms of heart disease or cancer that could be treated.**

While other workers from the cpc and the pHs continued to help Ala-
bama provide treatment to its citizens with venereal diseases, the tracking of
the Study’s men continued.*® A physician receiving a letter about a man in
the Study, however, might not know what it was about. In February 1972, for
example, Kennebrew wrote to a doctor in nearby Opelika to inquire about
a subject’s “diagnosis, therapeutic regimen (especially antibiotic), and prog-
nosis.” But she never said the Study was nontreatment. The man, she told his
physician, was “a participant in a research study conducted by the Venereal
Disease Branch.”*¢

The researchers who oversaw the Study at the cpc and the pHs continued
to be concerned about its shoddy science, but they could not determine how
to abandon what they now saw as their “moral obligation” to the remain-
ing men.*” Caldwell’s final report might have given them even more pause,
when his data showed that most of the men still alive had gotten to some
treatment. “Only one of the Tuskegee syphilitics has apparently received no
treatment,” he found.”® Going back to the men and telling them it was all a
sham seemed dangerous and unnecessary.

The Associated Press Gets the Story
In San Francisco, Peter Buxtun had not forgotten his qualms about the Study
and its ability to undermine everything he thought his own work in syphilis
control had been about. He kept talking about it. One night in 1972 he raised
the subject over dinner with a group of friends, which included Edith Led-
erer, then a young AP reporter. This was not the first time Lederer had heard
about the Study, but she had “glazed over,” as Buxtun put it, when he had dis-
cussed it before. Buxtun told the story differently this time, or the company
was more conducive to discussion. Lederer listened and asked if there were
any documents. Buxtun was only too happy to supply them.

There was a story here, a big one, and Lederer knew it. Her boss thought
she was too junior to write it and had her send the materials to a more sea-
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soned reporter, Jean Heller, in the Ap’s Washington office. Heller held on to
the documents for a few weeks, made a couple of phone calls to the cpc,
and wrote the story. It went out on the Ap wire on July 26, 1972, under the
heading “Syphilis Victims in U.S. Study Went Untreated for 40 Years.” Her
lead sentence was shocking: “For 40 years the United States Public Health
Service has conducted a study in which human beings with syphilis, who
were induced to serve as guinea pigs, have gone without medical treatment
for the disease and a few have died of its late effect, even though an effective
therapy was eventually discovered.”*’

Heller picked up on the title given to the Study in a 1954 report.*® The
ungainly “untreated syphilis in the male Negro” evolved into three words:
the Tuskegee Study. Once the story left the confines of medical journals and
professional meetings, PHs and cDc ability to explain its actions or to con-
tain its meaning was lost forever. “The Tuskegee Study” was about to enter
American lore.

What Makes It Stop? {85}



Testimony

The Public Story in the 1970s

From the day the first news story broke, the Study became notori-
ous with “Tuskegee” its shorthand name. It came to light in the waning years
of the civil rights movement when heated debates over the power and danger
of medicine and the perfidiousness of government were commonplace. The
story dropped onto a political landscape covered with concerns over steriliza-
tion abuse, birth control as black genocide, and approval of life-threatening
drugs and attacks on insensitive medical institutions by feminists and civil
rights activists." Its very name “Tuskegee” reflected what was then seen as
Booker T. Washington’s accommodationist racial politics.

In the texts and subtexts of the early public story, the ways that race and
experimentation intertwined formed the basis for only a narrow under-
standing of what had happened. Nuances that might explain complex ac-
tions got lost in the heated outcry. Historical facts that could have provided
the basis for another narrative were left undiscovered. The sides backed into
their respective corners and pitted racial justice against medical uncertainty
and scientific inquiry. In the public rhetoric of the 1970s —the newspaper
accounts, federal investigations, and lawsuit—one can see the stories that
propelled the Study into history, bioethics creation narratives, and collective
memory.

Reactions to the Story

The initial newspaper story set up the elements: the men, all black and pri-
marily poor and uneducated, were “guinea pigs” who were left to die for forty
years. The stage of the men’s disease or any possibility that they received
some treatment did not appear. Nowhere was there any sense that these men



were other than poor hapless victims taken advantage of by a governmental
medical machine.

The cpc made the initial response to the original article, and it was
clearly improvising. J. Donald Millar, head of the Venereal Disease Division,
acknowledged “a serious moral problem” when penicillin became available.
Millar spoke a truth that seemed more like a prevarication: “Patients were
not denied drugs,” he said, “rather they were not offered drugs.”

The reactions were swift. There was a demonstration by employees at the
Department of Health, Education, and Welfare (HEw) in Washington the
next day.’ Reporters began calling anyone who seemed to be involved. Out-
rage was the key element in almost all the responses to the news stories that
multiplied across the country.

The cpc realized it was in trouble. By the second day, a cbc spokesman
acknowledged that the Study “was almost like genocide. . . . A literal death
sentence was cast on some of those people.”* The term “genocide” appeared
in many papers. Two months later, poet Zack Gilbert would use this term in
a way that would become cultural belief: “So next time when I Talk to you
of genocide, Shout my guts out about a White storm coming. Don’t say I'm
mad, brother.”®

In casting around for an individual doctor to interview, the media was
fed John R. Heller, the Study’s director in the crucial years of 1933-34. Two
days after the story broke, Heller, by then a special consultant to the National
Cancer Institute and its former head, declared, “There was nothing in the
experiment that was unethical or unscientific.” He went on to assert that “it
was not built into the project that treatment would be withheld,” a claim that
was belied, at the very least, by the title of the Study’s reports. Indeed, Heller
argued, “all” of the men had received “some form of treatment from private
doctors and clinics,” but he could not say how many or “whether the patients
had actually gone to doctors to whom he said they had been referred [italics
added].”®

Lashing out at the cpc’s . Donald Millar for saying that the men should
have been given penicillin, Heller claimed, “Dr. Millar makes the assumption
that it was the responsibility of the project to give treatment, which it was
not.” Heller also argued vaguely about the efficacy of penicillin for men with
late syphilis, one of the first times the stage of the men’s disease was men-
tioned. The reporter’s questions made it patently clear, however, that Heller
was morally blinded, or he was lying, or both.” Heller could not explain the
responsibilities the PHS was supposed to have or the complicated medical
picture. He did not acknowledge the deceptions.
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Until there was a real person who had been in the Study, it remained an
abstraction, however abhorrent. Names began to circulate in the community.
Charlie Wesley Pollard, a farmer whose family had owned land for decades
and a civil rights activist in Notasulga, just outside of Tuskegee, became one
of the first subjects to be found. Tracked down by a reporter in a nearby
stockyard, where he was trading cows, Pollard was told for the first time that
the “treatment” program he had participated in had been set up to be a no-
treatment study.®

When he returned home that night, the Study was in the newspapers
and on the television news, and Pollard began to piece things together. He
was a precinct captain for the Tuskegee Civic Association, a local civil rights
organization, and he and his wife, Luiza, were no strangers to politics. Fairly
quickly, Luiza Pollard got annoyed at all the “dozens” of reporters swarming
around. “They’d run me crazy, asking questions, and taking pictures,” she re-
called. “So I just got fed up with it and decided I'd call Mr. Gray [a Tuskegee-
based and well-known African American lawyer and civil rights advocate].
After that, Charlie went there . . . the first one to go to him.”® Within days, as
other subjects went to see Fred Gray, the possibility of a lawsuit emerged.’

One issue was whether the men even knew what disease they had. What
had the pHs told them? Euphemisms for syphilis, of course, were part of the
disease’s history, even after Surgeon General Thomas Parran launched his
1936 campaign to break the taboo and name the disease in public." cpc offi-
cials continued to claim they had used the appropriate slang. But did using
the words “bad blood” really serve to tell the men what they had?

“Bad blood,” a cpc spokesman announced, was a “synonym in the black
community for syphilis.”** Another pus physician who worked on the Study
admitted, however, the vagueness of this terminology in 1972: “‘Bad blood’
was a concern of some of the men . . . but they were sometimes asking about
iron-deficiency anemia . . . sometimes about malaria . . . and sometimes
about syphilis, and sometimes about the blood as ‘thinned’ by degenerative
effects of the aging process.”

He did not say, or even know, that the term was not limited to the by-
ways of Alabama or just black communities. Through the publicity sur-
rounding the Study, “bad blood” became known as a local and specifically
black vernacular. The use of the term reflected what sociologist Charles
Johnson learned in the early 1930s: that the term was used for syphilis in
Macon County, although “treatments for bad blood were expected to cure
headaches, indigestion, pellagra, sterility, sores of various sorts, and general
run-down conditions.”** Charlie Pollard did not seem to think the term was
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clear: “I never heard no such thing [that he had syphilis],” he declared. “All
I knew was that they just kept saying I had the bad blood—they never men-
tion syphilis to me, not even once.” Standing in the yard in front of his house,
Pollard in his quiet way answered a reporter’s question about “the possible
infection of others,” which was an affront to his dignity and a violation of
southern politeness norms: “My wife hasn’t had it—at least not that I know
of —and I've been a clean-living man.”** Another unnamed man in the Study
was just as clear: “He said he had never heard of syphilis. He had heard of
‘bad blood’ but didn’t know what it meant.”*

Yet the term “bad blood” was not limited just to black communities nor
was its link to syphilis ignored in the 1930s. In New York City, at the same
time as the Study was beginning in Alabama, a Federal Arts Project poster
put out by the Department of Corrections boldly made the connections:
“Your Blood is Bad Means You Have Syphilis,” and a 1930s flyer from the
Arkansas State Board of Health with drawings only of whites on it read:
“Syphilis is . . . Bad Blood . .. GET A BLOOD TEST.”” But from the PHs
statements, the men’s interviews, and the Johnson community study, the lack
of specificity in using the disease’s actual name was added to the Study’s
lore. The terminology “bad blood” became the metaphoric vocabulary for
the PHS’s duplicity and a decade later the elegant title for the first major book
on the Study."® The question of whether the words “bad blood” really were
misunderstood, or were widely used, or were appropriate vernacular that we
might now consider “cultural competency” was not explored.

As the story grew, focus shifted to the source of the men’s infections. Some
stories immediately jumped to the conclusion that the pus had deliberately
infected the men with syphilis.'” Within a week, under the headline “Doctors
Victimize Blacks: Blacks Used as ‘Guinea Pigs’ in U.S. Syphilis Experiment,”
National Black News Service reporter Jeanne Fox wrote: “600 black men
from Tuskegee, Alabama— 400 of whom had syphilis injections [were in
the Study].”*° It was clear from the story that she did not mean treatments.
In a subsequent piece, Fox backpedaled and merely said that the men “had
syphilis.” But the story was already out. Nurse Rivers, in helping craft the
local health department’s response that July, said clearly: “At no time does
the study show that . . . men had ‘syphilitic spores’ injected into their bodies
as part of the study.”* Her comments imply that the belief that the PHs was
infecting the men must have been part of the Tuskegee community’s buzz
once the story broke.

The worry about deliberate infection was not paranoia. Coming after the
death of Martin Luther King Jr,, the killing of Black Panthers by the police,
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government spying on legitimate civilian protest groups, growing knowl-
edge of “infecting” in other medical research studies, and the general unrest
and distrust of the government, the idea that an arm of the state could have
infected black men with a deadly disease was more than plausible. The idea
that the pHs had intentionally infected the men became linked to the story.
Any complicated understandings of why, if, and how many of the men had
syphilis, and at what stage, quickly dropped out of the coverage, if they ap-
peared at all.*?

Physician Joshua W. Williams surfaced to tell his tale two days after the
story broke. Identified by reporter Jean Heller as a local Tuskegee physician
running clinics in the community, Williams had interned at John A. Andrew
Memorial Hospital and had been the acting medical director when Dibble
left for the va Hospital in 1936. In his early 70s when he was interviewed,
Williams recalled that the interns were asked to help with the blood draws
during the Study but did not know the Study’s “purposes or procedures.”
More ominously, Williams claimed that in the beginning of the Study, in-
stead of giving the men the arsenicals, doctors might have been injecting
placebos.”® Although there was no other evidence to support it, Williams’s
story also became part of accepted lore.

In story after story, the PHS’s “crime” grew more complicated. The num-
ber of deaths reporters claimed the pus had caused ranged widely. The ap’s
Jean Heller was careful to give a low figure, implying that the number of 7
direct deaths might “go higher.”** Noting that only 74 of the men were still
alive in 1972, other newspaper accounts implied that the pHS was responsible
for all of the other men’s deaths. In the initial stories, the numbers ranged
from the figure of 7 to 154 men with heart failure that may or may not have
been “linked to the syphilis.” A headline read “U.S. Health Experiment Kills
126 Black Men.”*® The newspaper story claimed (even though this was not
a medical certainty) that had the men been given penicillin they would not
have died. By September, AP follow-up stories that were based on the Study
reports gave the numbers that would be used over and over: at least 28 and
possibly as many as 107 deaths were deliberately caused by the failure to
treat.”

As reporters delved more deeply, the question of penicillin’s ability to
cure the men began to appear more prominently. The cpc’s story became
complicated as the researchers tried to explain their science and downplay
the racism charges. William Brown, by 1972 no longer at the cpc, explained
to reporters that the Study was definitely known in medical circles, that peni-
cillin would not have helped the men, and that the “risk of drugs . . . might
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out-weigh the benefits.”?” John R. Heller continued to deny that race was
part of the story. Even in an interview with a black news magazine, Heller
claimed: “There was absolutely no racial overtone, and this was not an at-
tempt to exploit the Negroes. We told them what they had.”*® The Study’s
defenders hoped the rational voice of science would counter what they saw
as a racialized overreaction. But Brown’s and Heller’s refusals to even ac-
knowledge racial assumptions about syphilis, or that the availability of black
bodies had anything to do with the Study, only made racial concerns an even
more powerful element, to be seized upon by others.

The depth of the racialized story grew. In Macon County, the local health
department parsed its reply to protect its venereal disease program. The
health director stated: “We are not trying to justify or condemn the study.
What we are trying to do is make it clear to the people of the county that
the V.D. program we are undertaking now is in no way connected with the
study, and that the subjects of the study still alive today are not dangerous.
All the cases, even the ones not treated, are not communicable now.”* One
newspaper noted that there was a venereal disease program in Shreveport,
Louisiana, that may be “a similar experiment,” even though the story made
it clear that there were no real parallels.’® “Tuskegee” was on its way to be-
coming a condensed symbol of medical exploitation of African Americans
that needed no explanation.™

The Tuskegee Syphilis Study Ad Hoc Advisory Panel

In the face of mounting concerns, the NaacP and the Black Congressional
Caucus called for the Study to be halted and those who had perpetrated what
the NaAcP labeled “a racist crime” brought to justice.”> In Congress, lan-
guishing bills mandating oversight of federal research received new life, and
Alabama’s two white senators, John Allen and James Sparkman, coauthored
a bill to compensate the Study subjects, at $25,000 for each of the men or
their heirs. Newspaper accounts denouncing the Study became part of the
Congressional Record.*® Swirling around with the anger over why the Study
had targeted black men was the possibility that their wrongful deaths could
be the subject of criminal prosecution as well as civil actions.

The Department of Health, Education, and Welfare had to act. Mervin
DuVal, assistant secretary for health and scientific affairs, created an ad hoc
panel with nine men and women (five blacks and four whites), all profes-
sionals from fields as diverse as psychiatry and religion.** DuVal, in a candid
moment, later labeled the panel members “angry blacks and liberals who
would thoroughly chastise HEw in a way so as to make it easier to expurgate
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this unpleasant bit of past history.”** DuVal selected Broadus Butler, presi-
dent of the historically black Dillard University in New Orleans and one of
the World War II Tuskegee Airmen, as the panel’s head. Dr. Vernal Cave,
a panel member, New York-based venereal disease specialist, and former
medical officer for the Tuskegee Airmen, promised a black news journal col-
loquially, “This ain’t going to be no whitewash.”*°

As is common with citizen panels, DuVal both set up the questions they
were to consider and provided the staff from within his department. Du-
Val gave them three charges: “Determine whether the study was justified
in 1932 and whether it should have been continued when penicillin became
generally available, recommend whether the study should be continued . . .
and determine whether existing policies to protect the rights of patients” in
HEW-sponsored research was “adequate and effective.”*” The panel struggled
to make sure there was no “whitewash,” but they were fenced in by the limi-
tation of the charges, what they were able to find in terms of documents,
and the format, which did not give them the power to deal with any form of
compensation to the men.*® They had less than a year to hold the hearings
and prepare their report. Divisions soon tore the panel apart and caused
disagreements on how to proceed.”

The panel’s first priority came to be the recommendation that the Study
be halted. Although the story had broken in late July, and the panel was set
up a month later, the Study was still officially ongoing, and the men had not
yet been provided with treatment. By October, panel members told HEW
directly that treatment for the men of the Study should begin. But it would
take until March 1973 and Senator Ted Kennedy’s intervention for treatment
to be offered.*’

The panel was hamstrung because its staff did not know about, or even
where to find, the initial correspondence among the pHs researchers.* The
panel had the published reports, medical debates on treatment, later cor-
respondence from the cpc files, and interviews. Ethicist and physician Jay
Katz asked directly if there was information on the early years and was told,
“There are no documents.”** The HEw staffers did not know the whereabouts
of the pHS’s Venereal Disease Division records nor did the panel have a his-
torian who would know to search the National Archives.*’

The claim that the men had “volunteered,” as the published articles had
maintained, was therefore given more official weight. Likewise, because
the panel focused on penicillin, its concern became the failure to provide
the men with what was now presumed to be effective treatment. It did not
consider the issues around providing (or failing to provide) what had been
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thought to be effective treatment in the 1930s and 1940s, and the horror over
the Study was compressed into only the years after penicillin became avail-
able.** The medical controversy over penicillin use in the 1950s provided,
from the vantage point of scientific research stripped of moral or ethical
consideration, a way to consider why the Study went on. Further, the staff
report to the panel continued to argue that there had been “scientific merit”
in the Study. Without the early correspondence, the panel members did what
they could with what they had.

Several panel members went to Tuskegee and made efforts to interview
some of the men. Nurse Rivers met briefly with panel member Vernal Cave,
but no record remains because panel chair Broadus Butler insisted that the
tapes be destroyed—to “protect her.”** Dr. Murray Smith, who had been
the Macon County health officer tied to the Study in the 1930s and 1940s,
was too ill to give testimony; Dr. Raymond Vonderlehr, who had started the
Study, was too senile to appear, although he continued to want to set the
record straight. Dr. Dibble, the Tuskegee Institute medical director, had died
in 1968.%¢

When additional open hearings were held in Washington, those called
before the panel spoke more about the scientific debates over treatment than
about individual culpability at either the PHs or in Tuskegee or about who
had approved the Study and why. Although this issue divided the panel, Jay
Katz recalled, “no one wanted to implicate the black community.”*” Katz
wryly noted, in looking back on his experience on the panel, “It is all too easy
... to fix your attention if you want to point some blame on the availability of
treatment. And of course after 1946 as soon as it is admitted that we should
have treated them then many people argued it was too late to treat them. It
is much harder to fix blame on the conduct of human beings, particularly if
they are physicians.”*®

Neither the men in the Study nor Fred D. Gray, who had become their
attorney, ever spoke in public to the panel. When Study subject Charlie Wes-
ley Pollard was asked to come to Washington, Gray sent a letter to the panel
telling them Mr. Pollard would be bringing his counsel. “I received no reply
to my letter,” Gray later reported.*” Rivers was invited but did not show up.
Vernal Cave was so angry about the limitations on the witness list that he
even boycotted one of the panel meetings. He told a reporter, “It is not clear
to me whether these decisions were made by staff or by staff in consultation
with the chairman of the committee. But we were not allowed to call every-
body we wanted. We were limited.”*

Using statistics from the last published articles, many of the cpc officials

Testimony {93}



continued to insist that the men were better off not having been treated. PHs
statistician Eleanor Price, working from her knowledge of the early Study
days, told the panel’s chairman that no one in the Study was still infectious
and that their wives had been treated.® Well-known Duke University toxi-
cologist Leonard J. Goldwater explained to the panel that treating with mer-
cury would have been dangerous and speculated that many of the deaths
attributed to syphilis historically may have been from mercury poisoning.”
Looking at this “science” and the dangers of both the heavy metals and peni-
cillin, famed Howard University physician and anthropologist W. Montague
Cobb took a similar view. Perhaps protecting his dead colleague and good
friend, Eugene H. Dibble, Cobb wrote in the Journal of the National Medical
Association just after the panel had reported: “Evidence does not appear to
have been brought forward any proof that anyone was subjected to avoidable
risk of death or physical harm.”*

This viewpoint, mostly articulated by the physicians within the cpc as a
defense, however, was drowned out in the racialized atmosphere. Although
no one spoke this out loud, it is clear that many in the cpc were stunned by
the racial criticism of the Study. The warnings over the Study’s ethics, which
had been sounded at least since Gibson’s concern in the 1950s, had been
ignored. The racial assumptions that underlay the Study were not discussed.
Those who either understood that there were differences concerning the
various stages of syphilis or who knew that at least some of the men had been
treated could not make their voices heard. It all sounded like rationalizations
and medical coldness. Instead, hate mail began to appear in cpc mailboxes,
and the cpc’s director was hung in effigy at a Students for a Democratic
Society demonstration.**

Some of the pHSs physicians tried to explain what they had been thinking
and doing. Stanley Schuman, an epidemiologist/physician who had worked
on the Study in the early 1950s, was convinced there had been treatment for
active cases. “As a physician, it was my understanding that I was free (and
was expected) to diagnose and to treat any case of infectious or active clinical
syphilis that I discovered.” Explaining that he did use the term “bad blood,”
Schuman also told the panel that “after a complete and negative examina-
tion, a man with positive serology for syphilis was assured that he carried
serological, not infectious traces of the disease.” Nor was race the issue, he
declared at the end of his testimony: “My clinical colleagues in Tuskegee
in 1952 of black and white racial composition assisted me, consulted freely,
recommended treatment whenever necessary, and were sympathetic to the

long range objectives of the study.”*
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Not everyone who spoke before the panel agreed.*® The sharpest divides
came when both PHs researchers and two physicians who had worked in
Tuskegee in the 1930s provided testimony. Their differences suggest the ways
the racial and the scientific aspects of the Study were being constructed as
polar opposites. Unfortunately, when this testimony was taken, only one
member of the panel was on hand. All the other panel members only got
transcripts. Their absence deprived them of any chance to question the dif-
ferences that were being argued.

Tuskegee Institute physician Joshua W. Williams, who had told the ap
about the “injections” several months earlier, gave more muted testimony.
Gone was the story about injecting anything other than the antisyphilitic
drug arsphenamine. Instead, Williams focused on the failure of the local
health officials to follow Alabama law and to report the cases. As a lowly
intern, he explained, he did not feel he could ask questions. Williams allied
himself with the subjects, and his testimony suggested the pained sense of a
professional who felt he should have known more and spoken up. Empha-
sizing the racial segregation at the time, Williams made it clear that he had
felt powerless. Taking a “we had to do this” position, Williams linked race,
medicine, and power.”’

In his testimony, Dr. Arnold Schroeter, a physician who had been in charge
of the Study in 1969, focused on these same issues by emphasizing, in con-
trast, the familiar narrative of scientific evidence in medicine. He believed
that the pHs had not withheld treatment. His answer echoed that of others
at the cpc: “Their goal [was] not to withhold treatment, but to observe what
would happen; and at no time was treatment denied any of those patients
if they sought it.” Indeed, he concluded, “at the time that we reviewed the
group in 1969-70, all but one had received some sort of chemotherapy.” Fur-
ther, Schroeter went on to say, he and cardiologist Joseph G. Caldwell did, if
asked, tell a “patient” what medical problems he had. Schroeter testified that
a man in the Study “was to be told in terms that [he] could understand; and
if treatment was needed . . . we would seek treatment for him and see that
he got it.” It was, Schroeter continued, the doctors or “Nurse Laurie” (Laurie
was Nurse Rivers’s married name) who would tell the men what ailed them.
He did not say whether or not anyone was certain how much the men under-
stood the terms, although such checking on the “patient’s” viewpoint would
not have been common.*®

Schroeter had himself argued to William Brown at the cpc, after the 1969
meeting, that the Study should be ended and the men treated. When Brown
disagreed, Schroeter continued with his tasks as the Study’s head. When

Testimony {95}



he and Caldwell were in Tuskegee, he recalled that, for the last roundup in
1969-70, Caldwell in particular had worked hard to find the men, as did
others within the cpc, not just to complete the research, he claimed, “but to
find the ones who needed to be treated and treat them.” No one asked him
at the time why they still needed treating.>

It is possible that the cpc doctors who managed the Study in its last
years had been treating, or at least reccommending treatment for, the men’s
developing heart disease, and that the problems had been limited to earlier
years. Maybe they were convinced that what could be done had and was
being done. Certainly Caldwell’s statistics from the last time the men were
examined in 1968-70 showed that the men with syphilis were living longer,
and with less illness, than the controls.*”’

Physician Reginald James, however, told a very different story. Seven years
after the Study started, James was hired by the Alabama Health Department
to survey and provide treatment for venereal disease cases in Macon County,
following the program William Perry had begun with the Rosenwald funds
in 1938. James worked with Rivers in their mobile treatment bus between
1939 and 1940. James made the powerful claim that if he saw a man from the
Study, it was Rivers whose job it was to persuade the man not to take treat-
ment with him. He never said why he did not protest this. But a HEW panel
staff member asked him a crucial question: “Were they [the subjects of the
Study] aware then that they had a disease that needed treatment?”

Here James suggested the difference between his treatment program and
the Study. “Certainly all patients who came in the purview of my advice, they
knew what syphilis was because I didn’t hesitate to tell them. I even showed
movies in the county where there was electricity. That wasn’t in many places,
but the word got around what syphilis was. There was no ignorance on the
patient’s part. They might have called it ‘bad blood’; and I am sure that by
word of mouth, they got information from the patients who attended my
clinic.” And by giving examples, James noted that his patients understood
the relationship between syphilis and sexual activity.” In touting his statis-
tics for prevalence and describing his treatment, James was making it clear
that it was possible to name syphilis and treat it in Macon County.

Rivers, he argued, had done her job by keeping the men from treatment.
No one asked James why Dibble and the others at Tuskegee Institute had not
asked that the men in the Study be provided treatment through his program.
Nor did they explore with the men themselves whether they had heard of
James’s program and whether they had any other information about their
disease. Nor did anyone ask Rivers if she agreed with James’s testimony.**
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After James, the duel between the doctors began. John R. Heller, who
had emerged as the key former pHs researcher and defender of the Study,
gave his testimony next. Heller, having heard James’s assessment of what had
happened, disagreed. Hedging his answer and stating his position twice, he
answered, “To the best of my knowledge, no patient was denied treatment.
To the best of my knowledge.” He, too, qualified his answer. “To the best
of my knowledge,” he said again in language that sounded as if it had been
coached by a lawyer. Speaking of the men, he declared, “They were not par-
ticularly curious about their disease; but if they asked, I told them what the
trouble was. If indeed it was syphilis and advised them to seek treatment,
particularly those with early syphilis.”

Heller clearly differentiated between early and late syphilis. As a public
health man, he was claiming that those with early syphilis were treated ap-
propriately, since it was assumed that they would be contagious; those with
late or latent syphilis had to ask. He was also admitting what had become
obvious: not all the men in the Study were beyond contagion. “If any of the
others [with latent disease] . . . sought treatment,” he told the committee,
they were told to go to the va Hospital, John A. Andrew Memorial Hospi-
tal, the county, or “more importantly, the private physicians.” Again, no one
asked whether the men understood what they had, the stages of the disease,
or why they would need treatment if they thought it was already being pro-
vided. No one asked Heller these questions because only one panel member
was there to hear him.

Heller was determined not to stand only in the medical world. He crossed
the racial divide and tried to suggest that there had been approval of the
Study from within the black community. Here, too, his argument was vocif-
erously made and then modified. Perhaps realizing that he might have over-
stepped his claim, Heller backed down and said that the “community worked
with us in the study,” meaning this time only in getting “the people together
in the various churches.” Not only did Dr. Dibble and other civic leaders
know and approve of the Study, he declared, but so did Tuskegee’s famous
scientist, George Washington Carver. “I personally worked with [him] in the
laboratory attempting to get a perfect emulsion of mercury and peanut oil.
We never succeeded, but this was merely an indication that there was in the
black community knowledge of this study and knowledge of what we were
doing.”®

Even if Heller and Carver had discussed the Study, working together on a
colloidal mixture is still not giving approval or knowing the Study’s particu-
lars. The panel’s medical consultant asked Heller, “But if the people were not
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to receive it in the Tuskegee study, does it have any specific bearing?” Heller
had to admit that he only used this incident to show that he and Carver
had discussed the Study. By invoking Carver, Heller found a way to give the
Study a famous black face of approval.*

In the absence of the other panelists, Dr. James and Dr. Williams became
the interlocutors of the pHs physicians. It was left to them to raise the ques-
tions of race that the panel seemed so assiduously to be avoiding. To Heller,
James raised the question of who constituted the black community and who
had approved the Study. James made clear that the leaders in Tuskegee were

» «

“not the community.” “Eighteen miles away [from Tuskegee],” James de-
clared, “these people had never even heard of Booker T. Washington.” Those
in Tuskegee, James pointedly reminded the doctors, “weren’t the commu-
nity. They were not the community at all.”*®

Questioned about the participants, Heller finally had to admit the obvi-
ous: “They were told almost routinely that they had ‘bad blood.” Now, some
of them knew what ‘bad blood’ was but I would say the majority did not.”
Williams was even more adamant. When he had worked in the community
no one was told what the men had, not even the interns.°® The men knew,
Williams declared, that bad blood or pox could harm you, but not many had
other details.

James and Williams did not only attempt to speak for the black com-
munity in Macon County. They went directly to the medical questions to
counter Schroeter’s and Heller’s testimony that none of the men had early
syphilis. “They all had had late latent syphilis for at least three years,” Heller
had said. “How do you know that,” James asked. “Were the reports always
accurate? How do you know about the stages?” he continued to ask. “Can
you actually and specifically and definitely state when and where syphilis
begins and when did it go into this end of early latency?”

While James and Schroeter continued to spar over the timing of stages
and treatment, Heller retreated to stories about his own clinical experiences.
Recalling a case in which a patient had had a serious reaction to arsenicals,
Heller clung to his argument that treatment was dangerous, especially for
patients with late syphilis, and backing up his claim that only those with
early syphilis needed treatment. But James would not let this go. Everyone
was treating, he retorted. “They treated them but very cautiously. . . . That
was done in Moore’s clinic and Stokes’ clinic.”*’

James and Williams had been there. They had known something, at least a
little, about the Study when they were younger and had not stopped it. With

all the experiences that their lifetimes had given them, they argued that the

{98} TESTIMONY



pHS had treated the men in the Study differently. They were not moved by
the argument that some in the black medical community had known what
was happening, even if this were true about others—and about themselves.
This was not enough to persuade them that racism was not at the heart of
the Study.

Further, James and Williams were not convinced that scientific uncer-
tainty and the need to understand syphilis were sufficient to justify what
had happened. In their clinical judgments, the differences of opinion over
the most effective treatment of syphilis could not justify the Study.® Nor
was such a study necessary, given both the Oslo Study and Rosahn’s autopsy
studies. These exchanges could have given the panel members insight into
the connections among racial assumptions, experiences, and science. But
they seemed to have been ignored.

Instead, most of the members of the panel focused on the limited ques-
tions of whether the men were given any type of informed consent and treat-
ment in the post-penicillin years. Well aware of the debates about research,
the panel members were concerned that they not be seen as opposed to sci-
entific progress. “The position of the Panel must not be construed to be a
general repudiation of scientific research with human subjects,” they wrote.””
Many of the panel members clearly saw this as a chance to push for federal
regulations, not just norms, to control research.”® The panel examined the
medical and ethical questions that were separate from issues of race. The
racism of the Study and the ideas about race were taken more as a given than
as something to investigate. As panel member Jay Katz recalled two decades
after the report was written, “It is almost unbelievable that we said nothing
about the racial implications of the study.”

The final report of the Tuskegee Syphilis Study Ad Hoc Advisory Panel,
issued on April 30, 1973, declared the Study “ethically unjustified” in 1932. It
condemned the lack of informed consent and painted the Study as a breach
of adequate scientific standards. Penicillin should have been provided by
the early 1950s, the report declared. Better protections for human subjects,
especially the vulnerable, were necessary. Without the early documents, the
deception of the early years was not addressed adequately and the possibility
that the Study had been needed was accepted.

The sign-offs on the report reflected the divisions that had riven the panel.
Katz added his own addendum to the findings, charging that the violation
of informed consent was much more serious than the panel’s report made
clear and arguing that the Study should have been closed down much sooner.
He would continue to be an advocate for a national board to oversee experi-
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mentation.” Broadus Butler, the chair, refused to concur with the report. He
transmitted it to HEw but stated in a private letter that the panel had become
“advocates” and had “lost their objectivity.”’> Concerned with Butler’s lack
of support for the report, several panel members denounced him at a press
conference. They need not have been worried. Even with its limitations and
the innuendo of cover-up, the report was to have a major impact on man-
dated federal policy on informed consent.”®

The balancing of patient autonomy with scientific progress was the axis
upon which the report revolved. The public and academic communities were
left to ponder questions of the relationship of race and the science of syphilis
to racism and to research.” The Study gave new urgency to discussions that
had been developing for decades about regulations within the federal health
agencies, medical schools, and Congress. Pressures mounted on the govern-
ment to consider how to oversee medical research, protect the vulnerable,
and obtain informed consent.

The Kennedy Hearings and the National Commission

In front of more cameras and press, the Study’s story landed in a congres-
sional hearing on medical research and abuses in care already being run
by Senator Ted Kennedy.”” It added to testimony on sterilization abuse and
experimental abortions, while providing a visceral portrait of medical re-
search’s long moral fault lines. As with many social reforms—from limits
on work hours to drug control—these examples of innocent victims made
governmental controls seem needed and palatable.

Kennedy’s office made sure that officials from the cpc, the most critical
members of the HEW panel, men from the Study, and whistle-blower Peter
Buxtun appeared before the committee. Kennedy’s insistent questioning of
an HEw official made it clear that no one within the cpc or the pHs had
moved quickly enough to see that the men got treatment, even though the
story of the Study was being covered in the media. Despite the publicity
and the HEw panel’s October demand that the men be treated, the cpc had
debated administrative questions about the legalities of paying for care but
had not been able to come to a conclusion about this—for more than eight
months.”®

Hiding behind the assumption that the men were not infectious and now
could make their own choices, cpc officials were caught up in the question
of whether a public health agency that was responsible for prevention and
research, not direct patient care, could now provide treatment legally to pri-
vate individuals. Kennedy was outraged at what appeared to him to be their
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complete callousness.” His questioning in March 1973 finally pushed the
cpc to draft a letter offering to pay for treatment and to send public health
advisers out to the survivors’ homes to deliver it.

Even after this, however, it remained to be seen exactly how much medical
care the cpc was willing to pay for and for whom, and who in the Tuskegee
area would provide the services. Dr. Cornelius L. Hopper, John A. Andrew
Memorial Hospital’s medical director, argued that the program had to be
comprehensive and well funded. Otherwise, he underlined in his letter to
coc officials, his institution would not be involved. With a prescient sense,
Hopper concluded that “our society will be judged —by these patients and
by history—as much on the basis of our constructive response to these indi-
viduals in their remaining years as on the fact of the forty year experiment.””®
The cpc was aware of this too, and of the fact that the costs could become
very high.”’

While the negotiations went on, Fred Gray was beginning to locate the
plaintiffs among the men and their heirs for what would become the law-
suit. Gray and Kennedy had decades-old civil rights connections. Gray came
before the committee twice to explain what had happened and to bring four
of the men — Charlie Wesley Pollard and Lester Scott in March and Herman
Shaw and Carter Howard in April—to provide testimony. Gray had begun
his legal case against the government and was concerned that if the men
accepted an offer of payment for treatment they might not receive anything
else. Aware that the legal basis for a suit would be difficult, Gray was hoping
that Kennedy would push through a compensation package for the men, or
at least that political pressure to settle the case would be created. His testi-
mony emphasized his sense of the men’s exploitation and provided the out-
lines of what could have been the opening statement for his lawsuit.*’

In their testimony, Pollard, Scott, Shaw, and Howard all made it clear
that they had been misled by the government: they were never told they had
syphilis and never thought they were not being treated for “bad blood.” Both
Pollard and Shaw told stories of being kept from treatment in Birmingham
by a nurse.” These statements would be repeated again and again as the story
of the Study continued.

Each of the men made the case for the need to be compensated for what
had happened to him. What the men did not need was government payment
for their medical care. This was not merely a result of distrust. As Shaw stated
after a public health worker showed up at his home in April to offer him
care: “I told the man that I have Medicare. I have medication and hospital
insurance. I can walk. I do not see any need for anybody holding my arm. I
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can stand on my own feet and walk. I had everything they offered me and so
compensation is what I need now.” Howard concurred: “Everything he [pub-
lic health worker offering care] promised me I already had, Medicaid and
Medicare, and private insurance. . . . I told him I did not need that because I
already had it. . . . I need some money, that is what I need.”®

The men’s statements were part of a reasonable legal strategy to gain com-
pensation for their suffering and for that of the heirs of those who had died.
But it also made clear that they were not all illiterate, trusting sharecrop-
pers without access to physicians and reflected the fact that at least some of
them could and did get to private doctors. Whether, despite this, they were
still being kept from treatment for their syphilitic complications if they had
them, as the official story would have it, was never addressed.

When panel members Vernal Cave and Jay Katz and syphilis-tracker Peter
Buxtun came to give their testimony, their frustrations with the limitations
of the HEw Ad Hoc Advisory Panel and the cpc’s response were aired. Cave
denounced the “sinister climate of racism” that surrounded the Study and
the HEw panel’s failure to hear from the men, Nurse Rivers, or Buxtun. He
focused on justice. He wanted both decent compensation for the families
and what he called a “Little Marshall Plan for Macon County” so that health
care facilities could be improved. His testimony—that “fortunately the infor-
mation shows that most of the participants in this study received antibiotic
treatment at some point in their lives either for syphilis by some doctor who
was not aware of the study or for some other illness”—was never followed
by questions of how successfully the pus had actually kept some men, and
which men, and when, from treatment. No one asked whether the penicillin
and antibiotics given some of the men would have made a difference.** No
one asked who made this treatment possible.

Katz came to the panel twice. With his Einstein-like appearance and Ger-
man accent (he had fled Germany as a teenager in 1938), he carried great
moral authority and was a reminder of the Nazis’ horrific medical experi-
ments on the vulnerable. He argued for the need for a National Human Inves-
tigation Board to formulate research policies and restrictions on the research
community, which he thought was incapable of policing itself. Buxtun, in
turn, was his usual rambling and indignant self. He retold his story of the
1960s encounters with the cpc, placing into the record the letter he had got-
ten from them explaining that the physicians knew what they were doing.**

The Study was now on its way to being enshrined as the case of medical
researchers’ racist indifference and federal foot-dragging. The racial aspects
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had been played down, to near invisibility in the official HEw panel report,
but they underlay the outrage at the Kennedy hearings. Fred Gray’s appear-
ance, and the knowledge that he had been the lawyer in the Montgomery
bus boycotts for both Rosa Parks and Martin Luther King Jr., tied the Study
forever to one of the civil rights movement’s greatest moments and one of
the South’s legal heroes. The appearance of the men sitting ramrod straight
in their chairs and thoughtfully answering Kennedy’s probing was an indel-
ible picture of wrongdoing to men who had trusted their government and
its doctors.

Aware that it would have to make amends, the cpc finally made the ar-
rangements for medical treatment. Elizabeth Kennebrew, the nurse who had
replaced Eunice Rivers Laurie, was given a position that would, as the cpc
put it, “expand . . . the scope of [her] job . .. considerably,” and she stayed
on as the liaison between the men and the cpc.* Arrangements were now
made for the men to receive free medical care.

As the hearings concluded, Kennedy proposed a National Commission
for the Protection of Human Subjects of Biomedical and Behavioral Re-
search. After Senate negotiators wrangled with a House of Representatives’
version of the bill, where concern for “undesirable curtailment of research”
was deeper, the National Research Act was passed in July 1974, which began
the requirement for institutional review boards that had to rule on protocols
of federally funded medical research. A commission was set up that would
eventually be responsible for what became known as the Belmont Report. It
articulated principles of informed consent and patient autonomy and was
particularly forceful on the need for protection of vulnerable populations.*

Kennedy’s hearings allowed the men’s views to be articulated but could
not provide the compensation they now thought necessary. A lawsuit would
become a crucial step toward a formal acknowledgment that something had
happened and someone would pay. Suing the U.S. government and the State
of Alabama for a forty-year study in which so many of the men were already
dead turned out to be a complicated endeavor.

The Lawsuit

Legal questions abounded for a civil action. Who would have standing and
be the plaintiffs? Was there a statute of limitations? Did sovereign immunity
protect state officials from being sued in federal court? What legal theory
could be used? Wrongful death, as the 1964 killings of the civil rights workers
in Mississippi had shown, was not an offense under federal statutes. Even
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more critically, who would be sued and in what court? Legal theory aside,
who would pay for what could prove to be an expensive and possibly long
drawn-out effort.”

While the HEw panel was doing its work and Kennedy was proceeding
with hearings, Gray sought assistance to develop the legal theory, to finance
the case, and to find the plaintiffs. Support came from his civil rights con-
tacts. Through the Naacp Legal Defense Fund, Gray received assistance
from Columbia Law School dean Michael L. Sovern and professor Harold
Edgar. Gray and his wife agreed to remortgage their home to cover some of
the legal expenses.®®

Gray had brought class actions before, but this one proved difficult. Plain-
tiffs had to be found who were either survivors in the syphilitic and control
arms of the Study or heirs of those who had died. The heirs had to prove
their connections to the Study’s participants, no easy task when few of the
men had died with probated wills and widows and children often could not
produce records. The effort moved slowly. It took a year before Gray filed
the suit, in July 1973, in U.S. District Court in Montgomery, representing
41 of the 112 men who were still alive and 48 of the heirs of those who had
died.*” Gray believed that the suit was the men’s only chance for justice: “If
we hadn’t filed a lawsuit,” he said, “it all would probably been pushed under
the rug.”*® Although Gray was probably correct in terms of compensation
for the men, he was certainly wrong in terms of how knowledge of the Study
would continue.

The plaintiffs asked for $1.8 billion ($3 million for each man or his heirs)
and sued the federal and state governments, as well as individual doctors and
the Milbank Memorial Fund. As interrogatories were sent out to the gov-
ernment doctors as part of the suit’s discovery process, Gray was told what
the HEwW panel had thought was true: there were no records of the Study’s
earliest years.

But Gray was trying the case in the public arena as well as in the courts.
With Gray’s “knowledge and consent,” Charlie Pollard spoke to a reporter
from Ebony magazine. The result was a long article entitled “Condemned to
Die for Science,” which would also be put into the record at the Kennedy
hearings.” Discussions of compensation began to surface in the Kennedy
hearings in 1973 and before the press. The Allan and Sparkman Senate bill
had died in the Judiciary Committee, but a month after the suit was filed a
study committee from the National Medical Association called for “repara-
tions,” receiving national coverage.”

{104} TESTIMONY



The news coverage brought Gray some serendipitous assistance. Histo-
rian James H. Jones read an article buried in a back page of his newspaper
about Gray’s difficulties gathering the evidence. Jones called Gray (whom
he had never met) to tell him that he had the documents Gray needed from
his research in the National Archives, where he had found the pHS’s 1930s
records. Gray realized from the phone call that what Jones had was critical to
his case, and he was on a plane to Jones’s house outside Washington the next
morning to collect the information the cpc and the HEw panel thought did
not exist.”?

Gray and Jones, with the assistance of lawyer Harold Edgar, met on week-
ends in an Atlanta airport hotel, to sort through documents retrieved from
the archives to prepare to depose the pHs doctors.” With this evidence and
the men’s affidavits about their experiences, Gray built his case. The new
information helped to fight the statute of limitations under the Federal Tort
Claims Act, because it persuaded the judge that, because of the government’s
actions, the men and their families could not have known what they had and
how they died. With this evidence, Gray could argue that the clock on the
case should start ticking in 1972, not 1932.”°

More important, race could become central to the legal argument and
the pressure for settlement. The claim of racial discrimination, the lawyers
advising Gray argued, would “virtually guarantee federal jurisdiction.” The
federal government, they predicted, could possibly argue “that race was acci-
dentally rather than determinately involved.”*®

The men, Gray wrote in an initial brief, had been chosen because they
were primarily poor African Americans.” Their government and its doctors
had been negligent and had violated Alabama state law concerning reporting
syphilis and the men’s constitutional rights to equal protection. The men had
been left to suffer and die and had been lied to and could not have known
what disease they had. This had been, Gray claimed, “controlled genocide.”*®
Although Gray acknowledged that the men had received some treatment,
most of his argument was about the failure to provide proper drugs, the
callous danger to the families who might have been infected, and the efforts
made to keep the men from treatment.

Frank M. Johnson Jr., the federal judge presiding over the case in Mont-
gomery, Alabama, understood the importance of racial justice. Gray had
appeared before him many times in civil rights cases, sometimes winning,
sometimes not. Johnson was known for the courageous stand he had taken
against Alabama’s governor, George Wallace. He had made favorable rul-
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ings against the state for its inadequate medical treatment of prisoners and
mental patients and had supported claims against the federal government in
racial discrimination cases.”

Gray focused his case on the need for racial justice. Nurse Rivers, the
Tuskegee Institute, and the Tuskegee va Hospital were considered possible
defendants in the original legal memorandum, but they were all dropped.’*®
When queried about this, Gray argued that Tuskegee Institute had not set
policy and that Rivers was herself “powerless” to do anything.'”*

One could hardly imagine Fred Gray doing anything else. Gray did not
need anyone to tell him how race, class, and power worked in Alabama. He
had lived it. His own connections to Tuskegee Institute, where he served as
legal counsel at the time, may have been part of his decision, but he also had
to make the best argument he could for his clients.'”?

Gray’s argument of victimization based on race kept Rivers, the Tuske-
gee Institute, and even the local black physicians who may or may not have
been treating the men from ever being part of the case. As law professor
Larry I. Palmer has argued, “Gray’s theory of racial selection” kept him away
from any analysis of structural arrangements and any thought that the in-
stitute and the va Hospital physicians had been, in Palmer’s words, “co-
investigators.” It thwarted any possibility that the men might sue local physi-
cians for malpractice for not providing penicillin to the patients they saw.'®
What Palmer does not point out is that involving these physicians might
have hurt Gray’s case. If the physicians had been treating the men, the case
of the men as “pure victims” would have been even harder to make.

The pHs doctors made their stand on the medical science. Their lawyers
argued that experts disagreed about the advisability of using penicillin in
cases of late syphilis. Sidney Olansky, the physician who had run the Study
in the 1950s, continued to state in his depositions that it was “not beneficial”
to treat late latent patients and that “no treatment is ‘risk-less.”” The state offi-
cials were adamant that by the time they were involved in the Study the men
were no longer contagious and thus their “public health” responsibilities had
ended.'®* Vernal Cave, the venereal disease specialist who had served on the
HEW panel, was outraged that the men and their families had to go to trial
to get compensation, and he swore an affidavit countering the government
doctors’ analysis.” Judge Johnson was not persuaded by the government’s
pretrial arguments.'*®

Gray’s legal advisers, however, knew they had a problem when the patient
records and reports showed that many of the men who had lived into the
antibiotic era had managed to get to treatment.”” The lawyers advising Gray
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wrote in their memorandum: “The fact that all but one of the surviving
syphilitics received treatment unauthorized by the government which re-
moved them from the ‘pure’ class of untreated syphilitics” could be a prob-
lem for the lawsuit. But the government, they argued, would be “estopped”
from making such an argument, since the very reason the men were alive to
file the suit may have been the unauthorized treatment.'®

The legal maneuvering on all sides continued. Judge Johnson ruled in July
1974 that only those affected physically by the disease could sue. Gray would
have to add more affidavits as to the harm, from survivors and their families
and from other doctors.” By October, the state of Alabama and the U.S.
government were differentiating their cases. The Alabama public health offi-
cials used the 1930s documents to claim that it was the pHS, not them, who
had not fulfilled their obligation to treat. It was not them but the nearly all
black Macon County Medical Society that had agreed not to treat in 1969.

The U.S. government went on to claim that the Study had been a “re-
search project,” and therefore the “usual physician-patient relationship did
not exist.” The pHS doctors, they contended, did not have a “duty to treat,”
and they did “advise patients to see private doctors.” Vernal Cave’s testimony
at the HEw hearings had stressed the need to treat; the cpc’s own records
and the very fact that the government was now offering to treat the men
undermined these arguments. There was “no medical doubt on this ques-
tion,” Gray contended. But, at a trial, there would have been dueling medical
experts on this “doubt.”"

With lists of witnesses drawn up and the judge pushing for a speedy trial,
the court date was set for December 1974. But settlement negotiations were
also going on. Pressures were building on the cpc to get this over with. There
was no way, attorney Harold Edgar recalled, that the government would not
look “horrible” in court. After a particularly powerful set of depositions,
Jones remembered reminding the government’s attorney that at trial the case
would not pass the “nose test,” once Gray and his team presented a picture of
a man with an untreated aortic aneurysm sticking out of his chest."*

Trying the case in the federal courthouse in Montgomery, only forty miles
away from Tuskegee, Gray had the possibility of a sympathetic jury—but,
then again, his own experiences in Alabama always put this in question,
especially when the plaintiffs were black. Gray knew that the arguments
could go on for a very long time, and his aging plaintiffs wanted the case
settled. The cpc considered settling. Their offers made to Gray and his
clients were larger than what had first been proposed before the case filings
had happened and more than the Sparkman/Allan bill had proposed.
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On November 27, 1974, the parties settled, the case ended, and no trial
was ever held. The judge ruled that the surviving men in the syphilis arm
were entitled to $37,500; the heirs of those who had died were to receive
$15,000; the living controls would receive $16,000; and the heirs of deceased
controls would get $5,000. All survivors and some of the families would also
get continued medical treatment paid for by the federal government.

The legal work, however, did not end in 1974. All those entitled to com-
pensation had to be found. There were often tensions between Gray and the
cbc over the monumental task of finding these individuals. For more than
two decades, Gray’s office oversaw compensation to more than 6,000 people.
They negotiated back and forth with the cpc, attended hearings to adjudi-
cate whether the claims of heirs were legitimate, and searched for descen-
dants, until they finally gave out the last of the funds held in escrow and
interest-bearing accounts by the court."

The lawsuit became a black-and-white story in which justice was to be
found in legal proceedings through financial compensation to a victimized
group. Such a lawsuit could not provide the “institutional analysis,” as law
professor Larry Palmer labeled it, of how to think about medical experimen-
tation. “Accusation,” one former cDpc physician mused in the end, “exceeded
what was known.”™ It could not, and did not, provide a sense of repara-
tions or a sophisticated understanding of how race, medicine, research, and
racism fit together.

The public exposure of the Study took it out of the hands of the doctors
who organized and perpetuated it and of the men and their families who
experienced it. It would begin a decades-long process of being fully trans-
formed into metaphor and symbol. To the public, the testimony had seem-
ingly been gathered and exposed by 1974. Next, the testifying and traveling
deep into the American soul began. But not before those involved in the
Study morphed into iconic figures whose motives and experiences would be
implied and whose contexts would be stripped away.
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ABOVE

Seven men from the Study, 1953. In the original photograph (available in the National
Archives), the pHs identified them by name and put an S (syphilitic) or C (control) next to
them. In the interest of preserving some semblance of privacy, their names and their presumed

disease status have been obscured. (National Archives, Morrow, Georgia)



LEFT
Children, women, and men in a Rosenwald Fund/pHs syphilis control demonstration project
treatment clinic at a church in Hardaway, Alabama, circa 1930, before the Study began. (Taliaferro

Clark, The Control of Syphilis in Southern Rural Areas, 1932)
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ABOVE

Men from the Study

in Davisville, Ma-
con County, 1953.
(National Archives,

Morrow, Georgia)

LEFT
Ten men from the
Study outside a
church in Macon
County, 1953.
(National Archives,

Morrow, Georgia)



ABOVE

Seven men from

the Study outside
Pace’s Grocery in
Macon County, 1953.
(National Archives,

Morrow, Georgia)

RIGHT

Six men from the
Study in Milstead,
Macon County, 1953.
(National Archives,

Morrow, Georgia)



ABOVE

The pus’s Dr. Walter Edmondson
(foreground) and Dr. David Albritton
(background) taking blood from Study
men in Milstead, Macon County, 1953.

(National Archives, Morrow, Georgia)

LEFT
Spinal tap of a man in the Study, 1953.
(National Archives, Morrow, Georgia)



RIGHT

Two men from the

Study after a blood draw
outside Engelhardt’s Cotton
Gin, Macon County, 1953.
(National Archives,

Morrow, Georgia)

BELOW
Three men from the
Study outside a store in
Davisville, Macon County,
1953. (National Archives,

Morrow, Georgia)
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DEPARTMENT OF CORRECTION-CITY OF NEW YORK

YOUR BLOOD IS BAD
MEANS

YOU HAVE SYPHILIS

YOU CAN GIVE IT
TO OTHERS THROUGH
SEXUAL INTERCOURSE
AND IN OTHER WAYS ABOVE

Nurse Rivers handing out vitamin
and/or aspirin packets outside a store
in Davisville, Macon County, 1953.

(National Archives, Morrow, Georgia)

LEFT
“Your Blood Is Bad Means You Have
: Syphilis,” wpa poster, 1937. (Works
CONSULT A REPUTABLE PHYSICIAN Progress Administration Poster
Collection, Library of Congress)




ABOVE
The pHs’s Oliver Clar-
ence (O. C.) Wenger,
1941. (National Li-
brary of Medicine)

RIGHT
Johns Hopkins syphi-
lologist Joseph Earle
Moore, 1955. (National
Library of Medicine)




ABOVE

Group of Study and Tuskegee va
Hospital physicians. Left to right,
standing: unidentified doctor and
Dr. Branche (va Hospital); seated:
Dr. Odum (va Hospital), uniden-
tified woman, Dr. Olansky of the
pHs/Study, and Dr. Peters (va
Hospital, John A. Andrew Memo-
rial Hospital, and the Study), circa
1950s. (National Archives, Mor-

row, Georgia)

LEFT
Eugene H. Dibble Jr. portrait.
(Tuskegee University Libraries

and Archives)



BELOW
Eunice Verdell Rivers

Laurie, photograph for

the “Women of Courage”
exhibit, photographer, Judith
Sedwick, 1984. (Schlesinger
Library, Radcliffe Institute,
Harvard University)
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FAR LEFT

Nurse Rivers measuring a man on
a scale before a Study physician
takes a fluoroscope, 1953. (National

Archives, Morrow, Georgia)

LEFT

Nurse Rivers measuring a man on a
scale superimposed on a photo-
graph taken of the John A. Andrew
Memorial Hospital, more than ten
years after it closed. Photomontage
by Tony Hooker for the exhibit “The
Greater Good.” (Tony Hooker)

LEFT

Herman Shaw with President Bill
Clinton, with Vice President Al
Gore and cpc Director David
Satcher in the background, at the
White House for the federal apol-
ogy, May 16, 1997. (Paul Hosefros,
New York Times, Redux)



Lucious Pollard’s headstone, Shiloh Mis-
sionary Baptist Church graveyard, Nota-

sulga, Alabama. (Susan M. Reverby)
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What Happened to the
Men and Their Families?

For Herman Shaw, it actually started with the rocks in Plano,
Texas. Maybe if the Texas soil had been as good as the dirt in the Alabama
Black Belt, his father would have kept the family there. In 1922, however, it
became too hard to plow around the rocks. So as a young man and without
the help of a map, Herman Shaw drove the family car for over four days back
to his birthplace in Tallapoosa County, just north of Tuskegee. On a farm just
outside of a town called Tallasee, they could grow cotton, corn, oats, and the
greens admired by the neighbors. If his family had stayed in Plano, he would
not have become what he called one of the Study’s “guinea hogs.”

Herman Shaw pushed his father’s mule and then his own tractor along
those rows. After his father died in 1931 and the Depression settled more
deeply in the Alabama fields, the crops earned little on the open market.
He took a second job as the first black man to run a cord machine in the
Tallassee textile mill. When his mill job proved sporadic and he had so little
cash that he could not afford to buy the license tags to be able to drive his
car off his farmland, Shaw’s family stayed closer and closer to home.” Nurse
Rivers and the county’s public health doctor, Murray Smith, came calling in
1932 to say that there would be “free treatment” for men who allowed them-
selves to be tested for bad blood. Herman Shaw did what any man would do
to help his family manage in those days. He agreed to what he thought was
free care.

After 1972, Herman Shaw became one of the most visible men in the
Study. In interviews, whether on television from his Alabama farmland or
in a Senate hearing in Washington, he became the southern black man, a



reminder of the humanity the pus had ignored.’> With his beautiful eyes,
dignified bearing, soft southern cadences, and carefully articulated sense of
what had happened, he lived until 1999, an individual memorial to all that
had been done wrong.

Herman Shaw stands out, but most of the men recruited for the Study
remain undifferentiated except to their families, friends, and communities.*
The power of the Study hinges, in part, on this sense that we can imagine
somehow that we know them all. It is as if “600AfricanAmericanilliterate-
sharecroppers” was all we needed to know, as if there were no individual
differences to their literacy, economic status, families, or health experiences.
And the ability of the Study to shock us comes as much from where they
come from and what happened. We think we know this place Tuskegee, this
southern town and its surrounding farmlands that embodied both hope and
despair in the African American odyssey. The Study and the men have be-
come, as historian Edward Ayers has written about much of the South, “a
formula . . . that is easily pegged, easily caricatured, easily explained.”®

In trying to “testify” to the communal truths of the Study, I had to look be-
hind these images and words. In attempting to understand how the men and
their families experienced the Study, I have balanced statistical data about
them as a group with the individual stories the records reveal. Interviews of
some of the men and family members, even if all done after the story of the
Study entered public and media space, reveal some of their memories and
experiences.® The opening of their medical records in 2004 allows me to peer
into their bodies in a different way, I hope, than those who examined them or
measured their tissue samples.” I am well aware that medical records can be
prevarications as much as can any interview.® Yet using what is available, and
having been written up before the Study went so public, provides another
mode of understanding.

As I entered the medical records, I faced an ethical dilemma of how to use
them. Here were more than 600 men whose illnesses, vital data, and even
secrets I was privy to.” I did not want a family member to find out about their
grandfather here, even though the records are now in the National Archives
and their names are available in print, in museums, and on the Internet.
After discussions with some family members in Tuskegee, I made a decision:
when I present information from the medical records, I provide invented
pseudonyms linked to the men’s actual record numbers. When I use these, I
will put the names in quotes. I give the men’s real names and records if they
or their families had been public about being in the Study or had put their
names on the legal affidavits.
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I am aware that this may still be for some near an ethical line and may
raise privacy concerns. But I did all of this to attempt to answer key questions.
What really do we know about what happened to the men, and how do they
explain it? Were the men all the same? And what happened to their wives
and children? However problematic it may be to still explore these docu-
ments, I decided that it was crucial to understand this part of the story."

Numbers, Names, and Lives

We will never know exactly how many men were involved in the maltreat-
ment that occurred. The PHs recruited nearly all of the men (81 percent) be-
tween 1932 and 1934. Others were found over the years, with the largest group
of approximately 18 added in 1938 and 1939." The published reports give
conflicting numbers, from a high of 634 to the usually quoted figure of 399
subjects and 201 controls, giving a total of 600 as a round and memorable
number. The cpc’s final count in 1974, based on the medical records, is 427
with the disease and 185 controls, plus 12 controls switched to the syphilitic
arm, for a total of 624.2

Although Ernest Hendon, the Study’s last survivor, remembered, “I was
really young then” when the Study started, in reality most of the men were in
middle age.”” Hendon was in his early 30s, but the average age for both con-
trols and syphilitics was 43. The youngest man in the Study, labeled a control,
was 16 when it started, and the oldest, a 9o-year-old man, was placed in the
syphilitic category.**

The pHs thought the Study’s men were similar to other southern rural
African Americans, and in many ways they were right. Some of the men
were old enough to have been born into slavery, and others were only one
or two generations out. The majority of those who survived to be part of the
lawsuit never left the small hamlets surrounding Tuskegee, but at least 20
percent had joined the great black migration out of the rural South to the
industrial centers of Detroit, Cleveland, Gary, and Chicago or to the warmer
climes of Florida. They had spread to fourteen different states in search of
work or the company of their relatives and friends."” Fred Simmons, whose
wry wit never deserted him, survived till he was 102, worked a range of jobs,
and raised nineteen children, of whom nine were still living in 2000. Ernest
Hendon, the last of the men in the Study, who died at 96 in 2004, had tended
his family’s farm in Roba. In the early 1940s, the family moved to Cleveland,
where he worked in a chemical plant. He served in the army during World
War IT and then moved back to Alabama after he retired. A control in the
Study, he never married.'®
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Most of the men raised their families on what they made farming — either
their own land or someone else’s—or in tough laboring jobs. Less than 20
percent had been schooled beyond the sixth grade, often all that was avail-
able to black children. Most spent their Sundays in the rural churches, sang
in the choirs, joined lodges, hunted, and spent time with their friends.”” The
phrase still used in the county that a family “stayed here” rather than “lived
here” reflects the movement from farm to farm and house to house that char-
acterized a common inability to hold on to space or jobs for very long.®

The men were primarily farmers who owned land or worked on shares;
others did a range of blue-collar jobs, from elevator operators to lumber
mill worker to fruit picker to day laborer. One man reported that he was a
retired schoolteacher with a college degree.”” Another had been a trucker in
a fertilizer plant in Hurtsboro in the 1930s, making $1.25 a day. In the 1940s
and 1950s, he worked in a small mill for 35 cents an hour and then farmed,
bringing in an income of about a $1,000 a year in the 1960s. In the 1930s, a
man at the Tuskegee Lumber Company received the same 35 cents; by 1972,
his wages had gone up to $1.80 an hour. Another man found employment
at the Tuskegee air base, then as garbage collector and farmer, never making
more than 75 cents an hour.*°

In 1931, the year before the Study started, conditions in the county deep-
ened the difficulties for its residents. The Tuskegee News reported that the “cot-
ton yields” were way below production costs; a year later the crop through-
out the state was the “smallest in ten years,” as boll weevils and drought
took their tolls. Under such dire circumstances, the Red Cross brought in 125
barrels of flour for “the white people . . . who are in distress” and who would
sign an affidavit that they were not receiving “a pension or compensation
from the government or [had] means of support.” Nothing was set aside for
the county’s overwhelmingly black population. By November 1932, when an
income tax and bond amendment failed at the polls, the public schools were
closed indefinitely, and soon after the banks began to close and savings were
lost.*! Yet many of the men worked their land through the Depression years
and managed to make good for their children.

“It was rough, it was rough,” Herman Shaw said about the low prices the
cotton brought and the difficulties in the 1930s. “It has been some furious
times here. ... 1600 pounds of cotton [a little more than 3 bales] only bought
seventy seven dollars and some few cents.” New Deal racism kept funds out
of the hands of black farmers. Nearly sixty years later, Herman Shaw still had
that receipt from what the bales ginned out for in 1936, and he remembered
remorsefully how little cash it brought. He farmed his acres for his entire
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adult life and continued to work in that nearby textile mill until he was 74.
While he kept his old tractor going on his land, he remembered his history
lessons that had taken him through the eighth grade in Texas. He sent his
two children to Tuskegee for lectures—even when he and his wife did not
go—and then on to college. A deacon in the New Adka Baptist Church with
a clear biblical sensibility, Herman Shaw was a courtly man and a skilled and
dedicated farmer.

Shaw remembered the violence in 1932 when the Sharecroppers’ Union
was organizing in nearby Reeltown and their leader shot back at the sheriff.
As with most rural men, Shaw had owned a gun since he was 12. A local
white man told him to give it to someone else as the tensions rose over the
Sharecroppers’ Union’s organizing and rebellion. “They [authorities] were
going into every house and if you had a gun they broke it,” Shaw recalled.
“Ilearned that thinking supersedes action.” Using a long metaphorical story
about baseball, he chuckled and said, “You may be able to get someone out at
second, but it[’s] better [to think] and get the double play.” He learned too, as
did every black southerner who survived the Jim Crow era, how to do what
was needed to stay alive.”?

Charlie Wesley Pollard inherited his farm in Notasulga, just outside of
Tuskegee, from his family and continued to buy land until he had more than
160 acres. He recalled making money from his farming, being able to bargain
for the cotton that he harvested with the “the first mechanical cotton picker
in the county owned by a black man,” and always thinking about buying
more cows and horses.”® As good at carpentry as at farming, Charlie Pollard
built his own house and helped build the Shiloh Missionary Baptist Church,
where he was a member, on land his family had owned. A generous man, he
was remembered for his easy smile and for making sure that the children at
his church received a gift of money on their birthdays. He was an officer in
the Macon County Democratic Club and district captain for the civil rights
organization the Tuskegee Civic Association. Loquacious and thoughtful, he
too had a deeply developed sense of the racial dangers of Alabama.**

When the sociologists came to study the county and Surgeon General
Thomas Parran wrote about them in the 1930s, it was assumed that the men
were almost entirely trusting.?® But much of the deception that the pHS went
through would have not been necessary if the men had been as compliant
as they had supposed. Nurse Rivers certainly knew the men were not as
unquestioning as the pHs assumed.>® Over the years, she saw their consider-
able resistance to the “medical care” of the pHS doctors—from disappear-
ing when she came to call and refusing procedures to speaking back to the
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physicians about what they were doing and the pain they were causing. One
man, his medical file noted, “used to hide in corn fields to avoid exam.” An-
other even brought his lawyer with him in 1971, a year before the Study was
made public, and refused to see the government doctors.”” Some families lost
track of their relatives in the Study over the years, but surely others concealed
where they had gone.

The men’s willingness to participate was not because they were compli-
ant or knew nothing; they were expecting treatment. Even with little edu-
cation and experience outside the world of farming and manual labor, they
thought they were doing the right thing. An examination of their medical
records offers a way to understand how “right” — or not—this was, and how
more complex their experiences were than the usual narrative of the Study
allows.

Confusing the Categories: What Do We Know?

If trust and deception were the only issues, the Study would not have the
power it does to evoke such anger and fear. It is the foreboding and morbid
sense that the pHs watched, year after year, as the men died, their bodies
brought to autopsy in Tuskegee, their tissue samples sent off to labs at the
National Institutes of Health. In using the medical records and reports, I am
trying to determine as best I can how much the men were harmed and how
many died. Even if it were just one (and clearly there were more), it would
matter. But the wild estimates often made of the Study’s effect on their health
also need as much clarification as it is possible to provide.

The reports and medical files reveal the damage. Up until the last years of
the Study, those who were assumed to have syphilis did much worse than the
controls. Life tables created in 1955 showed that, at least for the younger men
in the Study, ages 20 to 50, those assumed to have syphilis had a 17 percent
shorter life expectancy.*® They became sicker and died sooner (the controls
on average at age 70 and the untreated and inadequately treated syphilitics
at age 65). The pHs physicians were surprised by the extent of cardiovascular
disease, even in the younger men, and the overwhelmingly greater illness
in the men with syphilis.*® John Stokes, a leading mid-twentieth-century
syphilologist, summed up the general problems succinctly. “The high points
of syphilis of the cardiovascular system may be touched in three words: ubiq-
uitous, insidious, disastrous.”*® And, as the pHs should have known from
finding the men in the segregated public asylums in Alabama, black men
could end their days in madness due to the neurological complications.™

This conclusion — that syphilis in any form made the Study’s men worse —
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depends of course on accurate diagnosis and correct grouping. Some sub-
jects had their categories switched, from control to syphilitic, when they
were found to be positive on the blood tests or autopsies showed syphilitic
lesions. The numbers moved are not totally clear and run from 23 in one re-
port to 12 in another.*?

Although the records also show that a number of the men were probably
not syphilitic at all (although how many cannot be easily determined), their
category was never switched in the formal analysis.*® The switching in the
formal record only went one way: from control to syphilitic. And the only
men added to the Study after 1934 were those the pHs thought were syphi-
litic. “Henry Monroe” died in 1957 from hypertensive cardiovascular renal
disease. Although listed as one of the syphilitics, he was negative on all the
serologies and should probably have been a control. As J. Jerome Peters,
the Tuskegee radiologist/pathologist who did the autopsies, noted on an-
other man’s case: “‘Fred Fox’ was a syphilitic, but shows none of the evidence
commonly seen in syphilitic vascular disease.” Peters thought that control
“Jonathan Hamilton” had “luetic aortitis” on x-ray in 1958. His category was
then switched to syphilitic, but his data up until then had been used in the
control category.* Given this violation of what are now standard experimen-
tal protocols, it is statistically difficult to treat the two groups (controls and
syphilitics) as discrete categories for the entire time of the Study.

Even though the men were assumed to be in the latent stage (and at least
five years out from their initial infections), the amount of time they lived
with the infection ranged more widely than their ages. From sampling the
dates that 143 of the men reported for their first lesions of the disease, the
median was 19 years from their first infection, with a range as wide as 1 year
to 47, even including one man whose infection had started 72 years before
the Study began. But at least 19 in this group, and in all probability many
more of all the men who were syphilitic, were probably not yet in latency,
since they were less than five years out from an initial lesion and could still
have been contagious.”® These were the men, along with their families and
partners, whom above all the pHS should or may have been treating if there
had been more concern about the disease’s spread.

Yet, even with the autopsies, medical records, death certificates, published
articles, and stories told within the families, we will never know for sure
how many of the men actually died from their syphilis directly, as opposed
to “with syphilis,” and how much damage it actually did.*® The initial news
stories, based on the published articles, estimated that at least 28 of the men
and as many as 100 “died as a direct result of untreated syphilis,” while other
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accounts circulate that make it appear as if all the men died from the dis-
ease.”’ Given the shift in categories for how to report cause of death over
the years, the failure to have records on the men who passed away after the
Study closed, and the differences between the autopsy reports and tissue
data, we will never know this number exactly. At best, a cpc study done by
cardiologist Dick Bruce in 1974 concluded, after reading the autopsy records,
that without treatment the men “would have [had] roughly a 50-50 chance
of demonstrating syphilitic cardiovascular involvement at autopsy.”**

Three-quarters of the men who died before 1973 ended up on the autopsy
table. Yet, despite the assumption that Rivers was able to get all the autopsies,
this means that 97 of the 419 men who died and left records before 1973 when
the Study finally closed down were not autopsied. Another way to consider
this requires thinking about all the men in the Study, not just those who
died before 1973. There were no reported autopsy findings on the men who
passed away during the next three decades after 1973. Of the total number of
men in the Study, only 36.5 percent of the men had their bodies examined
by pathologists with results sent to the prs.*

While the Study was ongoing, Rivers tried her best to reach the families to
get them to agree to autopsies. She was not always successful, and she wrote
to the cpc to admit in 1953 that “it seems as if the odds are against me. I have
lost another autopsy.”*’ The man whose record is number one in the Study
died in 1958 in Montgomery, only forty miles from Tuskegee, but his “family
would not give permission for an autopsy.”* The medical files make it clear
that more than one family turned her down and that others refused to have
their relative’s brain examined for neurosyphilis, even if they agreed to the
autopsy. Nearly 100 never had their cause of death determined by the pHs
before the Study closed.*?

Trying to establish why the men died is even more difficult. Those with
untreated syphilis died younger, and from more widely differing ills, than
did the controls, although by the end of the Study their numbers evened
out. This is clear from the published reports and records. Most of the men
showed the signs of arteriosclerosis and hypertension as they aged, and they
wore their lives of hard labor on their bodies: shortness of breath, severe
pains in their chests, aneurysms, and an inability to work to support their
families.

Physicians at the time thought there was a relationship between arterio-
sclerosis and syphilitic cardiovascular complications but agreed that even
with autopsy it was difficult to tell which disease had been more aggressive
in causing the deaths and how they interacted.*’ There was disagreement
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between the pathologists who looked at the organs and those who examined
the tissues. Other men clearly had co-morbidities, such as diabetes. Even
after the Study ended, the physicians from outside the pHs who examined
the men were unsure what had caused their ills. “Rare was the heart,” as
one researcher on another study noted, “in which one process was the only
operative factor.”**

The records show the story of this confusion. “David Founders” was a
control shifted to the syphilitic category. His blood tests were negative, but
his diagnosis by 1958 was “luetic aortitis,” a syphilis-related cardiovascular
problem. Because he died after the Study ended, we do not know whether
this proved to be true or not, or whether it caused his death. Another physi-
cian wrote “no evidence of venereal disease” on his record. “Fred Pendleton,”
born a year after slavery ended, entered the Study as a control in 1933 and
died of “old age” from arteriosclerosis and edema. Peters wrote “luetic aorti-
tis” in his autopsy findings, but another physician wrote “No!!” in green pen-
cil on the record.”” As one leading syphilologist had noted, “The more one
looks for cardiovascular material of whatever type, the more one finds.”*

Autopsy did not always mean clarity. As Peters noted on one record of
a control, “Only the enormous size of the heart suggests the possibility of
syphilis. There are no other findings.”*” In 1938, “Ryan Clark” died from
“syphilis” when he was only 52.* When he entered the Study in 1933, he was
already 27 years out from his initial infection. His physical exams and au-
topsy showed the complications of “marked arteriosclerosis, hypertension,”
and “syphilitic involvement of all his arteries,” yet the pathologist who ex-
amined his tissues at the National Institutes of Health concluded that there
were “no microscopic findings in this case particularly indicative of syphi-
lis.”** For many others, the causes of death appeared to be clearer. Aortitis,
aneurysm, and other heart diseases were much more common in those men
labeled as syphilitics than the controls, and at least 16 of the men had syphilis
listed as their cause of death.>

Although we will never know for sure how many of the men died be-
cause of the pHS’s callousness or even what they all had, the Study matters
in understanding how racial assumptions are central to medicine and how
easily medical uncertainty masks ethical blindness. The men’s reports to the
pHS doctors make this clear. “Senility from history,” one report said, in a
double entendre that probably escaped the physician who wrote it.> The men
reported over and over that they suffered from “misery,” a term that seemed
to reflect their aches, pains, and ills. The diagnostic and painful spinal taps
added to this general misery. “I laid in the bed a whole week,” Charlie Pollard
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remembered.®” Another man told the pHs, although there is no supporting
evidence, that in 1932 the “fellow before him died on table—needle broke.”*?

Knowing what really happened, as much as possible, to all the men and
their families matters if we are to understand this Study. The pHs makes clear
it provided some treatment in the first year. Yet another crucial question
hangs over all the records and over all of the Study: was it ever possible for
the men in the Study to get other treatment and would it have helped?

Possibilities for Treatment

Because of the treatments at the beginning of the Study, more than half of
the men (54.4 percent) who were the subjects had some amount of metals
treatment that could have rendered some of them noninfectious, if they were
not already. Yet only 25 of them (5.7 percent) had more than 10 injections of
the metals pre-penicillin—an amount considered adequate to stop conta-
gion but not to cure an individual.

Treatment pre-penicillin might, however, have stopped some of the
syphilitic complications for some of the younger men whose infections were
newer, even if their blood tests continued to show signs of the disease.”*
Joseph Earle Moore, the Johns Hopkins syphilologist, made it clear in 1943
what the pre-penicillin beliefs were even when there was full treatment. “The
radical ‘cure’ of late syphilis . . . is rarely if ever obtainable with our present
methods. . . . Late syphilis in human beings is not curable in the biologic
sense,” he argued.”

Penicillin, when it became widely available in the later 1940s, made it pos-
sible to cure individuals with the disease in its earlier stages. For those in late
latency, the use of penicillin became more common by the 1950s. If severe
organ damage was already present, providing penicillin would have been of
little help. When the Study finally closed, all the men still alive were offered
penicillin. But without their medical and death records after 1973 (and the
archives do not have them), we cannot really know if it made a difference
or not.>

During the Study, the pHS’s efforts—talking to the local physicians, pro-
viding names to other providers, tracking the men down when they left the
area, keeping them from the army—all clearly affected whether or not the
men were seen and treated by anyone else. But Macon County was not a
concentration camp, not all the local doctors cooperated forever if at all, and
the Depression ended even if severe rural poverty in Alabama continued.
Local physicians, even those who worked at the John A. Andrew Memorial
Hospital, maintained private practices in their homes in the surrounding
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communities, and we will never know what they did there.’’” Rivers was good
at her job but not always that good. The possibility that men were getting
treatment, either intentionally or by serendipity when other ills occurred,
has to be considered.

Even the pHS knew that follow-up was never as complete as it wanted.
O. C. Wenger admitted that by 1948 “26% of the syphilitics and . . . 35% of
the controls . . . had been lost from observation,” although an attempt was
made in 1970 to find anyone still alive.”® We will never know if these men
died without ever finding treatment. None of this changes the pHs’s inten-
tionality, but it does change our understanding of what actually happened.

The assumption is usually made that none of the men could have got-
ten individual attention. Both the historical record and the extant medical
records complicate this picture. In 1938, the Rosenwald Fund began oper-
ating its “bad blood” wagon, and the letters back and forth and James’s tes-
timony in the Senate hearings are evidence that the men in the Study were
deliberately kept from treatment by Nurse Rivers’s presence. This assumes,
of course, that Rivers was doing precisely that: keeping the men from treat-
ment. But Rivers did not always do what she was told. The Tuskegee hos-
pital’s medical director after Dibble, Dr. C. A. Walwyn, described her as a
“most conscientious worker.” The county health department’s Murray Smith
did not agree. As the pHs’s Austin Deibert reported to his boss, Smith was
“rather disgruntled at his lack of administrative supervision of Rivers. Smith
related that frequently she failed to make appearances in his office for several
weeks at a time and did not turn in reports of her activities.”>

If Rivers was not reporting regularly, what else might she have been
doing? We only have James’s word that Rivers was screening all the men of
the Study who might have shown up at the mobile clinics for treatment. Nor
was she the only nurse—at least four others worked on the mobile clinic
project. The medical records support the possibility that, at a minimum, the
physicians on the mobile bus treated some of the men in the late 1930s. The
medical record for “Bill Walsh” reports “shots in hip for over one month,
from mobile bus,” for example.*

Reginald James, who staffed the mobile bus in 1940 and who claimed that
Rivers stopped the Study’s men from getting his help, was treating others
across the county. As he had explained to the HEw panel, he gave talks in
schools and churches, showed movies about syphilis where there was elec-
tricity, handed out pamphlets, and sent letters to his syphilitic patients that
said in capital letters “you have a disease called ‘syphilis.”*" It is possible
that this educational and treating work reached at least some the men in
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the Study or perhaps their more literate children. Without the names of the
mobile bus’s patients (which do not seem to exist) to compare to the names
of the men in the Study, we will never really know.*>

The World War IT era presented another possibility for treatment, beyond
Murray Smith’s efforts to keep the men from the draft and treatment.** As
part of the campaign to make syphilis care more available, the pus devel-
oped “rapid treatment centers.” The centers were based at first on a model
developed by the pHs in Hot Springs, Arkansas, for a shortened treatment
of neoarsphenamine and bismuth (down to “one day to eight weeks as con-
trasted with 18 months required by standard methods”). During the World
War II era, the PHS set up these centers near “military training facilities or
important war industry cities,” primarily at first as a way to contain prosti-
tutes and “camp followers,” who were seen as the major “vectors” for vene-
real disease. As penicillin became more widely available, they dispensed this
as well.**

The pHs established such a center in Birmingham (about 130 miles north
of Tuskegee) at the local Army Air Force Base and at other clinics. In 1945,
following the passage of a 1943 state law requiring blood testing for syphi-
lis, Birmingham became the site for a huge 42-day effort for mass venereal
disease control. Using hundreds of blood testing sites, the state health de-
partment and the pus worked together to get a massive publicity campaign
out to both the white and the black communities. As local health officials
reported: “Posters appeared in store windows, in street cars. . . . Ten thou-
sand cards were displayed at one time. More than 500,000 pieces of printed
literature were distributed. Milk-bottle collars carried a blood test message
on 175,000 bottles. . . . Four radio stations gave full support and much time
through numerous spot announcements.” More than 200,000 people were
tested.®

Herman Shaw and Charlie Pollard both remembered the treatment center
in Birmingham. Their stories, told in their affidavits in the lawsuit, before
the senators at the 1973 hearings, and in subsequent interviews, all testify to
the fact that both of them at one time were supposed to get to Birmingham
for some kind of treatment. Mr. Pollard recalled that he never got out of
Tuskegee to go “to Birmingham to receive treatment for syphilis by the use
of penicillin,” but “was told by a nurse that because I was in this study I could
not go.”*°

Mr. Shaw’s memory of what happened is even more dramatic. In front of
the senators at the 1973 hearings, he related his story in detail:
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In the late 1940’s—1 do not remember the exact date—they sent
me to Birmingham. We left about 2 o’clock and we got to Birmingham
before dark. They gave us our supper and put us to bed. The next
morning they gave us breakfast. I saw a nurse roaming through the
crowd. She said she had been worried all night. She said that she had
been looking for a man that was not supposed to be here and his name
is Herman Shaw. Naturally I stood up. She said come here.

She said, “what are you doing here?” I said, “I do not know, they
sent me here.” They got me a bus and sent me back home. When I
notified the nurse of what happened in Macon County, I did not get
any response.®’

In all the interviews and writing about the Study, however, no one seems
to have asked Mr. Shaw who sent him to the Rapid Treatment Center and
why. With interviewers so focused upon the horror of his coming close to
treatment and then being denied it at the last moment, these questions were
not asked: How did he get there in the first place? Was it merely a mistake?
Was the “they” of his words “they sent me to Birmingham” someone from
the Study in Tuskegee or some other family member or health professional?
Had the publicity from the Birmingham campaign made it into Macon
County?

I tried to ask him about some of these matters in 1998 when he was 95
years old. By then, the story was intertwined with so many other events in
his life that it was impossible to distinguish when he learned what. He talked
about the “state conscripting him to Birmingham,” but I was not clear what
this meant. It may be that he understood that under the 1943 state law there
was this effort to get everyone tested. He did say, “The only remorse I have
about it is in [19]47 the rumors came out that they were treating us for bad
blood; and they had found the medicine that alleviated the pain and with-
held it and didn’t give it to us.” But there was no way to tell when he found
out about the penicillin and what he knew and when.®®

In his original telling, Herman Shaw becomes almost a twentieth-century
medical runaway slave, who tries to escape but gets caught and returned to
enslavement. In the context of the puS’s efforts to keep the men from treat-
ment, Mr. Shaw’s denial of care is taken as one more tragic example of the
pHS’s deadly callousness. And it may indeed be that he was sent back home
because the center in Birmingham had a list of the names of the men in the
Study, as his statement implies.
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There is, however, another possible explanation. At least in Birmingham
during the mass campaign the drugs were only being given to those with
early cases of syphilis. The state health officials stated this clearly in their
1940s news accounts: “Unfortunately, some inferred that all cases of syphilis
were eligible for penicillin treatment, when actually its use was limited to
early cases. This inaccuracy was never completely corrected. Many chronic
cases demanded penicillin treatment of practicing physicians and public
clinics and were not always satisfied as to the reasons for its refusal.”® Was
Mr. Shaw sent back to Tallasee because he was in the Study or because it was
presumed that he was not an early case?

Mr. Shaw’s story becomes even more complicated once the medical
records are examined. Mr. Shaw was originally a control who was switched
into the syphilitic category after 1945 when his tests turned positive. There
is no way to know whether he had been positive before and just did not
register on an earlier blood test or whether this was a new infection. Thus it
is possible that he should have been treated in Birmingham since he could
have been in the early stage and infectious. But if it was not early and if it
was known he was in the Study, his rejection could have been because of
the stage of his disease. The irony is that even though he was turned away in
Birmingham, Mr. Shaw actually got to penicillin in the 1950s.

This part of Herman Shaw’s story gives us another clue as to what might
have happened to others. Many did get to doctors more often than the focus
on the Depression years makes us think. In 1953 and in 1956, Mr. Shaw was
hospitalized in Tallasee for a total of 20 days for pneumonia. And the treat-
ment: penicillin every 3 hours for 9 of those 20 days. His status in the Study
did not affect his care. Did this make a difference in his syphilitic illness? We
will never know.”

Others, the records show, actually were treated in Birmingham at the Rapid
Treatment Center or at the local health department. “May 1951[ — | Penicillin
5,000,000 units R.T.C.” report the records in one man’s case; his wife was
treated at the Macon County Health Department. Another 49-year-old man
in the Study had a similar experience: both he and his wife were treated at
the same time in 1949 at the “Rapid Treatment Center, Birmingham.” Still
another man, who died from a stroke, perhaps a complication of neuro-
syphilis, remained a syphilitic in the Study even though he too had penicillin
in 1949 in Birmingham, supposedly 27 years after his first infection.” It is not
clear why some men who were clearly in latency also were treated. Mr. Shaw
remembers being turned away, and there is no reason to doubt him. What
about these other men? Why were they not turned away?
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Most likely those who did make it to some kind of treatment did so be-
cause doctors, either in Macon County or elsewhere, did not know they were
in the Study or did not remember, or treated them for their syphilis before
penicillin, or treated them for other ills with penicillin after the late 1940s.
One man received “1vs” for his syphilis at the John A. Andrew Memorial
Hospital at Tuskegee Institute every two weeks for three months in 1937, even
though he was in the syphilitic category. Another reported to the pHs that he
was given bicillin (a form of penicillin used specifically for syphilis) and ar-
senic injections there in 1955. A Cleveland physician diagnosed a man in the
Study with early and late syphilis and treated him with appropriate amounts
of heavy metals from 1944 to 1950 until his serology was negative. Another,
who had moved to Clewiston, Florida, was treated by his physician, who, it
was reported, “was unaware he was a research patient.””

This went on in and outside of Macon County. Fred Simmons declared in
his affidavit for the lawsuit: “I was told by a private doctor whose name I do
not recall that I had syphilis. This occurred in the 1950s in Macon County.
He informed me he was treating me for my condition.” But then, later in the
statement, he said: “T only learned it was syphilis in the spring of 1972 when
told by government representatives.” Did Mr. Simmons really know with
what he was treated? Or was he lied to? His records show that he received
penicillin for other ills in the late 1950s and early 1960s, some of it even
from health officer Murray Smith. His wife was treated too in the 1950s. Or
what should we think of the case of a man listed as a control who devel-
oped syphilis in 1941 and then was given a “course of [penicillin] shots at
Health Dept, Tuskegee, [around] 1945.” Most important, would any of this
treatment, especially for those who had long-standing cases, have made any
difference? We cannot really know.”

Despite claims by the pHs that antibiotics had not “defeated” the Study,
its own reports tell a more complex tale. By 1961, it knew, and stated in a
published report, that “approximately 96% of those examined had received
some therapy other than an incidental antibiotic injection and perhaps as
many as 33% [had] had curative therapy.”” In 1971, its published report again
stated that “all but one of the syphilitic survivors have received some amount
of medicine considered anti-luetic.””® Indeed, just before the Study made
the newspapers, an observant Maryland medical school physician and his
student wrote an article using the published reports that argued that the
Oslo Study and the Study could not be compared because of the “treating”
in Alabama.”®

The medical records bear this out. By 1945, as penicillin became widely
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available, 114 of the men in the syphilitic category were still alive. The records
report that over the next decades at least 58 of them, or 51 percent (a lower
figure than the 1961 report) had been given penicillin. It is possible that the
penicillin might have positively affected the course of their syphilitic com-
plications if their cardiovascular or neurological complications were not
too developed to be beyond repair and the amounts of the drug were high
enough to kill off the spirochetes. For those whose deaths are recorded, it
appears that the men who received penicillin died at a later age (69.5 versus
56.3), although the numbers are too small to be statistically significant. Nor
can we tell if the penicillin changed the cause of death, again because of the
small numbers.”

Doctors clearly treated some of the men where they lived. Others, as with
Mr. Shaw, were given penicillin by physicians because of its widespread use
in the postwar years.78 Dr. Robert Story, a Tuskegee physician, remembers
being told in the 1960s by a nurse at a local hospital not to give his patient
penicillin because he was in the “government” program. She asked him to
check with the local health department. It was after 5 p.M., and the health
department was closed. Story claims he gave the man penicillin. We can-
not know if it made any difference, or why the local nurse knew about his
status.” The aspect of this tale emphasized —in this case, that the local nurse
knew but the doctor treated anyway—depends on what kind of story we
want to tell.

Physicians, unlike in the Depression years, were more available to at least
some of the men over the years. The men’s records report penicillin from
a “company doctor” or in Birmingham or from a range of county and city
health departments.* Dr. Dibble treated another three of the men, including
one who reported that he “told Doc that he needed some shots” in 1956. In
Gary, Indiana, a man in the Study received penicillin five times in 1958 for
his prostate and gonorrheal infection. Although an earlier x-ray exam in 1952
had shown “a slight cardiac enlargement” but no neurosyphilis, by 1963 his
heart was declared “normal.”®

“Treated adequately in 1968 in Birmingham” the records for one man re-
ported, as did the records of another who was referred to the Birmingham
Rapid Treatment Center in 1951 by the Macon County Health Department.
Another man, a control who was then switched to the syphilitic category by
1948, nevertheless told the pHs that two years later he had received “peni-
cillin administered every two hours for 14 days at Rapid Treatment Center,
Birmingham, Alabama, March 1950.”%* The PHs’s Joseph Caldwell and his
team wrote in the last published report on the Study, in 1973: “In this age of
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widespread penicillin and antibiotic usage, it is seldom that a person can
live 25 [years] without receiving one of these effective drugs. Following the
introduction of penicillin, only one of the Tuskegee syphilitics has apparently
received no treatment [italics mine].”

The question remains, as Caldwell noted, as to whether those who were
treated by what he labeled “nonstudy physicians” received enough to be
considered “curative for syphilis,” although he also concluded that the two
subjects with “aortic valvular disease” were showing either “stability” or
“improvement . . . follow[ing] administration of penicillin.” Both age and
“antimicrobial therapy,” he concluded, “accounted for the lack of morbidity.”
It was the controls who seemed to be doing worse in this final survey in
1968-70.%

The pHS was vague in its descriptions of the Study to other health care
providers. Caldwell wrote to a doctor in Lima, Ohio, in 1970, that “through
the years we have been following the health of ‘Mr. Jones’ of Lima,” without
explaining why. The form sent to the Chicago Health Department in 1952
calls the project “Syphilis Research Study (Macon County).” In other places
it is referred to as “the Tuskegee project,” and another form labels it “Macon
County Untreated Syphilis Study.” All of this suggests that other physicians
and health departments may, or may not, have actually known that treat-
ment was to be withheld.**

It was not just men who left the Tuskegee area who might have received
treatment. Dr. Stanley Schuman, one of the pHs physicians who worked on
the Study in 1952, treated with 15.6 million units of penicillin a 64-year-old
man in the Study whose first lesion dated to 1910 and who was diagnosed with
central nervous system lues. The man lived another 12 years, and whether the
penicillin helped is not certain.** Dr. Murray Smith’s name comes up nu-
merous times in the records as giving treatment. In 1936, for example, a man
reported getting “bismuth and neo[arsphenamine]” from him at the health
department before penicillin was available.*

Once penicillin became available, other men list ills— colds, pneumonias,
flu, back pain, urinary infections—for which they were given penicillin in
amounts that might have affected their syphilitic infections. One man’s
record notes “10 shots one every other day of penicillin for general weak-
ness and water trouble and again in 1952 by Dr. Murray Smith Tuskegee” or
“a series of penicillin injections [amount not given] over four consecutive
days in Feb. 1952 for influenza” from a doctor in Union Springs. Another
man’s record states that “for past three or four years patient has been going
to Dr. Murray Smith in Tuskegee, each month for check up, usually gets a $5
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shot on each visit, sometimes returns at weekly intervals for additional shots.
Pt. was told these are penicillin shots.”®” All of this suggests that Smith was
treating intentionally or without recognizing that the men were in the Study,
or that he was lying to the men that what he gave was penicillin.

When the pHS doctors claimed they were referring men for treatment,
they may have also meant nonsyphilitic related care. Records show referrals
for heart disease, tuberculosis, and other ills.®® In 1970, the pHS’s William
Brown wrote to the Macon County Health Department regarding a 66-year-
old man in the Study who had developed what appeared to be anemia and
possible prostate cancer. “In keeping with previous customs in our Tuske-
gee surveys, I wish to report to you the ill health of one of patients seen by
us during this present survey,” he told the health department. Brown con-
cluded: “We shall continue to report to you on patients who need medical
care but have no private physician at the time they are seen.”®

Macon County physicians were still seeing the men. Dr. Luther McRae
received reports in 1970, at the patient’s request, on a man in the Study and
his problems, “dyspnea, anemia and chest pains.”** A man examined in 1972
was “found to have heart murmur and mitral insufficiency. To follow-up and
consult [with] pt’s pvt. physician Re: cpc findings.” Two months later, the
man was taken to John A. Andrew Memorial Hospital for x-rays and then
admitted four months later by Dr. Robert Story to the Macon County Hos-
pital. Despite surgery and being followed by “Health Dept. as Medicare re-
ferral,” the man died of “stomach cancer” just after the Study became news
in July 1973. The local pathologist, the report concluded, “will not perform
autopsy due to present controversy surrounding the program, although the
family was given a check for the ‘family allotment.””*!

The records reveal that the pas could not always control what happened.
Even within the county, Murray Smith gave penicillin to some of the men;
the clinics at the John A. Andrew Memorial Hospital at Tuskegee Institute
provided the earlier drugs and penicillin to others. Other local doctors or
those in faraway cities, even when apprised of the Study, provided a range
of medicines and treatments to cover syphilis’s possible complications. Even
with all the rural poverty and the difficulties of paying for care, it was pos-
sible for those who survived into the antibiotic era to get help that may or
may not have made a difference.

That many of the men suffered and died of the complications of the dis-
ease is indisputable. It would matter if it was even just one, and it is clear
that the number is at least 16. Most of the men thought they were being
treated and most never really knew in a meaningful way what they had.”?
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Some, however, clearly by intention or by serendipity, received treatment for
their syphilis and for other ills. This causes us to ask, What happened to the
women and children who were the partners, wives, and offspring of the men
in the Study? Did any of them get syphilis? Did any of them get to treatment
before the Study ended?

Women and Children

When the story of the Study first broke, the news focused on the men and
on what the disease had done to them. The differences among the stages
of syphilis and what it might mean for them and their families was rarely
addressed. The men chosen for the Study were supposed to be in latency,
during which time the possible health threats were to their bodies, not to
someone else’s.”” Yet we know from the dates of initial infection that some
of the untreated men were clearly still contagious and could have passed the
disease on to their wives/partners—and then perhaps through the women
to their children. This, of course, begs the question of whether or not the
men had already infected others or been infected by them, or whether the
diagnosis of the stage of their disease was accurate, or if their partners were
always women.

If, as likely, some of the men were still contagious (because they were in
earlier stages of the disease and had not been treated), then the failure to
notify their sexual partners allowed the infection to spread.”* This becomes
a “truth” of the assumption that the pHs was infecting the community. Ala-
bama began requiring blood tests for syphilis before marriage in 1919, but
there is no evidence of whether such tests were given to all the wives or of
how many were common-law as opposed to legal wives. The pHS was clearly
haphazard in checking to see what happened to the women. There is no evi-
dence to assess if the wives might have found treatment even if the tests were
positive, or whether they became positive after marriage.”

Whether some of these women and children did have the disease and
were later treated, either through the Rosenwald Fund program, at health de-
partments, or by private physicians, will never be known. The men’s records
are of little help because the women’s names and disease status are blacked
out. This could have been done for confidentiality reasons after the women
were treated (as the PHS’s letters seem to suggest). Because of this covering
up of their names, only 62 of the 624 records had information on the exami-
nation and treatment of the wives before the Study ended. Of these, 28, or
45 percent, of those for whom there are records showed that their wives had
been treated. Nor do we know whether any of the men passed the disease on
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to other sexual partners or in subsequent marriages, if they were still infec-
tious.

As with the men, the treating that did happen was in Tuskegee, in Bir-
mingham, and in other cities when the families moved. The Rapid Treatment
Center in Birmingham provided treatment for “Robert Jones’s” wife, in 1949.
“David Houston’s” wife received treatment from a doctor in Lima, Ohio. But
the wife of “Theodore Harrison” was not tested. “William Green’s” wife was
treated at the Macon County Health Department (he was counted as a syphi-
litic, but the record suggests that he may not have been).”® Charlie Pollard
asserted, “You know some of them thought the wives got something but the
wives didn’t get nothing.”®” But the medical records contradict this view. In
1952, Charlie Pollard’s first wife was reported to have been treated at the same
Rapid Treatment Center in Birmingham that he never got to.”®

The medical records reveal the hardship of living and birth—miscarriages
and deaths of children abound (whether from syphilis is not clear). If women
were treated, as the PHs claimed, they could have become reinfected if the
men were still contagious. After the Study ended, the government admitted
that “there is ample proof that a sizable percentage of wives became infected
after their husbands entered the study.”®® Even then Nurse Rivers maintained
that “it was always the policy of the V.D. Control program in Macon County
to treat any infected wife or child of the study participants.”® By the time
the cpc finally counted, 89 out of the 180 wives who were still alive and were
tested were positive on the serologies, although some of them could also
have been treated and remained seropositive.'”! Nevertheless, this number is
sobering to consider.

The effect on the children is even more complicated. The cpc “guesti-
mated” that the syphilitic participants “had a total of 1035 children,” aver-
aging 3.13 living children for each man.'”> Of the 68 records that indicated
examination of the children, only 4 were treated before the Study ended.
This does not tell us how many of these acquired the disease through their
mothers, however, or whether their mothers became infected through their
fathers.

Some of the physical and emotional toll for the families emerged after
1972, as did the pain of even discussing it. In September 1973, more than a
year after the Study became public and the “initial examinations and treat-
ment of the consenting participants . . . [had been] nearly completed,” the
cpc turned its attention to “identify[ing] any spouses or children who might
have been infected as a result of not treating infected study participants.” In
the lawsuit, Gray collected affidavits from at least one wife who claimed her
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syphilis and that of her child came from the lack of treatment of her hus-
band.'”®

As the lawsuit was playing out in 1973, the cpc realized that it was im-
possible to gain “adequate medical history” from the wives and children of
what the cpc believed were “439 syphilitic study participants (whether now
dead or alive)” so as “to distinguish a congenital infection in a ‘child, at-
tributable to withholding treatment from a father, from an acquired infec-
tion having no relationship whatsoever to the infected father.” Sencer, the
cpcC’s director, recommended that anyone positive (regardless of how they
acquired the infection) be treated and provided with comprehensive lifetime
medical care, given all the complications that syphilis could cause, a policy
he believed would possibly mean federal responsibility for “75 spouses and
150 children” for the rest of their lives.'* In trying to argue its side in the
lawsuit a year later, however, the cpc’s lawyer claimed that “how and when
they had contracted or discovered they had it” would have to be considered
on a case-by-case basis.'”® Sencer’s promise to treat every wife and child who
was positive prevailed. In the end, this “lifetime benefit” of medical and then
health benefits went to “22 wives, 17 children and 2 grandchildren.”**

Confusion over what happened to the women continued. Three years
after the Study ended, a prisoners’ rights group in Philadelphia was querying
why the Study had been done only on “black women.” Once again, Sencer
explained that women “were excluded [from the original Study] . . . to pre-
vent occurrence of congenital syphilis.” And he declared that “the women
... found to be infected were offered treatment, as were all the males with
recently acquired infections.”'®” Bill Jenkins, the cpc epidemiologist who
tried to have the Study stopped in the late 1960s and who then ran the medi-
cal care program for the survivors and their families, more openly stated
twenty years later that “some family members became so distrustful of the
Government that they refused to be tested for syphilis.” And, as a reporter
looking into what happened to the families found, “no effort was ever made
to track down sexual partners of the men, other than their wives.”**®

Being caught up in the Study’s vise became part of narrative explanations
for illnesses. Children of infected wives who developed chronic ills some-
times blamed the Study. Men and women who had been to the Rapid Treat-
ment Center in Birmingham thought they had been given syphilis rather
than treated for it. Individuals who had lived in Macon County at some point
between 1932 and 1972 wondered whether they had been involved in it. Until
the actual names became public in the late 1990s, and even after that, the
Study functioned as an explanation for a wide variety of health problems.'®
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Victims to Survivors with “Quiet Courage”

“We are all full, red-blood American citizens, full grown men,” Herman
Shaw declared. “They should have told us.” Albert Julkes Jr., the son of one of
the men and the nephew of two others, recalled, “I listened to my father talk
about this . . . and what sticks out is the falsehoods that they were told.”"*’
His Uncle Warren, Julkes remembered, “spoke very little” about the Study.
But he knew “he was cheated through trickery and [hurt] for others to know
that. Uncle Ephrom didn’t feel as tainted.”*"

In listening to what the men said, one senses that the assault on their sense
of self was almost worse than what might have happened to them physically,
a betrayal that was deep and abiding. It did not matter whether they were
controls or syphilitics: they all felt that they had been “had” and harmed.
On a video documentary, even decades after it ended, Ernest Hendon, a
control and the last man in the Study to die, captured this sense when he
said, “I never could understand what it was about,” as the camera panned
his fingers moving achingly back and forth against one another."? For these
churchgoing, aging, and primarily married men, it was clearly difficult to
answer these strangers who descended upon them to ask the most personal
of questions and to tell them that they had been lied to and deceived for de-
cades.

Searching for men to make the story real, the reporters wanted to know
what it felt like. The initial media blitz was a shock, and the individual men
who had been identified were mortified by the attention. Who would want to
fit either stereotype— of a sexualized black man or of an innocent who had
been taken advantage of by his government? Johnny Ford, Tuskegee’s first
black mayor, who had risen out of the community’s working class, decried
the Study as an issue in his first campaign in 1972."*> As writer Tom Junod
found by 1993, “It is hard to meet a person in Tuskegee who did not have
some acquaintance, by friendship or lineage or simple proximity, with one
of the men involved in the Study.”"** Their community, their Tuskegee —with
its proud history of the institute, the science of George Washington Carver,
the World War II airmen, and as the site of the gerrymandering Supreme
Court case, a major fight over school desegregation, and the birthplace of
civil rights icon Rosa Parks —began to mean something very different in the
American vernacular.

It was not easy to acknowledge involvement. It would take several years
before all the survivors could be found and even longer to find the nearly
6,000 heirs who would receive some of the settlement money."* Not every-
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one wanted to be part of the lawsuit, however, nor wanted to have the free
treatment that the cpc finally began to offer."® Even in 1972, decades after
the campaigns to make it at least acceptable to discuss syphilis, this was not
personal information anyone wanted discussed.

Asked if there was a negative reception to the men in their communi-
ties, attorney Fred Gray wrote: “Few adverse reactions were reported to me.
... The men themselves were generally accepted without stigma.”'"” But
Dr. Howard Settler, a Tuskegee ophthalmologist who had been seeing men
with the ocular complications of syphilis, reported in 1972 that “his patients
have great personal pride and consider the diagnosis of syphilis stigmatiz-
ing” In setting up a treatment program, Settler argued, “any program . . .
must be structured in a manner such as not to make apparent to the com-
munity any distinctions of persons clearly identifiable as part of the Tuskegee
Study.”"*® They developed, in taking on the lawsuit, what Tuskegee’s mayor,
Johnny Ford, labeled “quiet courage.”"

Others remained angry or made their peace. Interviews with the men’s
families provided example after example of how the men had been harmed,
even if their stories did not match up to the medical records. Their relatives’
participation explained to them why a man could “no longer hold his water”
or became blind or short of breath.*® Albert Julkes Jr. admitted that mem-
bers of his family did not accept the attention his public discussion of the
Study had brought.”*! Others wanted to know if their homes could become
historical sites because of what had happened or saw this as fitting with other
racist experiences, as they came to terms with the past.’*?

There was anger over deaths and illnesses that might have been prevented,
but there was also the sense of betrayal by a government that had failed
them. Herman Shaw talked about how they had thought that they were
being treated and were being of service to something bigger than themselves.
Charlie Pollard, having spent years in the civil rights struggle, understood
what had happened in racial terms: “The white people worked against Tuske-
gee all their lives, all their lives you know about it, you know.”'** As the story
then spun out, the men became every southern black man, their individu-
ality lost and the crimes against them a measure of the depth of American
racism.

As the story was told over and over, only the numbers kept being repeated.
Any complexity of what might have happened —how some of the men might
have gotten to treatment, the stages of their disease, the medical debate over
penicillin for late syphilis, or whether they even had the disease—dropped
away. “Tuskegee” became a metaphor, not an individual experience.** As
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aging victims of the Study, their sexuality became hidden and their agency
denied. As Albert Julkes Jr. would claim, “We can no more forget this than
we can forget slavery because it was just an atrocity in these United States.”'*
And as historian Walter Johnson has argued for slavery, there was the “will-
ful incapacity . . . to imagine a world in which enslaved people were anything
other than the often fragile, sometimes resistant, but ultimately disposable
vessels of slaveholders’ [or in this case the doctors’] desires.”¢

Only with the documentaries that began to appear in the 1990s did some
of the men resurface. Only with the federal apology in 1997 and the publi-
cation by lawyer Fred Gray a year later of all their names did they become
individuals. When the state of Alabama expressed its regret for the Study in
2001, a reporter asked Ernest Hendon, then 94, “how he felt about being a
victim of the study.” He replied, “I survived. That’s good.”"*” By then, as in
any group recovering from historical and political trauma, the men—both
living and dead—had stopped being victims and had become survivors or
participants. Only when what happened to them could be discussed did
parts of the trauma begin to heal. But the pain and anger never really went
away.””®

No matter what the truths, the story of the men’s “use and abuse” was
spread widely, and the men would become linked to the larger story of black
experiences in America. Herman Shaw put it clearly: “We want to be re-
membered.”*”® The question became, however, in what way? Meanwhile, the
doctors would only be remembered as monsters whose moral compasses

had failed.
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Why and Wherefore
The Public Health Service Doctors

If the Study’s subjects and controls meld into one seemingly abject
black man, the doctors become one amoral white man. Their military out-
look and willingness to condemn others to death and debility is underscored
by their formality in photographs, whether they are dressed in PHs uniforms
with epaulets and brass buttons or are standing ramrod straight in business
suits. Knowing about the Study, it is easy to read into their faces and stances
an ethical myopia and a distance from the lives of the black men in work
jeans whom they dealt with.!

With so many different doctors in and out of Macon County over the
Study’s forty years, it is hard to keep track of who came when, what they
did, and why. All of them were focused on public health, not just medical
research. Their culture required constant triage, political maneuverings, and
the reality of limited funds. Rendering syphilis patients “noninfectious” and
then cured if possible was the public health mission transferred from the
realm of treatment to shape the questions for research. The ways in which
“race” was read into the data, the research and treatment questions that
syphilis posed, and the available treatment and resources changed over the
Study’s forty years.

Simply thinking of these doctors as following orders from the state and
as blinded by the demands of science keeps us at a distance. It stops us from
delving into how racial beliefs, medical uncertainty, and public health im-
peratives rationalize and transform one another. Exploring the meaning of
research for public health, not just as dedication to science, gives us more
insight into the doctors’ thinking and the construction of their ethical sensi-
bilities.



The increased findings from outside the Study that inadequate treatment
could limit contagion and that sometimes not treating made sense affected
their judgment. As the Study was beginning, a leading syphilologist re-
minded his colleagues: “The great ailment of modern syphilological practice
is a lack of comprehension of the why and wherefore rather than the ‘what
to do.”? It was this “why and wherefore” that was supposed to be answered
by the Study.

The Hopkins Imprimatur

If the Study required the thinking of the “best men,” then Joseph Earle Moore
at Johns Hopkins University Medical School was one of the best of the best.
Born in 1892 and trained at Hopkins, he became a close friend of Surgeon
General Thomas Parran and a leading syphilologist. Moore’s World War I
army experiences turned his interests from psychiatry to venereal disease,
and he gave his life to the study of syphilis.” He reflected: “But syphilis! —
here was an infectious disease of most fascinating interest. . . . Its exquisite
chronicity made it a problem . . . from womb to tomb, or from sperm to
worm.”* From 1929 to 1954 he headed Hopkins’s famed “Department L,” the
euphemistic name, which he hated, that had been given the syphilis clinic on
the assumption that the scientific name “lues venerea” would be known only
to medical professionals and would thus hide its purpose from embarrassed
patients.” Moore was considered, historian Harry Marks writes, a scientific
“taskmaster” focused on studies whose “methodology” was above reproach.
Anything less than the strictest research standards to Moore “was morally
unacceptable.”® His colleagues recognized his love of research and sent out
a list of his publications, “in lieu of cards,” when he died in 1957.

A respected, exceptionally productive, and competitive academic re-
searcher, Earle Moore, as he was known, was also remembered for his suc-
cessful efforts to integrate Hopkins medical elite by supporting the granting
of staff privileges to black physicians.® He was convinced from his research
that, as he so famously wrote the pus’s Taliaferro Clark in 1932, “syphilis in
the negro is in many respects almost a different disease from syphilis in the
white.”” He was relying on his own research as well as on a massive analysis
in 1930 by colleague Thomas B. Turner of 10,000 cases from the Depart-
ment L data, which concluded that racial and sex differences were visible in
the disease.® The Hopkins numbers argued for greater cardiovascular com-
plications in blacks, but Moore was also part of a debate on what might
cause the various neurological symptoms in whites or blacks. He wanted
more data.
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Moore’s focus was on latent syphilis, and he believed that those at this
stage did not always do “so badly.” Decades after he began his research and
clinical practice, he declared: “At best, it is probably that he [the latent syphi-
litic] has only 1 chance in 4 of developing any serious trouble; at wors[t], not
more than 3 chances in 10.”" In the late 1940s, he supported a reanalysis of
the Oslo Study data. It led to the conclusions published in 1955 that it might
be closer to 4 chances in 10, but that nearly 6o percent of “untreated syphi-
litics went through life with little or no inconvenience as a result of the disease
[italics in original].”*?

Moore became concerned that all the heavy metals might make things
worse. In a study of “long-term results” in his own clinic, he and his col-
leagues argued that in both black and white men and women “prognosis of
truly latent syphilis is exceptionally good with relatively small amounts of
treatment” and that perhaps all the drugs they gave were overwhelming their
patients’ bodies. Moore thought, before penicillin became available, that “a
long standing infection in man cannot be eradicated, biologic cure cannot be
achieved, by means of any form of treatment so far developed.”** He shared
fellow syphilologist John R. Stokes’s concern over the importance of finding
out “when and under what conditions inadequate treatment produces the
strikingly satisfactory effects that it sometimes does.”**

Moore believed wholeheartedly in treatment but wanted to make sure
that it was the right kind and amount. As one of his memorialists described
him, “Earle became a skeptic . . . early in his career” and always looked for
evidence, even if it countered orthodoxy.” He began to be concerned that
there was overtreatment, not undertreatment, especially for those in the la-
tency stage, and that even small amounts of the arsenical drugs taken at the
earliest stages could both stop infection and protect individuals later. He was
aware of how differently individuals reacted to the drugs—cured in one case
and not in another.

Even before the Study, Moore knew syphilis had to be a “life work,” be-
cause researchers had to follow their “clinical material” through death and
autopsy. This was the only way a researcher could escape the problem of “too
many philosophical papers and not enough facts.”'® He knew it was difficult
to keep patients coming back to the urban clinics for months at a time for
treatment, let alone for years of follow-up, yet he seemed somewhat oblivi-
ous to the question of why. He expressed annoyance, for example, when a
man in his clinic with neurosyphilis who kept vomiting from the drugs and
who had had his skull drilled into on both sides chose not to stay in treat-
ment.”” Only a study that would “follow over a period of many years a large
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series of patients who have never received treatment,” he thought, would
tell them the disease’s natural history, what was reinfection or relapse, and
what could safely be left alone.”® Although the textbooks repeated the early
Oslo information as medical gospel, leading syphilologists were aware that
the data were more muddled. And, as Moore declared in 1944, “only with a
knowledge of the natural evolution of any disease process if untreated can
one be sure that any type of treatment is successful in ameliorating the con-
dition.”"

The pHS’s offer to provide “more facts” through the Study must have in-
trigued Moore’s research mind and captured his great desire for more infor-
mation.”® In advice to the pHS’s Taliaferro Clark, Moore laid out the elements
of a good study, from sample size to demographics to specifics of the exami-
nations and tests.”

Moore continued to be intrigued by the Study, even if there is some evi-
dence that he doubted its scientific rigor. He assisted in the reading of the
x-rays on the cardiovascular complications, adding his expertise to their
analysis and questioning the findings. He continued to train some of the
pHS men who were sent to Tuskegee. Despite serious misgivings on the sci-
entific validity—in particular of the Tuskegee va Hospital’s J. Jerome Peters’s
paper on the autopsy results and his reading of the x-rays—Moore eventu-
ally published several of the 1950s Study reports in the medical journal he
edited.* He must have had his doubts about the “morality” of the research
methods, however, since he never cited any of the Study articles in his major
textbooks.”

The issue of not treating or of lack of consent did not seem to have troubled
Moore, since it was assumed that good researchers would know best at the
time. During World War II and as the chair of the National Research Coun-
cil's Committee on Venereal Disease, Moore supported giving gonorrhea to
prison volunteers to study “chemical and chemotherapeutic prophylaxis” of
the disease, in part because he and his committee did not think “inmates of
‘institutions for the feeble-minded or insane’ could offer meaningful consent
to such a study.” The debates he was part of during World War II thus make
clear that the medical researchers knew this kind of deliberately infecting
study could be “potential dynamite for those sponsoring it.” They did think
about what would count as “meaningful consent.” But, as historian Harry
Marks makes clear, they saw the politics of doing it a “public policy” issue
but that it was up to the scientists to decide if it was “necessary.”**

Moore, too, was tentative at first about penicillin and was probably aware
that the Study was indeed what the pHs called “the last chance” to follow
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this many undertreated men, however flawed the work.** Penicillin posed a
problem for Moore’s life work. His skill as a diagnostician and researcher was
wedded to syphilis as a chronic and complicated disease. The pHs research-
ers noted to one another a decade after his death that Moore had tried to
stop the publication of the major paper on the seemingly miraculous killing
effect penicillin had on the spirochetes that caused syphilis. But he did finally
write about penicillin and syphilis as he revised his major text and turned his
research attentions to other chronic illnesses.*®

Even in 1956, as penicillin use became widespread and the year before he
died, Moore waxed nostalgic over what was never learned about syphilis as
the debate over the specifics of treatment continued in the literature.”” He
told a group of British physicians: “The biologically minded clinician regrets,
however, that syphilis seems to be vanishing with most of its fascinating and
more fundamental riddles still unsolved.” Among the concerns Moore listed
was “why do race and sex modify the course of the infection?”*® Even with
penicillin, Moore believed there still was “the impending loss of a partly won
war against venereal disease.”* The link between the need for scientific in-
quiry on a complex disease that posited such seeming differences intrigued
Moore through his entire lifetime. In turn, his interest gave the PHS connec-
tions to the country’s major medical school and support, even if not always
positive, to the Study’s continuation.

“The Boss and General”: O. C. Wenger
If Moore’s fascination with syphilis was with the facts and research, Oliver
Clarence (O. C,, as he signed his letters) Wenger of the PHs was concerned
with more practical matters: how to deal with syphilis in the field. Although
he was never actually in charge of the Study, Wenger provided it experi-
enced leadership and medical expertise throughout the 1930s. Wenger was a
logical choice to do this, as he was the pHS’s most knowledgeable and “very
conscientious and hard working” syphilologist on what he once described
as “the regulation and control of the venereal menace.”*® Wenger would be
sent numerous places during his career— Mississippi, Alabama, Arkansas,
Illinois, Colorado, Puerto Rico, and Trinidad —to do battle on the pus’s be-
hest against syphilis.

It is Wenger’s words about the Study, “as I see it, we have no further
interest in these patients until they die [underlining in original letter],” that
symbolize the PHS’s callousness.” Wenger’s toughness and use of racist and

» «

derogatory language (“darkey,” “colored,” “ignorant,

» «

unmoral and prodi-
gal,” “sex appetite”) creates a sense of a coarse man who would not have
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cared whether or not black people were treated.” It is his brusqueness, for
which he was well known, that epitomizes the hardened verbal racism of the
PHS physicians. But such language does not capture his concern to eradicate
syphilis in black communities.*

Wenger was born one of seven children, to a German American family
in St. Louis on September 2, 1884. He went to medical school at St. Louis
University in 1904 with the support of a doctor uncle and “much against
the wishes of his father, who proposed that all his sons would follow in the
machinery manufacturing business.” After a few years in hospitals and the
health department in St. Louis, he took the U.S. Civil Service examination
and became a medical inspector in the Philippines Constabulary between
1912 and 1915. He learned early to work in conditions that were “primitive”
and with people who did not share his view of medicine, as he was part of
what was described by a fellow officer as “a unique and successful application
of the principle of employing native infantry, officered by white men, in the
subjugation of their own tribesman.”** When he married upon returning to
St. Louis, he tried private practice but clearly had neither the temperament
nor the interest for what he thought of as “too tame . . . too confining.”*

While in the army during World War I, as did Moore, he worked on
issues of control of venereal disease in military bases in the United States
and Europe. Joining the pHs after the war to continue the work on such dis-
eases was a natural next step. Wenger had worked in conditions that would
make the rural South seem tame. By the time he was sent to the South, he
had already survived amoebic dysentery and malaria.

His pHs superiors, noting his stutter, “rough manners,” and less than aver-
age rating on “tact,” detailed him to a national survey in 1919 and then sent
him to set up a clinic for indigent venereal disease sufferers in Hot Springs,
Arkansas. Known as “the boss” or “the general” at the Hot Springs clinic,
Wenger arrived at 5 A.M. and worked continuously, knew how to get tables
built from lumber scrounged from other sources, and barked at patients and
workers alike when, his daughter remembered, “things went against his di-
rection.” Patients were kept in nearby institutions, segregated by race, or
found themselves on the streets or in “leased hotels and rooming houses” as
they waited out what were initially yearlong treatments.*

Wenger knew how hard it was for the poor to get the drugs and care they
needed. Over the fifteen years he spent in Hot Springs (1921-1936), he saw
over “36,000 cases of syphilis.” He began by “mixing the arsphen[a]mine
in a wash basin and boasting of only one ten c.c. syringe,” but by the mid-
1930s he had worked with local physicians to build what became a “modern”
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center for venereal disease care.’” Wenger had seen both the demand for
treatment and the difficulties and expense of providing it. Like generations
of physicians who have worked in under-resourced parts of the world, he
was constantly making do and trying to determine who to help and how.*®
It was under Wenger’s direction that the rapid treatment model, of provid-
ing drugs on a daily basis for a few months, came to be used.*® And the pHs
brought him into Mississippi in 1927 to survey syphilis in black commu-
nities. It taught him how to “march . . . into Negro churches” and to offer
“FREE BLOOD TEST BY GOVERNMENT DOCTORS AND FREE ICE WATER”
to obtain his patients.*’

When the Rosenwald Fund money came through in 1930, Wenger was
the obvious man for the pHs to call to begin the mass serological surveys
and treatments throughout the six southern counties. He understood the
necessity of using epidemiological findings to prove that there was even a
problem. He knew how to draw blood under an oak tree and get it stored on
ice until it could be shipped properly and how to make those who worked
with him do what he wanted. He shared a belief, as one physician called it, in
the “ritualistic orgy of bloodletting,” which was a hallmark of mass testing.*'
“My idea of heaven,” he is supposed to have said, “is unlimited syphilis and
unlimited facilities to treat it.”*?

As a public health man, he came to the campaigns against syphilis with
enormous energy and the faith of a true believer on a crusade. If Moore’s
dedication was to the god of medical research, then Wenger’s was to the
public health deities. Writing about Wenger in the late 1930s, the president
of the Chicago Board of Health declared: “He has . . . what amounts to a
feeling of evangelism and belief in his work for humanity, giving him that
dynamic power and inspiration which we must have to carry out our work
to a successful conclusion. Without that spirit all of the knowledge in the
world is of no avail.”** In the flamboyant language of microbiologist and
popular writer Paul de Kruif, Wenger is supposed to have called the disease
the “back-stabbing gangster among human pestilences.”**

Wenger’s primary focus was making sure the pHs treated those who
could spread syphilis. As Surgeon General Thomas Parran had argued in
1938, a few shots of neoarsphenamine could stop infections but not cure an
individual, serving as “a method of chemical quarantine which is as effective
in preventing spread from person to person as is the physical isolation of
a smallpox patient in a quarantine hospital.”** But Wenger, Parran noted,
understood the politics of treating: “Public health theory said, ‘yes. The old
syphilitic can’t hurt anyone but himself. Concentrate on the infectious cases
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and try to slow up the spread.”” But Parran deferred to what he labeled “the
practical psychology of Wenger,” who told him, “No. Treat the old syphilitic
with ‘rheumatism,” give him the painless mercury rubs. He will feel better
and will bring in the whole family for the treatment they need. Don’t forget,
they listen to their granddaddies.”*®

Thus, when Wenger was helping to organize treatment, he held the opin-
ion that giving mercury rubs to the older patients was a public health “loss
leader” to get to the real problem of those with infection.*” Even when the
Rosenwald Fund Demonstration Project was treating in Macon County, the
workers did not provide intravenous heavy metals to everyone; they used
only the old mercury rubs for those over 50 or with a 20-year history of the
disease. Parran noted, “It was not good enough but even so, many infectious
cases were eliminated and many person-to-person epidemics stopped.”*® As
with the urban clinics and in campaigns in both Chicago and Baltimore, the
focus was on the spread of the disease, not the treatment of someone who
had lived with syphilis for years.*” Even though there was an understanding
that treated individuals might have reinfection or relapse, the focus was pri-
marily on those in the early stages and keeping them in treatment.>

Wenger’s understandings of syphilis were steeped in his racial beliefs
about the prevalence of the disease. With more than a decade of experience
of both treating and field research before he came to Macon County, Wenger
saw syphilis as almost endemic to black lives.> It was this sense of “satura-
tion” that provided the rationale that made the research seem ethical and
necessary in the face of what we would now call “disparities.” It is not clear
if Wenger also shared in the eugenic beliefs that African Americans had a
racial propensity for the disease “located in the germ plasm” and that there
was a biological basis for the supposed inability to control sexual urges.” He
clearly assumed, however, that sexual pathology was part of black commu-
nities. Such understandings would help to ground his experiential sense of
the disease’s inevitability in poor African Americans.

As a public health physician with a venereal disease specialty, such ideas
would not have kept Wenger from thinking that control and treatment in
black communities were necessary. Making a triage decision to jump from
public health treating of syphilis to a long-term experiment that denied
treatment would not be such a big step. He agreed with the way Vonder-
lehr subsequently explained the Study to a local Alabama physician: “The
Public Health Service already has on hand records of a fairly large num-
ber of Negroes who have been both adequately and inadequately treated for
syphilis and it is our desire to use the untreated group now being examined
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in Macon County as a comparison to indicate the value of treatment.”** He
knew, as he would tell other pHs officials in 1950, that they were “not yet
finding and treating all of the cases” of syphilis in the country. The Study,
he felt, would let the “medical profession . .. ‘Know for Sure’ what happens
if the disease is not treated.”*® At the same time, he was well aware that in
Macon County they might have misdiagnosed some of the men. Writing
to Raymond Vonderlehr from his stationing in Puerto Rico in 1941, he told
him, “You will recall that while working together in Tuskegee we frequently
found false positives” because other diseases affected the blood tests.*®

His racist language and disdain, however, did not mean he fought to deny
care in every situation, as his later work on massive treating programs in
both Chicago and Trinidad attests. When he ran the pHS’s treatment cam-
paign in 1937 in Chicago he made sure that black people were treated for
syphilis, since he assumed that African Americans could not be relied upon
to use any form of prophylaxis. His “uncover and treat” Chicago campaign in
black communities would be based on the assumption of the need to instill
fear in the populace and power in the medical professionals to be allowed to
treat. Wenger exuded moralizing, as historian Suzanne Poirier noted in her
book on the Chicago effort, rather than acceptance of sexual behaviors and
prevention.”’

Wenger clearly saw that the Study would provide needed knowledge. He
argued continually for more thorough follow-up and new ways to track the
men. And, as a later report would document, he had every reason to be-
lieve that those in the Study with “acute syphilis and younger patients [were]
treated and omitted at the start of study.”*® The Study was not an ethical di-
lemma for him since it was on a continuum of seemingly good public health
practice.>

Although historians have debated whether or not there existed a sense of
“truth-telling and consent seeking” in the medical tradition at the time that
should have given the Study researchers pause, there were no structures that
required it when Wenger was involved in these pre-World War II years. Al-
though grand statements from major medical figures such as William Osler
and Richard Cabot had declared truth telling a central requirement in non-
therapeutic settings, the practice depended upon the researcher and institu-
tional practices. As historian Susan Lederer has argued, there was talk of, but
not regulation of, ethics in medical research.*

There were, in addition, legal precedents that gave the state the power to
do what it thought necessary to preserve the public’s health, even against the
will of individuals.® Within the history of research overseen by the surgeon
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general, most famously Walter Reed’s yellow fever experiments in Cuba at
the turn of the century, there was a written consent and an outcry when sev-
eral of those in the Cuban studies died after being deliberately infected.®® But
by the time the Study was organized, this knowledge had passed into lore,
but not policy.

Wenger clearly saw the work of the Study as part of his service to pub-
lic health and the men not as “citizen patients” but as citizen subjects who
could be drafted into these roles by the state.”> In doing so, Wenger and the
other PHs researchers were allowing what historian Rebecca Herzig calls the
“Imagination of science as a sovereign subject” to “reorganize . . . time—a
submerging of the individual’s present life for the sake of the envisioned
future of the collective body.”** Wenger knew he was hiding the nature of
the disease and the need for autopsies from the men in Alabama. Lumbar
punctures were not, he knew, “the special treatment” he had promised them,
and he understood the fear of autopsy in the community.®®

The trust that was set up was among the doctors on a mission for the
state, not between the physicians and the men. As in other national contexts,
“useless bodies were rendered useful by being made usable in the national
project of regeneration.”*® Wenger, ever the public health man doing battle
against syphilis as a bacterial foe, never seems to have doubted the impor-
tance of what was being done, even when he knew how flawed it had be-
come. Deception, when needed, could be harnessed to this cause.

The Post-Penicillin Explanations
When the pHs’s John Mahoney and his colleagues made their announce-
ment at an American Public Health Association meeting in October 1943
that penicillin could cure early syphilis, excitement that a few injections
might end such a centuries-old scourge was “overwhelming” and “the audi-
ence burst into cheering applause.”®” But many of the older syphilologists
were not so sure. What about reinfection? Could penicillin be used as a pro-
phylactic? What about the dangers of the Herxheimer reaction, when the
dying spirochetes produced toxins that might prove more dangerous than
the dormant disease? “A decade or more [would be required] to know what
penicillin does in syphilis,” because the disease’s “chronicity” meant that
“longer periods of experimentation and observation” were needed.®®

The Study’s leadership in the search for facts in the post-penicillin era
fell to two men—John C. Cutler and Sidney Olansky —men with differing
temperaments and backgrounds. Born in Cleveland in 1915, Cutler trained
at Western Reserve University Medical School, graduated in 1941, and joined
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the PHs a year later during the war. Sent first to the PHs’s Venereal Disease
Research Laboratory, he went on to do research in Guatemala and then in
India. He completed his career as an international health expert on steriliza-
tion and family planning and as professor of population studies at the Uni-
versity of Pittsburgh’s Public Health School. As Cutler aged, he developed
white hair, a pinched visage to go with his piercing blue eyes, and a matter-
of-fact doctor voice.*’

Olansky, the son of Ukrainian immigrants and two years older than Cutler,
did not so easily find his way to medical school after his undergraduate days
at New York University. Turned down by Columbia because of its Jewish
quota system, he went to medical school in Glasgow, worked for the pHs
in Panama during World War II, and then in the rapid treatment centers.
By 1950, when he was tapped to lead the Study in Tuskegee, he was running
the Venereal Disease Research Laboratory for the pus. Olansky remained in
charge of the Study until 1955, although he recalled that he actually went to
Tuskegee only twice. He went on to teach at Duke University and then to a
major professorship at Emory in dermatology. He served for two terms as
president of the American Venereal Disease Association and retired into pri-
vate practice with his doctor sons until he died at age 94 in 2007.”° Olansky
looked more the genial family doctor, with wide cheeks, a boyish giggle, and
a bowtie.”!

Olansky’s name appears on half of the Study’s thirteen published reports;
Cutler’s appears on two. Their articles provide a narrative that hid the Study’s
fault lines. In one article, they documented that half of those in the Study
who were assumed to have syphilitic aortitis before autopsy proved not to
have it once their bodies were examined, but this did not lead to questioning
of the analysis.”* In other research, Olansky concluded that it was very pos-
sible to misdiagnose syphilitic cardiovascular disease.””

Despite written claims that the Study had not been changed by the “anti-
biotic era,” Olansky and Cutler knew by 1955 that 7.5 percent of the men had
been “adequately” treated and that another 22.5 percent were “inadequately
treated.”” They argued that the treating really did not “defeat” their data,
although it was obvious that it already had.”® Although their data could have
supported a narrative of defeat and confusion, they refused to read it that
way. Instead, they manipulated the statistics, leaving out the undertreated
and treated men to claim that nothing had changed.

Olansky’s reports reveal the commitment to timelessness. Charles John-
son’s 1930 sociological survey provided the explanation for conditions in
Macon County, even though it was now twenty-four years later, and Olansky
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would argue, after just short visits, that the men lived their lives in the same
conditions with the same views of health care. To be sure, the poverty was
still widespread and access to medical care was still difficult. Yet he did not
analyze the difference made when the younger men moved to urban centers
and when doctors treated others.” The pHs needed for time to stand still in
the Study, and Olansky’s reports emphasized this understanding.

Olansky assumed that the men in the Study were not being harmed. He
explained in his articles and told the worried Count Gibson in his letters that
he believed that the men were being cared for by Nurse Rivers and were sent
to treatment when they needed it (just not for syphilis) and that they were
better off than other African Americans.”” Olansky labeled them “volunteers
with social incentives,” suggesting that he was ignoring what the incentives
meant or that he did not know how they were recruited.

Difference was always the desideratum. When the Norwegian physician
who reexamined the Oslo data was brought to Tuskegee, in 1955, Olansky
wrote, “He saw, first hand, the remarkable socioeconomic and racial differ-
ence between the rural Alabama Negro farmers and the fair-skinned Nor-
wegians whom he has been studying.””®

Research mattered to both Cutler and Olansky, and their other medical
research provides a way to view their commitment to the Study. “Research is
the root from which effective control springs,” Cutler told a group of public
health nurses.”” Olansky and Cutler, both of whom spent more time at the
Venereal Disease Research Laboratory and on other research than in Tuske-
gee, seemed comfortable letting the men become data to measure against
all the other research being done on penicillin, reinfection, and necessary
treatment.*

Their knowledge of the debates over penicillin’s usefulness in latent cases,
especially in older patients, must have allowed them to believe that continu-
ing the Study was acceptable. Discussions of studies done elsewhere, includ-
ing their own, showed that the spirochetes persisted even in the face of “mas-
sive doses” of penicillin. Such research gave scientific validity to arguments
that treatment at this point would not matter, even when the findings of their
own studies often argued for treating.*'

Cutler and Olansky were part of another infamous study, at New York’s
Sing Sing prison in 1955.*> Concerned with examining both the problem of
reinfection and penicillin’s power, the Sing Sing researchers inoculated their
“prison volunteers,” some of whom had previously been treated for syphilis,
with a very high level of the disease’s spirochetes, watched for four months,
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and then provided penicillin. Other inmates, who had syphilis but had not
been treated while in latency, were also watched to see if they reacted to the
new disease challenge.

The Sing Sing study concluded that men who were left untreated with low
levels of infection in latency could not become reinfected with contagious
forms of the disease and were “resistant to superinfection.”®* The Sing Sing
findings were meaningful: not treating during latency could protect new in-
fections from occurring and preserve an individual’s immunity to another
bout of the contagious stage. Nontreatment could be a cure, not a problem.
Explaining these findings ten years later, Olansky would write, “If treatment
is given after latency is well established or if the patient remains untreated,
considerable immunity to reinfection may remain [italics added].”** Even
now, the Sing Sing data is used to show that “latent syphilis is associated with
a strong and long lasting state of immunity and that active infection helps to
maintain such resistance.”*®

Olansky’s and Cutler’s other research made it possible to carry these
kinds of dual thoughts: 1) treatment would cure neurosyphilis or stave off
cardiovascular disease; and 2) no treatment could prevent reinfection. Other
research begun to study penicillin’s limits, after the initial excitement in the
1940s, allowed this kind of duality of thinking to persist. Cutler did work on
the Herxheimer reaction after the discovery of penicillin and was aware of
the dangers of treatment.®

At an international conference in 1962 in Washington sponsored by the
PHS, researchers were startled to learn “on the basis of these experimental
findings that any amount of a penicillin treatment is unable to destroy all
treponema if administered at a late stage of the infection.”*” In 1969, just
before the discussion on continuing the Study took place at the cpc, yet an-
other study on black patients in Alabama concluded that “there is good rea-
son to believe that even sub-curative doses of treponemicidal drugs admin-
istered in the early phase of the disease will prevent serious cardiovascular
aftermath.”®® In the face of these debates and research and their knowledge
of how long the men had been infected, it was possible for them to have be-
lieved that penicillin would do little good.

Cutler’s and Olansky’s commitment was to the Study as a scientific en-
deavor. Olansky expressed this almost romantically in 1955 when he declared:
“A quality of dedication to the ideal of a long-term study based upon love
of and respect for the dignity of the individual within the group, and upon
the satisfaction of making a single, valuable contribution to the increment
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of knowledge, without concern for credit, is fundamental and must exist in
the research team.”®” Faced with strong group dynamics and a sense of im-
portance, medical uncertainty allowed the Study to seem critical.

The Defense Continues

It is painful but possible to understand why these doctors defended their
views in the 1970s after the Study was made a media spectacle. But how
could they take the same positions twenty and thirty years later?*® In the
1970s, most of the defenses these doctors mounted focused on how hard it
was to keep patients in the treatment programs before penicillin and then on
the view that penicillin would have made no difference to most of the men
with cardiovascular complications by the time it was available.”® Although
some of the remaining pHs researchers continued to defend the Study when
historian James H. Jones interviewed them in 1977, most of them had been
silenced by the clamor against them.”

The twentieth anniversary of the Study arrived in the early 1990s, amid
growing discussion about the distrust of medicine and the widening A1Ds
epidemic in the black community. ABC’s Primetime Live and PBs’s Nova re-
visited the story. Reporters went out to find both the surviving participants
and the doctors. ABC’s Jay Schadler first found the congenial “Dr. Sid,” with
his smiles and bowtie, still in practice in Atlanta with his sons. Then George
Strait interviewed the cheerful Olansky and the more dour Cutler for pBs.
“We’re dying off, and we’ve borne this burden for years,” Cutler told an
Atlanta newsman, explaining why he agreed to the interviews. “We have an
obligation to tell our story. Tuskegee was undertaken for the highest ethical
reasons.””

In the Nova film, Cutler seemed angry that the Study had been, as he put
it, “grossly misunderstood” and that providing penicillin would have “inter-
fered” with it. He believed that the Study would have “improved care for the
black community.” He deeply opposed stopping it in the 1960s and kept to
this position into the 1990s.* For Cutler, as with Wenger before him, it was
the war against syphilis. And in war, he told a reporter, you know “some will
die. It’s in the interest of the total society. These men in Tuskegee helped us
learn how to treat syphilis among blacks. They were serving their race.” The
men served, he said directly, as “controls for the entire race.”*

Olansky, in “one nervous close-up after another,” was straightforward in
the Primetime Live segment. He told the millions of viewers that he had no
“moral doubt” about the conduct of the Study. Most of the questions focused
on how he saw the men, however, not the medical science. He recalled that
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they were “nice people” who were “not dumb just uneducated.” Their “illit-
eracy, he commented, meant they “couldn’t read newspapers” and did not
know what was happening. But, he thought, “the rural black fears not being
buried decently,” so they “got what they wanted.” When pushed by Schad-
ler to admit that the Study was racist, he refused and noted that if there
had been this much syphilis in a group of “hillbillies in West Virginia” they
would have done the Study there.

When Schadler demanded to know why Study doctors did not provide
penicillin when it became available, Olansky argued the science and that
the Study would have been “negated.” Schadler asked, “Wouldn’t you have
treated yourselves?” Looking more and more like a deer in the headlights,
Olansky replied, “I don’t know. . . . It is a trick question.” The program, as
edited, switched between interviews with participants Herman Shaw, Charlie
Pollard, and Price Johnson, with a quick cameo by attorney Fred Gray, and
then back to Olansky. After Herman Shaw talked about the pain and lack of
respect, Schadler asked Olansky what had been learned. “Syphilis isn’t too
bad a disease,” he replied.”®

Olansky seems to have been unable to explain any of the medical reason-
ing behind the Study’s failure to provide the men with penicillin, although
these thoughts may have been cut from the film as too complicated for a lay
audience. Six months after the show aired, Olansky told an Atlanta reporter:
“Penicillin was not considered because it would not have helped these men.”
But the ABc audience never heard this. What they saw was a seemingly
cheerful white doctor completely indifferent to suffering and without any
sense of how racist and callous his remarks appeared. Olansky knew he had
made mistakes on the show. “They made me look like a mad scientist and a
bigot,” he complained.

It did not stop there. Journalist Tom Junod profiled Olansky for an article
titled “Deadly Medicine” in the magazine Gentleman’s Quarterly, which was
published after the ABC segment. By then, Olansky had received “hate mail,
a bomb threat and angry phone calls.” Fliers about his role in the Study
were posted outside his office, and his name was taken oft the Dermatology
library in the department he had built up at Emory’s medical school. “When
I die,” he told Junod, “my death certificate will say ‘KILLED BY TUSKEGEE
sTUDY.”* To Junod, Olansky tried to explain that, for the participants, “the
damage was done” by the time penicillin came along. But Junod, too, made
his medical explanation seem a cold rationalization.

Only after Olansky and his family watched the Nova segment on the Study
did Olansky begin to put the pieces together about the deceptions. What
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he had ignored and thought was only a result of medical uncertainty be-
came more real. His son Alan then wrote a letter to Emory’s dermatologists
explaining that Dr. Sid “finally realized that the patients in the study were
deliberately and systematically deceived . . . [and] that the patients should
have been given penicillin.” It is not at all clear that Olansky changed his
mind because he understood that the medical thinking in the Study was
shaped by racial assumptions. But he did understand the deceptions, and he
thought they mattered. As the blurb on his practice website stated, with no
little irony, “Dr. Sid has many years of experience. He believes that patient
education is a vital part of therapy, and that an informed patient is most
likely to have the best outcome.”®®

Some of the younger PHs researchers involved in the Study did learn that
medicine and race had not been separated. Don Millar, a white southerner,
had come back to the cpc from the smallpox eradication projects in West
Africa because he wanted to be part of the civil rights movement. He headed
the cpc’s Venereal Disease Division when the Study went public in 1972. He
believed that the men had “burned out on syphilis and that the penicillin
would not have been helpful.” He also feared the possibility of Herxheimer
reactions. He had seen a fellow resident when he was in training in Utah get
into what he described as a “heap of trouble” when he gave penicillin to an
asymptomatic syphilis patient, who then died in the emergency room.

Millar began to perceive, right after the story of the Study broke, why
this kind of medical understanding would be buried in a racial uproar. He
was taken aside by colleagues in the Atlanta area who explained to him how
the Study was being seen in local black communities. He went to an event
at Atlanta University to discuss the Study as a representative of the cpc.
He “got” that it would be impossible to get the story “right” just on medical
grounds.”” Millar came to see that the interconnections among biological
assumptions about race, cultural assumptions about race-based behaviors,
and medical exploitation could not be separated from medical ideas and
practices.

David Sencer, the cpc’s director, understood what had happened. “No
one wanted to treat from a medical standpoint since there was no hard and
fast rule about treating those with inactive tertiary disease,” he recalled in
2005, decades after the Study ended. “But if we stopped it [the Study] they
would not have been helped, they would have gotten none of the death bene-
fits.” But Sencer agreed that the pHs had not thought about the rights of the
men to make this decision, and once the story broke, he advocated saying

»100

what the doctors really thought and not just “spin.
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Medicine and Race, Racism and Medicine
“The Tuskegee Study” connected race, medicine, and racism. A belief that
the disease needed to be understood —and that it was different in whites and
blacks—began the Study. The public health practice of focusing primarily on
the infectious blinded the researchers to the problems of those in latency.
Questions about whether treatment was needed in late latent syphilis were
debated. Moore, who was sure they were overtreating, even before penicillin,
clearly influenced the thinking of those at the pHs.'* And the many studies
that came in as penicillin became more widespread brought a number of
concerns about whether giving penicillin mattered once the spirochetes had
buried themselves into various organs and tissues of the body.
Penicillin—in policy and in practice—was given out. But the pHS re-
searchers wanted to really understand the disease. The spirochetes they saw
swimming in their microscopes, even after penicillin was given to rabbits
and humans alike in numerous other studies, mattered to them as scientists.
This allowed them to rationalize the lack of continued treating in the Study.
The doctors failed to consider that assumptions about race had made
the Study seem both needed and “natural” to do in Macon County. Their
distance from the concerns of racism and mistreatment within the black
community blinded them to the ways that their medicine would be read.
They saw politics as something completely separate from medicine. Their
policies and the ways they thought about race’s seemingly biological impact
were built into their science, and their actions and public health perspective
kept them from thinking about the individual men. In the face of their con-
tinued belief in the Study’s medical necessity, they seared the image of the
amoral white doctor when faced with a black patient or subject into collec-
tive memory.
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Triage and “Powerful Sympathizing”
Eugene H. Dibble Jr.

“The results of this study will be sought after[,] the world over,”
Tuskegee’s medical director, Dr. Eugene H. Dibble Jr., promised Tuskegee
Institute leader Robert Russa Moton in 1932. Dibble’s words were to be pre-
scient in ways he could not have imagined.' Certainly he did not expect the
name of his beloved institution to be forever linked with ethical failure and
racism in research. Dibble understood the ways of Tuskegee Institute to
his core, and he used his position to cajole, organize, and provide for those
under his care. As an indefatigable race man, Dibble devoted his life to im-
proving health care for all African Americans. Why then would he agree to
the Study?

No one ever asked Dibble this question publicly, because he died in 1968,
four years before the Study made national news.” Those who have tried to
explain Dibble’s position either fall back on the assumption that he knew
nothing—another duped innocent in a clear black-and-white story—
or else paint him as a race traitor or accommodationist willing to sell out
his patients for professional advancement or misguided values. In reality,
Dibble’s motives remain a mystery. Was he, as Tuskegee Institute’s founder is
seen, “both ‘sage’ and ‘wizard’; shrewd and candid; selfless and self-centered;
race man and race traitor?”*> A naif he was not: the surviving letters make
it clear that Dibble understood what the Study was about and supported it
until his death. The pHS wrote to him, and to Nurse Rivers through him, for
nearly four decades. His “why and wherefores” for participation in the Study
demonstrate the tie between racial politics of the seemingly possible and
medicine.



Son of the South

Eugene Heriot Dibble Jr. spent his entire career at either the Tuskegee Insti-
tute hospital or the va Hospital where the men of the Study were examined
and autopsied. He arrived in 1920 when he was 27 years old, following his in-
ternship at Freedmen’s Hospital in Washington, D.C., to become the assistant
to medical director John Kenney Sr. at Tuskegee Institute’s John A. Andrew
Memorial Hospital. He left “John A.,” as it was known in the community,
to spend two years at the va Hospital in the early 1920s. When Kenney de-
parted in the mid-1920s, Dibble returned to John A. to replace Kenney as
the medical director. Dibble stayed until 1936, when he left to run the va
Hospital for ten years. In 1946, he returned finally to John A’s leadership,
keeping this position for nearly two decades, until shortly before his death,
when his worsening cancer forced him to retire. He saw the hospital through
the depths of the Depression and into the civil rights era.

This “son of the South,” as Howard University labeled him when he was
given their Alumni Award in medicine, was born in Camden, South Caro-
lina, in 1893, educated at Atlanta University and then at Howard’s medical
school, and took postgraduate courses at Harvard.* Dibble came from a dis-
tinguished and prosperous black family with a history of several genera-
tions of literacy and education.” In 1926, Dibble married Helen Taylor, the
daughter of m1T’s first black graduate who was also the illustrious architect
of many of the Tuskegee campus buildings.® This wedding linked Dibble to
the faculty aristocracy.

A chain-smoking, tall man with a determined face and tired eyes, Dibble
was a force to be reckoned with in the medical world, both in and outside of
Tuskegee. Striding around his hospital, he was “affectionately known as the
doctor who each night puts to bed all patients at the hospital . . . and returns
the next morning to greet patients with a cheerful smile.”” His was an es-
teemed presence, hard to ignore, and he inspired deference and respect. “Dr
Dibble is a wonderful man—just the kind of doctor I like—he’s powerful
sympathizing,” Macon County resident Irving Harris told an interviewer in
1930. Three decades later, a former patient sent a few dollars to his hospital
as a contribution and wrote: “We just love Dr. Dibble. One indeed has to be
very human to earn that phrase.”® He could also be difficult, but he respected
those who could argue clearly with him.’

As with all the other Tuskegee faculty and staff of his time, Dibble spent
his life within the confines of a strict segregation system. Lynching was the
starkest reminder of the danger. Just months before Dibble came to Tuske-
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gee, two black men were lynched in nearby Montgomery County, another
just after Dibble took the institute position. There were thirteen recorded
lynchings in Alabama in the years between Dibble’s arrival in 1920 and the
beginning of the Study."® Dibble was on the campus when the fight over the
va Hospital erupted and the Ku Klux Klan marched." When the Reeltown
shootout between sheriff’s deputies and the organizers of the Sharecroppers’
Union occurred, Dibble treated one of the injured sharecroppers and was
then quoted in the local paper as explaining the man’s actions. It was to be
just one example of Dibble’s role as a racial spokesman, translating actions
of the black working class to the white world."?

Despite his education and authority, Dibble, as with every other Afri-
can American in the county, dealt daily with the culture of humiliation that
sought to keep whites in power. A drive around Tuskegee’s main square
would bring him into contact with the Daughters of the Confederacy’s statue
built to honor their “War between the States” dead.” Because it was segre-
gated, he would not have been allowed to walk across the square.” Just a few
months before the Study began, the Tuskegee News reported on the local
entertainment: the “Moonlight Cabaret Minstrels . . . played to a capacity
house” as “Cliff Stewart Jr. of Opelika gave an impersonation of Al Jolson
that was very credible indeed.” To finish off the evening, “Plantation Melo-
dies were sung by Miss Elna’s Black Boys.”" In 1958, when Dibble was about
to go on a medical vaccination project to Liberia, the funds were almost
pulled because it was assumed by the trip’s funders that Dibble “was not fit to
carry the banner of American goodwill to the people of Africa.”* To survive
this, Dibble practiced with precision the “politics of deference” and stood his
ground when needed.”

On the campus, dominated by the statue of Booker T. Washington and
the impressive buildings designed by Dibble’s father-in-law, however, it was
possible to create a separate existence. Within the institute’s confines and
that of the black doctor world, this medical “wizard” focused on doing what-
ever he could to improve the lives of those he cared for and to break down
the walls of segregation. His massive correspondence reflects the work of a
man devoted to cajoling, arguing, and organizing for change and respect. He
worked ceaselessly to bring federal programs, research, and health care pro-
grams to his community. With his connections and contacts, he could have
left Tuskegee for other black hospitals and medical schools. But he stayed in
Alabama and did what he thought possible.

Dibble practiced his careful politicking inside and outside of the institute.
He continually nudged its presidents to improve conditions in the hospital
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and to direct scarce funds his way. In keeping with Booker T. Washington’s
requirements for hands-on control, Dibble sent Moton and his successors
daily reports on the hospital census, the condition of patients, and the lists
of what needed to be fixed. He kept Moton apprised of the white physi-
cians who came to the John A. Andrew Clinics and told him which ones had
useful political connections.”® His correspondence shows the ways he tried
to make white physicians see the immorality of segregation and its effect on
black lives."”

The endless search for funds became even more difficult as the Depres-
sion deepened and demands on the hospital increased. Conditions in Macon
County were calamitous by the 1930s, and not much better at Tuskegee In-
stitute. In 1933, Dibble told Moton that if they didn’t fix the floors in John A.
a “serious accident may happen.”® That year Moton had to cut the school’s
annual budget by more than 20 percent.” Dibble was clearly worried about
how he was going to provide care as more and more indigent patients showed
up at his door. The hospital was a private institution set up to care for the in-
stitute’s faculty, staff, and students, but it was now serving a wider and wider
swath of Alabama’s black population, caring for patients from nearly half of
the state’s counties.”?

The Tuskegee Institute, as well as its hospital, lived on the largesse of white
philanthropy and carefully cultivated connections to the federal and state
governments. Its leaders had to scrimp and continually search for support
and funds. Given the overwhelming needs of the community, Dibble fo-
cused on finding ways to pay for improved clinical care. In the 1930s, a high-
risk-pregnancy program for indigent women was created. With support
from the National Foundation for Infantile Paralysis, a special center for the
rehabilitation of polio patients was built and expanded into a multipurpose
adult rehabilitation center two decades later.*® By the 1940s, the pregnancy
program had been expanded into a special obstetrical wing of the hospital,
and a decade later a mental health center would be added.**

Even when the Depression ended, the demands did not.>* Dibble would
tell a national commission in 1953 that there were “almost a million Negroes”
in Alabama and “less than 85 Negro doctors in the whole State.”*® Writing to
the director of the Alabama Health Department’s Maternal and Child Health
division in 1961, Dibble cited a case of a severely ill pregnant woman from
a nearby county who was refused admittance to a hospital that was nearer
to her home because “the local hospital would not admit colored patients.”
He recounted, “Of course, while we have no money, we rather felt that we
had to take her, and it just points up the problem that exists.” Dibble wrote
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that when he told a local health official that he would take the young woman
everyone involved with the case cried.””

As Dibble administered his hospital and served his patients, he was always
conscious of the ways the hospital had to relate to the white community and
to white physicians in particular. Writing to the institute’s president, Fred-
erick D. Patterson, in 1936, as he prepared to leave to become the medical
director at the va Hospital, he reminded Patterson of the skills a new leader
at John A. would need: “Our hospital,” he wrote, “is just a little different
from most any other hospital in America because most of the cases that
are referred to us are referred by white doctors; so that, the man who takes
this place, if you are not to be embarrassed, must be one who can work with
the rural white physician and put the program over, and, at the same time,
maintain the respect and confidence that is necessary in the administration
of this work.”*® Dibble was right about the difficulties at John A. Less than
two decades after he died, the institute could no longer continue to subsidize
the care, as demand also decreased. The hospital closed and to this day has
not been replaced.”

The Clinical Society and Backwaters
Dibble witnessed what one historian described as the “numbing and often
destructive impact” of medical and social segregation, which left many black
doctors in backwaters without a “sense of professionalism and settled into
careers marked by sloth, factiousness and in some cases, outright exploita-
tion of patients.”*® Since the Ama did not officially desegregate until 1968,
the year that Dibble died, providing a place for black physician camarade-
rie and continuing education fell to the National Medical Association, to
Howard and Meharry medical schools, to some northern medical schools,
and to what became the John A. Andrew Clinical Society.” In the early 1920s,
Dibble worked with John A. Kenney Sr. to build up the Clinical Society and
to bring both black and white physicians to Tuskegee for clinics and teach-
ing. As his Howard alumni citation noted, “Long since[,] you discovered
how quickly in medicine the certain knowledge of today can become the
outmoded practice of tomorrow. You knew, because you had seen with your
own eyes how rapidly a man of promise in the field of medicine can die pro-
fessionally, a victim to segregation in a small town of the South.”*? To avoid
this, Dibble remained committed to the training and retraining of black
physicians through the Clinical Society.

At the annual events, black physicians became apprised of the latest find-
ings, and specialists were provided for black patients who otherwise would
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not be seen. The numbers reflected his labors. At the twenty-fifth anniver-
sary meeting, 181 doctors and surgeons were on hand for eleven daily clinics
that led to the hospitalization of 102 patients and “52 major and 83 minor
operations.” The scientific meeting attracted nearly 1,800 people, and the
public health portion brought in 2,000.*

Dibble believed in scientific progress and its link to what was then called
“racial betterment.” As he explained the role of the Clinical Society in a con-
fidential letter to the institute’s president in 1935: “I think we can say with-
out flattering ourselves, that it is conceded by all concerned that this is the
outstanding scientific development that we have in Negro medicine. . . . It
gives the Negro doctor an opportunity for Post Graduate Work with these
high type men whom he could probably not get an opportunity to see work
in any other place. Then too, it gives the white surgeon an opportunity to see
Negro surgeons operate[,] which Negro surgeons he would probably not see
otherwise. This makes for mutual good will and makes, also, for very fine
inter-racial cooperation.”**

In its first decades, the Clinical Society concentrated on providing clinics
for treating “unusual” cases and on showcasing the talents of black doctors.
By the late 1930s, the focus had shifted toward what Dibble labeled a more
“didactic program involving exchange of the latest ideas and developments
in the field of health.”* “He knew everybody,” John A.’s administrator Mike
Rabb remembered. Dibble arranged for famous white physicians to come to
the institute for the meetings and clinics.*® As part of his effort, he let the pHs
explain to the Clinical Society what it was doing in the Study or give talks on
syphilis.*”

Dibble also tried to ensure that presentations at the Clinical Society meet-
ings were of high enough caliber to warrant publication. W. Montague Cobb,
Howard University professor, president of the National Medical Association,
and editor of its journal, appreciated Dibble’s endeavors. In nominating him
for a National Medical Association award, he wrote: “Through Dr. Dibble’s
unceasing effort the scientific quality of the John A. Andrew Clinical Society
meetings has been so steadily improved that nearly all presentations made
there come to be submitted in manuscript form to the Journal. This repre-
sents colossal effort.”*® Without the Clinical Society, the skills and knowl-
edge of many rural black physicians would have been even more limited.*

The Institute and Research
Dibble understood that his hospital and Tuskegee Institute needed to pro-
vide research opportunities as well as clinical care and up-to-date educa-

Triage and “Powerful Sympathizing” {157}



tion. Agricultural research had been central to the institute’s work, espe-
cially under the auspices of George Washington Carver and later the Carver
Research Foundation. Dibble carried this tradition into medicine and his
hospital. The institute was the site in the mid-1950s of a cell culture lab to
produce massive amounts of HeLa cells to be used in field-testing the Salk
polio vaccine.*® Dibble’s cooperation made blood serum from a number of
the students available in 1957 for a study on human gamma globulin to be
used to cure rabies. In 1963, he arranged to work with the Population Council
to provide patients for a study on intrauterine devices (1ups).* From early
in the institute’s history, Tuskegee’s leaders based their efforts on the concept
that research, improvement of conditions for African Americans, and con-
tributions to science were linked.

When the offer came from the pHs to work on the Study, especially in
its first stage, when some treatment was being provided, it would have been
understandable for Dibble to sign Tuskegee Institute up. In circumstances in
which every penny counted, the need for medical care was overwhelming,
and the economic crisis and racism was limiting everything, Dibble agreed
to research in order to gain resources for his underserved population.*?

He most likely assumed that the men were no longer contagious, and thus
this kind of triage to get help must have seemed appropriate to him. Dibble
knew that syphilis stigmatized and labeled the black community. He kept
copies of important studies on syphilis, stayed abreast of treatment options,
and gave talks on the problems of venereal disease throughout his career.*’
It would have been in his hospital’s interest to understand it and to see what
kind of treatment would really be needed.

This was one more way to bring education to his interns, residents, and
attending physicians. It would get the federal government to pay for identify-
ing other illnesses in the men as Rivers brought them in or took them to the
health department. The Study provided specialists for the people Dibble had
to care for, a continuation of what he had been doing through the Clinical
Society each year.* When a member of the institute’s staff was diagnosed
with a syphilis-caused heart complication, for example, Dibble had the pHS’s
Vonderlehr look in on him.**

Through his national contacts, Dibble continued to find ways to bring
treatment to Tuskegee in the forms of research. He made this clear when
he wrote to Alabama’s head of hospital planning in 1960 to argue that his
hospital’s connection to various state agencies “has the possibility of being
expanded in the future, in not only serving a real purpose in developing
the health needs of the people but in using this clinical material as a source
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of teaching.”*® His connection to John R. Heller, one of the pPHs physicians
in Tuskegee in the 1930s, continued long after Heller left the Study. In 1957,
Dibble worked with Heller, by then the director of the federal National Can-
cer Institute, to develop a cancer center at Tuskegee. As he told a friend in a
letter: “Of course, I understand from Dr. Heller that the only funds that can
be obtained from the American Cancer Society and the National Institute
of Health are for research. He is in hopes, however, that we can get some
private firms who would be willing to provide the necessary funds for hospi-
talization of the cases that we would need to hospitalize. A similar situation
was worked out when he and I together with Dr. Vonderlehr worked out the
syphilis control problem.”*’

Cooperation with the pHs research meant working with the Macon
County Health Department as well. In 1934, when it appeared that the state
would stop funding Macon County’s public health unit, public health officer
Murray Smith appealed to Dibble for help from the institute. Every dollar
mattered. Dibble concurred, explaining to the institute’s Robert Moton that
the health unit “has done all of our Wassermann tests, all of our malarial
slides and our sputum’s. . . . It has furnished us the supplies, such as test
tubes, culture tubes for Diphtheria smears, materials, such as vaccines for
use in inoculations against Diphtheria and typhoid and Smallpox . . . and
just now, has approved of a plan by which all of our leaching ditches from
our sewage disposal plant will be drained. . . . It has saved us many dollars
in the eradication of epidemics and the saving of lives.” Tuskegee should be
willing to contribute $25 a month to keep it going, Dibble concluded in his
argument.*®

Not everyone knew about the Study at John A., but Dibble was not alone.
When he left for the va Hospital in 1936, John A’s acting medical direc-
tor, Joshua W. Williams, discussed the Study in his report to institute presi-
dent Patterson. Williams, who later spoke with AP reporters and testified
in front of the federal panel investigating the Study to denounce it, clearly
understood the significance of the Study then. He called it “the study of un-
treated Syphilis in Macon County.” He explained how the Study had been
discussed at an American Medical Association meeting and in its journal,
with “due credit . . . to the John A. Andrew Memorial Hospital as well as its
staff, for its collaboration in this work.”*® Dibble’s colleague J. Jerome Peters
performed men’s x-rays and autopsies until he retired in 1965; at that time,
Dibble helped find his replacement.*

By the 1950s, when Dibble reported on the Study as part of the work of
John A., however, the title was more circumspect: “the U.S. Public Health
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Service study of syphilis in the Negro male in Macon County.” Dibble added
that the hospital’s cooperation meant that the “600 patients [are given] a
complete physical examination, including chest X-rays, electrocardiograms
... and repeat serologic testing.”*" Although the existence of the Study was
never hidden in this report, the word “untreated” was now left omitted. By
the 1950s, it is possible that Dibble was trying to keep the true nature of the
Study from the institute’s authorities, even though the checks for the autop-
sies kept arriving in the comptroller’s office at the institute.”? By including
the Study in this report, he demonstrates his commitment to it and to the
process of research.

A Race/Science Man

Dibble was a race man—committed to the improvement of conditions for
African Americans. But he was also a science man—dedicated to research to
cure the multiple ills he saw around him. For Dibble —as a doctor, Tuskegee
stalwart, and administrator—race and science were not separate concerns.
As with other African American scientists in this period, Dibble wanted the
social and economic factors that led to what we would now call racial dis-
parities in disease incidence acknowledged. He shared the beliefs of other
black leaders that empirical information was needed to disprove racist as-
sumptions.”

He certainly understood the impact of racism on health. During World
War II, a disturbed soldier was sent to his va Hospital. In a news story, the
reporter noted that the man “had become very upset as a result of the Army
forcing him to do menial work, including ‘picking up papers’ at the white
officers’ quarters. The Tuskegee doctors prescribed a simple and effective
treatment: His transfer to radio work. Quickly, he improved.”**

Dibble may have been a race/science man, but he was not a researcher.
His name appears on only one research article (and that one not about the
Study). He did not write about his understandings of racialism, that is, the
belief in racial differences.® We can only guess at some of his understand-
ings—from the articles he clipped, his correspondence, and his links to
others who did research. As with his close colleague and friend, Howard
University’s W. Montague Cobb, and as with Chicago’s Provident Hospital’s
Julian Herman Lewis (the first black Ph.D. in physiology), Dibble understood
that there was a different “racial susceptibility” to disease, although whether
he thought there was something that could be labeled “Negro blood,” which
Cobb disputed but Lewis thought possible, is not clear. While Dibble never
went as far as Lewis, who called for an “anthropathology” to link disease
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and racial groupings, he did see difference—but not deviance —along racial
lines.*® Given what Dibble was reading and concerned about, it is clear that
he believed that research on the response of African Americans to disease
was critically important.”” He was struggling to understand what might be
different disease patterns in African Americans.

Dibble’s support for research on neurosyphilis done at the Tuskegee va
Hospital demonstrates his concerns. Syphilis was believed to be one of the
causes of the neurological disorders that led black veterans to seek care.
Three years before the Study began, the va Hospital pathologist at the time,
H. A. Callis, argued that the assumption that syphilis was more prevalent in
“Negroes” was false. He thought, rather, that darker skin pigmentation only
marked some lesions more visibly. He did not believe that the disease dis-
tinctions between blacks (of any skin tone) and whites were caused by any
underlying biological differences.>®

Dibble supported research done by physicians at the Tuskegee va Hospi-
tal on the use of malarial fevers as a cure for neurosyphilis to see if this stan-
dard cure of the time worked as well with black patients.> It was the current
medical wisdom that African Americans were already either genetically im-
mune to malaria or carried a heavy load of the parasites because the disease
was endemic in southern black communities.®® Major textbooks repeated
the belief, based on observational studies, that the more commonly used
tertian strain of malaria would thus not be effective on black patients. The
only caveat, the medical wisdom repeated, was the patient’s skin pigment.
As one key 1932 textbook’s authors explained, this resistance to tertian ma-
laria could be overcome “the lighter or closer to the Caucasian the particular
Negro is.”*

Dibble clearly thought that finding appropriate treatment for black
neurosyphilitics was of grave import, even if the PHs doctors were assum-
ing there was less neurosyphilis of any kind in African Americans. At the
Tuskegee va Hospital, with nearly 1,500 patients, with both general medical
and neuropsychiatric illnesses by 1940, 30 percent of those in the latter cate-
gory suffered from what he labeled “organic disorders, such as brain syphilis
and chronic encephalitis.”®* In a 1940 address to va hospital administrators,
Dibble expressed his focus on this problem and his hospital’s role in finding
a solution.

Dibble was disturbed that for many years they had been unable to help
those with “syphilis of the brain and spinal cord . . . by means of the modern
and accepted method —malaric therapy —as Negro patients did not respond
to the tertian strain of malaria fever.” He believed that there were differ-
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ences between whites and blacks in the disease, although he never stated
clearly why he thought this.”> Given that many black physician researchers
who were his professional colleagues thought that differences were probably
due to differences in historical exposures of different racial groupings to dis-
ease, it can be surmised that Dibble understood biological difference but not
whiteness as the “norm” —as a natural reality. Research on this topic would
not be anathema to a physician like Dibble, one so focused on finding the
right cures for African Americans.

Dibble reported in 1932, the same year that the Study began, that “through
the exhaustive study and research of our Assistant Clinical Director, it was
found that by the use of the quartan strain of malaria—a foreign strain to
which the Negro patient had not developed an immunity —gratifying results
could be obtained . . . and beneficial results began to be achieved.” The hos-
pital, he concluded, had since “treated more than five hundred cases, with a
large proportion of complete recoveries and returns to gainful employment.”
This success was recognized within the va system, and the Tuskegee hospital
“furnished blood to many other Veterans Administration Facilities and to
numerous State institutions. The development of the quartan strain for use
in treating neurosyphilis among Negroes,” Dibble concluded, “is one of our
most interesting accomplishments; and we are just proud that we have been
able to rehabilitate so many patients through this more modern method of
therapy.”**

In these studies, the differing malarial strains were compared to the older
use of the arsenical drugs.”® His support for this kind of research suggests
that Dibble was deeply concerned with finding treatment for syphilis and
very aware of the limitations of the arsenicals. He had seen in the wards of
the va Hospital the dangers of neurosyphilis and the failure of the older
treatment forms. It seems reasonable that the PHS’s suggestions that study-
ing the “natural” history of the disease in African Americans might lead to
ideas that would eventually make new treatments possible would have ap-
pealed to him.

Dibble’s commitment to research into finding better treatments is made
even clearer in a speech to va administrators after penicillin had begun to
be used for syphilis in 1945. While he again applauded the use of the quartan
strain in malaria therapy, he acknowledged that “constant research is still
going on to solve some of the other mysteries of the body.” This form of ma-
larial treatment still required patients to remain hospitalized, he noted, for
one and a half to two years, at best, and longer “in the less favorable cases.”
Penicillin, he reminded his audience, was changing this, “but very little had
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been done in treating the later stages which included the various forms of
neurosyphilis, especially with the Negro patient group.”

What follows next in this narrative represents an extraordinary contrast
to the Study: an explanation of a research program at the Tuskegee va Hos-
pital that treated 70 syphilitic patients with malaria and penicillin. Dibble
was heartened by the research but clear that there was still uncertainty. He
told his audience: “Of this group many have been discharged after a period
of from two to four months as compared with one and [a] half or more years
formerly required when the heavy metals were used with malaria as follow-
up treatment. Even though we have had gratifying success, penicillin com-
bined with malaria is still under study and a final absolute opinion as to its
effectiveness in modifying the positivity of the blood and preventing relapses
of neurosyphilis cannot be given at this time.”*°

How did he oversee this kind of research at the Tuskegee va Hospital and
at the same time allow the Study to continue? Was he still so committed to
research that he thought the “natural history” was needed? Is it possible that
Dibble was enough of a science man that he was willing to sacrifice men to
the research needs, justifying the greater good that would hopefully come
from the research? Perhaps he accepted that there were “natural” differences
between blacks and whites and that the Study would be useful in showing
this. He was never asked.

There are only hints that suggest Dibble remained committed to such
medical research. Reuben L. Kahn, the Michigan immunologist who devel-
oped one of the more accurate tests used to identify syphilis in the blood, be-
came one of Dibble’s correspondents and friends. Kahn sent him his articles,
even the typescript report of his funding by the Wenner-Gren Foundation in
1953 to explore with European colleagues whether ethnicity or race affected
the serological reactions to syphilis.®”

Dibble’s “consenting” to the Study on behalf of others would not have been
unusual when it started. As ideas about consent changed, however, Dibble’s
position did not. Certainly by the 1960s, Dibble understood that patients in
a research study needed, at the very least, to indemnify their physicians in
writing against complications. In 1964, Dibble was working with University
of Chicago demographer Donald Bogue, in conjunction with the Popula-
tion Council, on a study at John A. on the use of 1UDs to prevent pregnancy.
Bogue was very concerned that it be a well-conducted scientific study and
that the women who accepted the coils were followed properly. Dibble saw
it as a way to get family-planning services for the women who came through
his clinics, while his staff would also be involved in collecting and analyzing
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the data. But most important, Bogue told him: “All patients who accept the
coil are to sign the medical waiver that is standard procedure in experimen-
tal programs, to protect you and the Hospital from fraudulent claims. I do
not know whether this requires the patient to sign a waiver, but reccommend
you follow the same procedure being followed in other experiments around
the nation.”®®

This came nearly thirty years after the Study had started. Nothing in the
records suggests that Dibble paused to reconsider the meaning this kind of
waiver might have for the lack of consent in the Study. Perhaps he might have
said something had he been alive to attend the 1969 cpc meeting, where the
Study was reconsidered. But by then, cancer had taken him, and there is no
evidence that he ever changed his mind about the Study’s importance.

What Was He Doing?

Nothing in Dibble’s correspondence directly hints that he ever had any ques-
tions about the Study or its science, morality, or procedures. His experiences
with neurosyphilis research at the va Hospital suggest he had his doubts
about the arsenicals as treatment, but he never wrote whether his doubts
extended to the disease’s cardiovascular complications.

The men’s medical records provide a possible hint of what might have
gone on. A handful of the men reported that they had received penicillin
from Dibble.*” It is possible that either Dibble did not remember their names
when they showed up at his hospital or that he changed his mind and started
to provide treatment when the men had other medical needs. Rivers noted
in her deposition that most of the men saw Dibble. She did not say what
he did.”°

Dibble did have supplies of penicillin at his hospitals. He was constantly
asking for more from the state health department, especially when he headed
John A., where his major responsibility would have been to treat students or
staff from Tuskegee Institute. As he was to tell a state health department offi-
cial in 1955, the student body was a “fine, healthy looking group. . .. Of course,
as you know, the percentage of positives each year has declined greatly. Cer-
tainly this is the result of the fine work of the State Health Department and
U.S. Public Health Service.””" It must be assumed that he meant the pHS’s
work in venereal disease control, not the Study.

The easy answer is sometimes the correct answer, or at least part of it.
Dibble could have accepted the pHS’s medical reasoning in both the pre-
penicillin and post-penicillin eras, supported it, and turned away from the
problems of these poorer men. The easiest way to view Dibble is as an elite
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black man, willing to go along to get what he thought was needed, operating
out of an older model for racial justice.”* In Dibble’s case, the commitment
to science and the fight against racism together are stronger arguments, how-
ever, for what he must have been balancing.

Nor would Dibble have probably heard criticisms from his friends. His-
torian Susan Smith interviewed famed Howard University public health
physician Paul B. Cornely about the Study in 1989. Cornely knew about the
Study through the decades before 1972, taught it in his classes to future black
physicians, and never questioned it or heard his students raise concerns. “I
considered myself to be an activist,” he told Smith. “T used to get hot and
bothered about injustice and inequity, yet here right under my nose some-
thing is happening and I'm blind.” As he admitted to her, “It shows you how
we looked at human beings, especially blacks who were expendable.” Smith
concluded that, for Cornely, the need for attention to black health care over-
rode any ethical concerns.”” It is not difficult to imagine that Dibble felt the
same way.

Change came to Alabama by the mid-1950s as the civil rights movement
exploded. The Montgomery Bus Boycott, the Tuskegee Civic Association’s
fight against the racial gerrymandering of voting districts and efforts to
desegregate the schools, the integration of the University of Alabama, the
police battles in Birmingham, and the Selma-to-Montgomery March were in
the forefront of the revolution. By the end of Dibble’s life, voting by African
Americans became really possible. He lived to see Sammy Younge, a civil
rights organizer and Tuskegee native, gunned down in 1966 near the down-
town square. When Younge’s white killer was acquitted at trial, protesters
painted the Confederate soldier statue in the main square black (with a yel-
low stripe down its back) and marched in the streets. Black power in a form
different from what had been counseled for decades at Tuskegee Institute
had finally arrived.”

Dibble was part of this change, in the quiet organizing that went on, even
if he never planned or participated in the protests.” His reports and letters
show his efforts time and again to desegregate the county and state medi-
cal societies and to have membership based on character and training, not
on race. Dibble continued to believe in the necessity of desegregation, but
he never pushed for it to come quickly. In 1946, for example, when major
black organizations were arguing for desegregated veterans’ hospitals, not
the building of another southern va hospital just for blacks, Dibble was one
of only two black physicians who favored the segregated plan.”® He wrote
continually to businessmen who gave money to Tuskegee Institute to point
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out what was being accomplished and how change was coming. But by the
1950s, the town in many ways had become more of a rural backwater than it
had been in the 1920s. Dibble was directing a local regional but private hos-
pital that tried to serve a wider community. He was not in the forefront of re-
search nor even any longer in the struggle for black rights. Even the John A.
Andrew Clinical Society was becoming less important, as other options for
black physicians were opening across the country.

Johnny Ford, Tuskegee’s mayor at the time the Study ended, remembered
Dibble and thought that he had become “locked into a situation. I guess it is
kind of hard to explain why they didn’t protest more vigorously. They found
themselves in an embarrassing situation and didn’t want to publicize it that
much. Or tried to fight it quietly,” he surmised.”” Dibble was a proud man
who gives no evidence of being either intimidated or flattered by whites,
and his connection to the PHS was in getting recognition for the enormous
health problems of African Americans and help where he could.”

Seen in retrospect, the Study seems to take on a larger role in the life
of John A. Andrew Memorial Hospital than it probably had occupied on
a day-to-day basis at the time.”” Even the pHS’s blood draws and roundups
were sporadic, taking place in the Macon County hamlets rather than at
the hospital itself. For his part, Dibble accepted what he could change and
provide—and triaged the rest. He might have developed what a critic of this
careful Tuskegee Institute strategy labeled a kind of existential “mauvaise
foi,” or “culpable self deception involved in declining to accept responsibility
for one’s choices,” which shaped an existentialist worldview that made sur-
vival possible.*® Perhaps his sense of the needs of black communities over-
rode his concerns for the individual men. In any case, the why questions
could not be asked of Eugene H. Dibble Jr., because he was no longer alive in
1972. Instead, they came to be directed at the Study’s one seemingly visible
woman: Nurse Eunice Verdell Rivers Laurie.
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The Best Care

Eunice Verdell Rivers Laurie

In the photograph, a dignified elderly woman stares out at the
camera, her church-lady glasses framing a small face, her graying hair pulled
back into a neat bun. Her arms are wrapped in front of her frail body; a gold
medal rests comfortably on her chest." Her “caring hands,” as the photog-
rapher labeled them, are long-fingered, veined, soft, and wrinkled. In 1984,
twelve years after the Study entered national infamy, this photograph of
Eunice Rivers (after her marriage she became Eunice Rivers Laurie, although
many still called her “Nurse Rivers”), the Study’s public health nurse, was
chosen for the poster and cover for a nationally touring photography exhibit
and book on older African American women.” For this portrait, she chose
to wear the Oveta Culp Hobby medal, which was given to her in 1958 by
the federal government for her meritorious service in the Study. This public
portrait of her private self, taken just a few years before her death, is a clue
to how she wanted to be seen.’ Yet her own presentation is as constructed
as the stories that swirl around her and purport to explain her actions and
motives.* The shadows in the background of her photograph are as telling as
her braced body and hands.

No one seemed to doubt that Eunice Rivers Laurie cared for the men she
recruited and helped to keep in the Study. She evinced trust and respect. “Oh
my God, she was their mama,” Emma Cooper, the daughter of one of the
men in the Study, remembered.’ Indeed, this is what seems so troubling in
her legacy. When asked if the men became her friends, Rivers told the law-
yers at her deposition, “They did and still are, those that are living.”” Study

survivor Herman Shaw agreed and said, “We loved her and she loved us.”®



The Rivers part of the Study is often seen as simple: she was either a
middle-class race traitor or a powerless nurse. One scholar has even named
a specific “Nurse Rivers syndrome” —a willingness to sell out her poorer
charges to keep her position or to perpetuate a paternalistic use of the “folk”
for what she perceived as racial betterment.” For others, she was—like the
men who “did not fully understand the dangers of the experiment”—a
powerless victim." For those who conveniently forget the forty-year history
of the Study and see it as a still photograph, she was the nurse who had to
follow doctors’ orders and could not have understood what was going on."

As the hypervisible black nurse whose caring appears to have been deadly,
it is Eunice Rivers Laurie herself who absorbs the moral complexities of the
Study. Somehow she is expected to have done nothing—or everything—to
stop it. It is upon her body and motives that many of the emotional reactions
to the Study are written and her caring fictionalized in poems, plays, and
music.”” Yet she was interviewed just once by the federal investigating com-
mittee and she never came to Washington to give testimony, nor did she ever
appear before the Kennedy hearings."” She was not a defendant, although she
was deposed, in the Study lawsuit. Attorney Fred Gray labeled her “a victim
just like the men.”**

When reporters came knocking at her Brown Street door in Tuskegee
in 1972, she turned them away. Indeed, as her actions were questioned she
withdrew more and more from her community and her beloved church and
was even hospitalized for stress after the questioning began.”” Her only de-
fense of her role publicly available is in three oral history interviews done in
the late 1970s and in her deposition from the lawsuit.'® As historian/physi-
cian Vanessa Northington Gamble has noted, “The real Nurse Rivers did not
leave us a lot to understand if she was conflicted.”"

Reading her letters, published article, and interviews, we must attempt
to see what the silences mean, to explore the coded language used, and to
understand what she faced. Her various forms of testimony are convoluted,
and the testifying she was doing to communal truths becomes speculative
or fictional. Her untended gravestone in Tuskegee is becoming covered with
grass, but her story grows."®

From Jakin to Tuskegee

Eunice Verdell Rivers was not a Tuskegee native."” She was born in Jakin,
a small farming community in southwest Georgia, on what appears to be
November 12, 1899. “Appears,” because this was the date given in her funeral
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program and in one interview. The year 1901 is on her gravestone, on PHS
employment records, and in the deposition she gave in the Study’s lawsuit.*’
Those who came to her family’s home when the census was enumerated
recorded her “color” differently as well: in 1900 she was black, she became a
mulatto in 1910, and she was back to being black by 1920. Those who saw her,
whether in the census or in history, imagined who she was.

Jakin lay on the Alabama Midland Railroad line amid sawmills and farm-
lands full of cotton, corn, and peanuts.” Her father, Albert, listed as black in
the census, farmed his own land, thought of himself as “independent,” and
worked as a laborer in one of the sawmills whose logs were floated down
the Chattahoochee River to be made into paper in Apalachicola. Her some-
what sickly mother, Henrietta (whose “color” changed in the census in the
same ways as her daughter’s), mostly stayed at home to care for the children,
spending little time in the fields. Her parents were both born after emanci-
pation. Despite a dearth of schooling, her father could both read and write
and could easily calculate in his head how much he was supposed to get
for his cotton crop. The family lived with her maternal grandmother, Kittie
Harvin, who was born “abt 1851,” although it appears that she died before
Rivers could have remembered her stories of slavery.

Eunice was the first Rivers child to survive; two others died in infancy. Two
younger sisters, Alma and Maude, followed her into adulthood.”” Among
Rivers’s crucial childhood memories were her mother’s early death at age
45 and her commandment for education so that her daughter would not
have to work in the fields.** Albert Rivers shared his wife’s concern. School
in Early County for black children at the time consisted of meeting in one
room in a church for about three months a year. Her father worked extra
hours and jobs and bucked criticism about sending his young daughter away
so that she could go to mission boarding schools in Fort Gaines, and then in
Thomasville, Georgia, after sixth grade. Concerned that whites were her only
teachers, he pulled her out before her last year of high school and sent her to
Tuskegee Institute.>*

Eunice Rivers grew up within a culture of white violence. In detail, she
recalled what happened when the “white people rioted” because a black man
in Jakin had shot a policeman in self-defense. “Riot” for her meant a parade
of white people from surrounding communities on “great big mules . . . with
the shotgun riding across their backs.” Because her father was rumored to
have helped the man get away, the family was in danger. “And one night,
they came by and they shot in our house,” she told an interviewer, “and the
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bullet—you’re sitting there, I'm sitting here —the bullet didn’t hit him, didn’t
hit any of us, but it hit the chair, right under there, right between us.” Her
father moved the family into safer space and protected his home.*

Rivers arrived at the Tuskegee Institute in 1918 and began in handicrafts,
making baskets and mattresses. Her father thought this wasted her previ-
ous education and suggested nursing. After much discussion about her fears
of people dying on her, she “made up my mind myself” and switched to
the nursing program. Even as a student, her skills were recognized. She was
given the toughest cases, remembering that she got over her fears, prepared
bodies, and accompanied them to the morgue.*

Rivers graduated from the institute in 1922. In her first position, she trav-
eled into rural Macon County to teach basic sanitation and health, for the
Movable School wagon program, which had state funding. She explained
to women and midwives basic safe birthing procedures—how to put news-
papers and clean rags on beds to prepare for deliveries and not to grease up
a baby after birth, for example. She taught toothbrushing as well as “social
hygiene,” the coded term for information on sexually transmitted diseases.””
She went on to work throughout Alabama, registering births and deaths for
the state, while continuing to teach midwives. When cutbacks at the begin-
ning of the Depression pushed her out of these positions, she was hired as
a night supervisor at the Tuskegee Institute hospital. She did the job for ten
months but hated it. She thought about leaving for hospital work in New
York, and then the Study came along.

Caring as Treatment, Working for Science

In 1932, at the time Rivers was recommended for the “scientific assistant”
position by Eugene Dibble, she was one of the best nurses the institute had
produced. She knew the back roads and byways of Alabama and had mas-
tered the racial politics of dealing with white doctors and the state health
department.*® She explained to Dibble when he told her about the Study and
syphilis, “You know I don’t know a thing about that.”** Her modesty belied
the fact that she had already been teaching about syphilis in the Movable
School program.

Macon County health officer Murray Smith agreed that she would be the
right person to do the work. It had to do, she said, with her ability to handle
difficult white doctors. As she later recalled, the paS’s O. C. Wenger was, she
thought, “one of those fussy folks, just fussy, just plain fussy.” She told Smith,
“Well, he don’t make me no difference. I know what I'm doing, and I hope
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he know what he is doing. . . . He can yell all he wants. I don’t even hear him.
... He'll be the one dying of high blood pressure not me.”*

When the Study was in its early stage, her duties were simple. She recalled
getting “the syringes sterilized, washed and boiled” for the blood draws by
“keeping the alcohol stove going and little things like that.” At that time, she
stated, “I had very little contact with the patient.” For the first months of the
Study, she watched as the doctors took the blood, retested the positives, and
then began treatment with the heavy metals and mercury. She remained
concerned with the men’s reactions to the mercury, the “salivation . . . sores,”
and the “terrible reactions” that they had to these drugs.*

As the Study progressed, Rivers was given more responsibility. She drove
the men into Tuskegee for examinations and x-rays, did the follow-ups, drew
blood in the field, took in the urine specimens, helped in their assessment
and in the provision of tonics and analgesics, assisted at the spinal taps,
created the camaraderie that kept them in the Study, and encouraged the
families to allow autopsies by promising and providing money for burials.*
As this extra inducement, she helped set up what was called “Miss Rivers’
Lodge,” the insurance scheme with the Milbank Memorial Fund that guar-
anteed a decent burial in exchange for the autopsy agreements.*® Although
the doctors involved in the Study changed regularly, Nurse Rivers was the
constant.

Rivers knew how to get compliance, although not always. She was non-
judgmental with the men and their families. “T accepted them as they were.
And they accepted me. . . . I tried to accept them as they were, see, not as
what I wanted them to be,” she asserted. The men also trusted her to pro-
tect them from the harshness of the pus doctors, she argued. One man told
her, “‘Mrs. Rivers, go in there and tell that white man to stop talking to us
like that.” T had two white doctors who apologized. They said, ‘Miz Laurie,
I didn’t mean it like it sounded. I guess I was kind of upset.’ I said, “Well,
you sounded terrible. I hope you don’t do it any more, ‘cause they are all
human.’. .. “These are grown men; some of them are old men. Don’t holler
at them.”**

Rivers knew how to listen to the joshing that went on among the men
and thought they understood what “bad blood” meant and how it was trans-
ferred. She recalled: “You could hear them teasing each other about where
they been and who, [laughs] they were just having a good time. Uh huh.
‘Don’t it catch up with ya. Un huh. I know it catch up with ya. Un huh. I know
it catch up with ya. Uh hun, yes sir, uh hun. What you done in the dark sure
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come to the light,” ah ah. I sure loved the expressions of those folks. So they
knew. So they knew. But the word ‘syphilis’ was not used.”*

She continually reassured the pus that the Study could continue. She
wrote to a colleague after the men were given a certificate and $25 for their
years of participation: “I don’t think there is any fear of their quitting now.”*°
Elizabeth M. Kennebrew replaced her in 1965, but Rivers still assisted when
the pHs physicians came to town, and she stayed in contact with the men.

Rivers never worked full time on the Study. She continued to be em-
ployed by “the health department in the maternity service, with the preg-
nant mamas and the midwives in the clinics,” assisted in the venereal disease

1.37 She was re-

control projects, and taught in the Tuskegee nursing schoo
membered as the school nurse who gave out vaccinations, standing tall with
her hair in a bun and her sturdy black nursing shoes covering her feet.** She
served a term as president of Tuskegee’s Nursing Alumnae Association and
fought when the school was threatened with closure.

For Eunice Rivers, the men were both patients and subjects. Future bio-
ethicists would become concerned with what has been called the “therapeu-
tic misconception,” the idea that if an individual is in a study or clinical trial
of a new drug or procedure he or she will get the best care for themselves
and will benefit.*” Since the men thought they were being treated, they had
no “misconception.” Rivers, however, may have held this kind of view.

Her focus was on caring, but the science, too, seemed to intrigue her.
She knew what the men had and learned about the disease.*’ She under-
stood that the purpose of the Study was “to find out the effects of syphilis
on the Negro.” She spoke of the comparison to the study on whites in Oslo
several times, suggesting that this mitigated some of her concern and nor-
malized the research.* She hung the Nightingale Pledge of nursing on her
living room wall, but she also took the idea of being the “scientific assistant”
seriously.

So did the pus. When she won the 1958 award, Study physician John C.
Cutler wrote her a note of congratulations and linked her caring to science’s
travails: “The type of work that you have done is often lonely and at times
must seem almost futile,” he told her. “But it is only this kind of dedica-
tion that makes possible the acquisition of the knowledge needed to provide
better treatment or prevention of many of the diseases which now afflict
mankind.”** She listened carefully to what the doctors told her and wrote to
the state health department’s head nurse to ask for books on venereal dis-
ease. In the 1940s, she taught venereal disease and public health to Tuskegee
Institute’s nursing students.*’
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Describing the dangers of the 1930s treatment regimes, she claimed they
were “really worse than the disease if it was not early syphilis.” Again she
said, “If syphilis was not active the treatment was worse than the disease.”**
She viewed treatment from a nursing perspective and was aware of the pain
and the suffering at the very moment of caregiving. She took pride in trying
to mitigate the spinal taps. They were “very crude” in those days, she recalled,
and the pain they caused troubled her. She seemed relieved when they were
stopped, and she added, “So if they had continued with the spinal shots the
study would not have been.”**

If at moments she thought of herself as a “scientific assistant,” above all
she was doing the professional nursing work of caring. As an African Ameri-
can woman and member of the Tuskegee community she was also healing—
seeing that the men and their families got attention, bringing them baskets
of food and clothing—being as much social worker as nurse. Although she
maintained adamantly that as a nurse she never diagnosed, she equally ar-
gued that she cared.*

Knowing how little medical treatment was available and how little at-
tention was paid to black ills, she shifted resources to the men. She knew at
the beginning that few had family physicians.*” But her letters make it clear
that she was helping them get attention, as the pHs physicians had claimed.
Writing to one of the men in the Study in 1952 who had developed lung can-
cer, she told him: “The results of your recent examination at the Veterans’
Hospital have been checked. The x-ray of your lungs shows a large ‘spot’ on
the right side. The government doctor would like to see you this Saturday at
your home (February 29, 1952) and explain the x-ray to you. He will bring
with him some medicine to start your treatment.”*®* A decade later she was
writing to the cpc’s Dr. Anne R. Yobs about a subject whose blood levels
had gone up and who might have had syphilitic reinfection. Yobs assured
her that the man had been given 5 million “units of penicillin and has been
considered adequately treated.” If the physical examination showed no new
disease, Yobs concluded, “I would continue to see no reason for retreating
this patient at this time.”*’

She knew there had been treatment. She declared: “Now a lot of those
patients that were in the Study did get some treatment. There were very few
who did not get any treatment.”*® She knew that the “iron tonics, aspirin
tablets and vitamin pills” that she gave out were not treatments for syphilis.
But she described these drugs, as well as the physical exams, as being part of
treatment. She knew the aspirins helped with the pains of arthritis and that
the iron tonics gave the men “pep” in the spring. She said: “This was part of

The Best Care {173}



our medication that they got and sometimes they really took it and enjoyed it
very much. And these vitamins did them a lot of good. They just loved those
and they enjoyed that very very much.” To emphasize her construction of
these medications as “treatment,” she pointed out that there were others who
tried to get into the Study in order to get these “treatments.” Her words sug-
gested that she was choosing to emphasize the problems with the available
drug regimens for the disease, the men’s ability to be seen by a physician, and
the provision of simple medications. Protecting herself from the idea that
they were not directly treated for their syphilis, her sense of healing focused
on her own caregiving role, the medical consulting for other ills, and the
providing of minor medications.”

For Rivers, the work of the public health nurse was, above all, to care for
those in her community. “I think if I had wanted to take medicine, I could
have gone into medicine. . . . I never was interested in medicine as such,”
she explained. “I was interested in the person, and it just never occurred to
me that I wanted to be a doctor. I always felt that the nurse got closer to the
patient than the doctor did, that was the way I felt about it.”*

She found a way to solve what continued to be a dilemma for many public
health nurses: she saw herself as providing both preventive health nursing
and “sick” nursing at the same time.”> Well aware of the great needs around
her, she said, “These people were given good attention for their particular
time.” In her narratives she emphasized how much the men got out of being
examined or even fluoroscoped so they could see their own hearts or old
buckshot still lodged in their chests. It was, she thought, the kind of attention
they had never been given.*

Caring brought power and spiritual satisfaction to Nurse Rivers.*® She
acknowledged her role in bringing the men in and showing them around
Tuskegee, driving her small Chevrolet with its rumble seat and later a
government-provided station wagon. Laughingly, she reflected on how the
men called their experience “Miss Rivers’ project.” Her chuckle underlay her
sense that it was not hers, and yet it was hers in some real way.*® Her nursing
gave her status, purpose, and a connection to the community she adopted as
her own. She stayed single most of her life, giving her time outside of work
for the church, the institute, the Red Cross, and her garden. In her 5os, in
1952, she married Julius Laurie, a nursing worker at the hospital whom she
met at church. She was a “woman deeply rooted in faith,” her pastor said.
Rivers must have seen her power to help as part of God’s work.””

Between 1938 and 1940, Rivers also worked with the “bad blood wagon,”
which brought treatment into Macon County. Even in the lawsuit when she
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was deposed, she hedged on whether her naming the men in the Study to the
physicians in this treatment program meant that they received no treatment.
She said both “not that I know of” and “I don’t know” when asked this. This
is either the language of denial in a deposition or the ways she protected her
knowing.*® It may be that she allowed the differences between early and con-
tagious syphilis (in the treatment program) and late syphilis (in the Study)
to let her imagine that she was just doing the right thing in a world of unmet
need.

Rivers was listed as the first author in the 1953 published report on the
Study, which explained its “nonmedical aspects.” Some of the language and
internal mistakes in the article suggest she may have been interviewed but
did not write the actual piece. This article directly called the men “patients”
and reported that anyone in early syphilis was “treated.” It emphasized her
work as the “bridge” between the doctors and “patients.” The paternalistic
tones used in the telling of the anecdotes of the “patients’” strange home
remedies and failures to understand modern medicine were similar to other
contemporary reports on uneducated people. It was assumed that the men
could not be appealed to “from a purely scientific approach” and had to have
inducements and “persuasion.” The claims were also overreaching: she actu-
ally did lose more than one autopsy in the Study’s first twenty years. It was
her job, the article concluded, “to help in the most ethical way to see that

»59

they get the best care.

The Nursing Voices
Nurse Rivers seemed more troubled when she talked in her interviews about
what penicillin had meant for the treatment of syphilis after the 1940s. When
this topic came up, her voice shifted and she spoke more slowly and directly
about what the doctors had told her. She communicated in a “just follow-
ing orders” nursing voice, and then she moved back into discussion of the
early days.® This suggests that when she spoke about penicillin she was more
troubled about the moral implications of withholding it. But, as with many
of the doctors, she also emphasized the dangers of the Herxheimer reactions
and her memory of someone dying from anaphylactic shock from a peni-
cillin allergy. She also misremembered the extent of syphilis in the county,
stating both in interviews and in her deposition that the rate was 8o percent,
more than doubling what was actually found in the initial Rosenwald Fund
Demonstration Project and much more than in the Study itself.* This factual
slippage suggests she thought syphilis was ubiquitous in the county.

Rivers may have lost the nursing voice that gave her professional authority
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(the caring voice) and shifted to the taking-orders voice, which, while seem-
ing to morally protect her at the time, clearly troubled her years later.** In her
deposition, she retreated to this voice when asked if she withheld the diagno-
sis from the men. “No,” she told the lawyers, “nobody ever told me not to tell
them. This was just a part of nursing ethics.”®® She described clearly the dif-
ferences between primary, secondary, and latent syphilis when questioned.
But then, under lawyer Fred Gray’s prompting, she slipped back into saying
that she only knew what the doctors told her.** Her shifting temporal sense
suggests that her moral qualms might have grown concerning penicillin, but
her views were so formed by the Study’s rationale and the earlier thinking
that she could not change her position.”* To do so would have forced her to
imagine she had done something terribly wrong. As was the case with the
physicians, it might have taken her years to come to this conclusion, if she
ever did.

When she spoke of the men, she often told stories of their questions,
providing a multivoiced narrative. When she referenced the Oslo Study, she
used her science authority voice as she explained the medical understand-
ings of syphilis in black and white populations. She was adamant that she
knew when to look for the rashes and chancres that differentiated the dis-
ease’s stages, although in her deposition it becomes clear that attorney Fred
Gray was trying to protect her from saying that she had any medical knowl-
edge at all.*

Very little slipped by her. She recalled: “If some white doctor told me
something that I wasn’t too sure of, or if he just told me because . . . [ellipsis
in original] I'd go tell Dibble. “‘What is it now, Miss Rivers?’ I said, ‘Dr. Dibble,
I've got a problem.” ‘All right, nurse, sit down.” So I'd come back and tell
Dr. Dibble. He said, “Well, what did you say?’ I said, T didn’t say anything.” He
said, well you do such and such a thing and such and such a thing and it will
be all right.”*” Such a tale suggests that Rivers learned when to speak, when
not to speak, and what to do. A nurse in the community, whose mother was
a good friend to Rivers, recalled that Rivers “did not discuss what she did not
want to and kept her privacy.”*®

Her nursing voice, inflected by her science voice, shaped what she knew
about the disease and what was happening to the men. If she listened to what
the pHs doctors or Tuskegee physicians Eugene Dibble and J. Jerome Peters
told her or read the PHs reports, she possibly gained a complex and evolving
understanding of syphilis’s effects. In the early reports, it is clear that the
men in the syphilitic arm were doing worse, and this appeared to be true
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again in the early 1960s but not in the late 1960s. But in the 1955 report (a
decade after penicillin became available), the autopsies showed that the men
in both arms of the Study were dying at around the same age and that those
left untreated with syphilis “would have, roughly, a 50-50 chance of dem-
onstrating syphilitic cardiovascular involvement at autopsy.” The existence
of other cardiac difficulties was assumed to be due to “hypertension and/or
myocardial degeneration.”*

Rivers then projected backward from these reports to state her belief that
the Study had done little harm from the beginning. Indeed, in her deposi-
tion, she recalled: “The thing that was always interesting to me in the study,
that whenever the doctors came down to examine the patients, they said that
the syphilitics were in better physical condition than the negatives were. . . .
We used to laugh about it all the time. They tell me, Nurse, if you get syphilis,
it ain’t going to kill you. And they would say and many of them made the re-
mark that syphilis was not near as bad as some people would have it. That is
certainly true among the people that we had.””® Her statement could reflect
her post-Study construction of what had happened, what she thought at the
time, or both.

Inverting Gender/Race as Power

Rivers’s rapport with the men allowed for her position of power. She spent
hours driving them into Tuskegee over rutted and muddy roads. For the
men, the time with her was also a break from their heavy everyday labor. In a
short description of how the men kidded one another about “what they got”
when they took their clothes off, she described a conversation in her car: “I
said, ‘Lord have Mercy.’ So what we did, we would all be men today, tomor-
row, maybe we’ll all be ladies. . . . Well, you see, when you've got one group
together you can say anything. Tell ’em about anything. But if you got women
and men, well you have to [be] careful about what you say, see . . . You see.
So when they want to talk and get in the ditch, they’d tell me, ‘Nurse Rivers,
were all men today!”. . . Oh we had a good time. We had a good time. Really
and truly. When we were working with those people, and when we first, and
when we got started early that was the joy of my life.””

Her position as a professional woman, representing the “super-moral”
black woman, would not normally have allowed such a shift in class behav-
ior.”? Although her place in the community and her representation was as a
professional woman, in her car, while she was at the wheel, in a state of tran-
sition from rural country to the more urban Tuskegee, her gender, class, and
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sexualized hearing (if not her actually voicing) could invert in order for her
to bond with the men. In her car, she created a sense of self and connection,
almost invisible and able to transcend moral judgment.

Her description of her power reflected the delicate balance needed by a
public health nurse and her efforts to control male authority. Her story of
entering nursing acknowledged her father’s advice but portrayed it as her
decision.”” She believed she controlled the white doctors’ behaviors toward
the men. In her statements about the doctors and their relationships to the
patients, the themes of caring, power, and treatment come together. As she
explained in one of her oral histories, she told the physicians: “‘Don’t mis-
treat my patients. You don’t mistreat them.’ I said, ‘Now cause they don’t have
to come. And if you mistreat I will not let them up here to be mistreated.”””*
She knew that both the men and the doctors needed her. She appears to have
acted, as other nurses in Tuskegee did, by “distinguish[ing] [between] those
traditional expected acts of deference vis a vis physicians from unquestion-
ing obedience to doctors’ orders.”” She had little authority as a nurse, but
she believed in her power to make the Study’s longevity possible.

Rivers told her Tuskegee students to maintain their dignity and their dis-
tance from the doctors. A public health nurse she trained recalled that Rivers
reminded her students: “Never work with a physician who wants to use you.
Don’t let them pat you on the head because they’ll think you want to drop
your drawers. That way you can always stand up for what you believe.””

This nurse’s memories suggest that Rivers knew there were ways to main-
tain one’s dignity and limit the doctors’ sexualizing of them, by setting care-
ful limits. Rivers told them: “People may not like you for what you do, but
if you are right they will respect you for what you do.””” In dealing with the
white doctors, she became not only hypervisible but also hypermoral, re-
defining black womanhood out of a sexual realm.”® She demonstrated, when
she had to, what historian Evelyn Brooks Higginbotham has called the “per-
ceived centrality of female morality and female respectability to racial ad-

vancement.””’

Rivers as a “Race Woman”

Just as Dibble thought of himself as a “race man,” Rivers thought of herself
as a “race woman,” concerned about advancing the rights of African Ameri-
cans. Because of her assumption that the Oslo study was also comparative,
she did not see the Study as “a civil rights issue.” She accepted the idea that
there were racial differences in the disease’s progression. She said directly
in 1977, “I don’t think it was a racist experiment.”** And it may also be that
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part of her story as a race woman and nurse is her coded silence.* The use
of indirect speech, of negatives, of “suppressed discourse,” show the ways
she produced what she had to say.*> Rivers’s refusal to speak out and provide
testimony may be because she had a different understanding of what had
happened and because she also felt she had to keep silent.

This is suggested in her struggle to explain her differences with one of the
physicians about whether she let some of the men get treatment. It is here
that her testifying voice most clearly comes through. In his testimony be-
fore the federal investigating committee, Reginald James, who worked with
Rivers on venereal disease control out of the Macon County Health Depart-
ment, claimed she would tell him not to treat his patients who were in the
Study.*’ James’s view is corroborated by the repeated testimony of some of
the surviving men from the Study, who also recalled that she actively kept
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them from getting treatment.* To her friends in Tuskegee who interviewed

her, Rivers declared:

And Dr. James told folks up there in Washington I would not let him
see the patients that I would not let them get treatment. And when
they told me that I said I can’t I hate to dispute it. I said we’re supposed
to respect the medical profession but Dr. James is lying, sayingI. ..
the only thing I would do I would tell Dr. James this is one of the
patients. Now it was up to him if he wanted to treat him. . . . So this is
ah ah I don’t know but nobody knows what I went through here youd
have thought I was a doctor mistreating the patients. [Her voice gets
quieter.] And I cause a lot of them I don’t know I think that there was
a lot of the jealousy and the medical profession and me, [her voice gets
stronger] see because they felt that I was not letting the patients get

the treatment. I never told anybody that you couldn’t get treatment.

I told them. “So who's your doctor. If you want to go to the doctor go
and get your treatment.” So they didn’t tell you you couldn’t be treated.
... That they [the physicians] had to fall back on something, have an
excuse, and maybe the medical profession was all men so they put it

on me that I wouldn’t let the patients get treatment.*

As in her other interviews, when she grew concerned about the Study’s
moral morass, she retreated to another of her voices, that of “the nurse who
just took orders and did not prescribe.”*® As in her deposition, she was very
clear that she may have identified the patients as being in the “study group”
but that she never told the doctor directly not to treat.*” Or perhaps there is
another explanation.
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There is a possibility that her hedging was not merely defensive. Irene
Beavers, a nurse who had been Rivers’s student at Tuskegee and then became
her supervisor when Beavers became director of nursing at the institute’s
hospital, described Rivers as a dignified “Harriet Tubman” of nursing, an
“underground railroad person who advised these people, not to be used.”
She recalled Rivers telling her students during a lecture in her Tuskegee
course on venereal disease control in the late 1940s (before the Study was
exposed):

And there were several of them that . . . got treatment because she
told the family to pick them up and bring them back. And take them
to Birmingham. . . . And they were treated for syphilis. . . . And she
had to do it this way or she would have lost her job. ... And the thing
she was trying to get us to understand [was] that as nurses you had

a responsibility to yourself and to your counterparts and to your
patients. . . . You had certain rights and there were some things you
knew not to do. And you could make diagnosis too, although the
physician felt he was the only person who could.*®

Other public health officials in Tuskegee said it would have been possible
for her to have given the men penicillin from the local health department
supplies, or to have gotten other public health nurses to care for the men,
although this may have been true only in the 1960s after supplies of peni-
cillin became more affordable and available. Beavers also recalled a quick
conversation that occurred after 1972 when she said to Rivers, “You were
involved with the bad blood?” And Rivers replied, “I don’t know why they
call it bad blood. That’s a bad name to put to anything. You remember what I
told you all a long time ago. Well they can’t write everything.”® A woman of
her generation, Beavers knew that “there are techniques you use in fighting
[racism]. And this is what most folks are missing|[:] the point that there is a
way to get anything.”

One interview is not enough historical evidence to prove that Rivers
found ways of treating the men. But another clue comes from one of the
members of the federal investigating committee, who, after interviewing her
in 1972, wrote about her in a private letter to the committee’s chairman, stat-
ing that he was “convinced . . . that she made treatment arrangements for any
person in the untreated group upon his request.””® But he did not make clear
whether he was talking only about the controls, and this also assumes that
the men would know to ask.

The next piece of possible evidence comes in a report from a pHs physi-
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cian, Joseph Caldwell, who worked on the Study toward its end. Writing to
his superiors in 1970, he stated about Rivers: “Once more, however, I began
to doubt Nurse Laurie’s conflicting loyalty to the project. Several times I
have wondered whether she wears two hats—one of a Public Health Nurse,
locally coordinating the Study[,] and one of a local negro lady identifying
with those local citizens —all of her race—who have been ‘exploited’ for re-
search purposes.”

Caldwell cited a patient who had been lost to follow-up since 1944 but
who somehow turned up in 1970 while Nurse Rivers was elsewhere. The man
lived “four blocks from the old Macon County health department where all
of [the] survey examinations were generally held.” The man told Caldwell
that he and his wife were good friends to Rivers and her husband. Then
the man told the pHs doctor: “He got penicillin shots, a full series, at the
Macon County Health Department as soon as possible after 1944, when he
firstlearned he had ‘bad blood.” Perhaps I am being supersensitive,” Caldwell
concluded, “but this all seems to be a bit more than mere coincidence.”®

Nearly twenty years earlier, in 1952, another pHs official had expressed
a similar concern about Rivers. Writing to critique Rivers’s inability as a
“colored person” to provide “100% effort” without “constant supervision,”
the cpc’s Eleanor N. Walker complained: “T have never felt that Nurse Rivers
was an adequate ‘policeman’ for these people. . . . In a community of this type
where everyone knows everybody’s business I can’t see how we could have
lost from contact so many of the group if Nurse Rivers had been even mod-
erately interested in perpetuating this Study.”®> When historian James Jones
interviewed Rivers in 1977, he asked her about treatment. As they discussed
the heavy metal treatments, she again emphasized her understanding of the
nursing role, but she did so, interestingly, by answering him in the negative.
“Nurses have so much responsibility today,” she said. “But no, and I never
told somebody not to take any medication.” When Jones asked her the peni-
cillin question by saying, “So how did you all go about keeping them from
getting penicillin.” Rivers replied, “I don’t know that we did.” Jones then
asked, “Did you try?” And Rivers answered: “No I did not try . . . to keep
them, because I was never really told not to let them get penicillin. And we
just had to trust that to those private physicians.”*?

Her stories waffled about treatment. Although Jones is sure she had no
moral uncertainty during the Study years, he recalled that she told him to
shut off the audiotape he was using. She then turned to him and said: “We
should have told those men they had syphilis. And God knows we should
have treated them.”** She also recalled the treatment that became possible,
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but not her role in it. She told her friends in 1975: “As I go through the
records, I see where various ones had gone to Birmingham for rapid treat-
ment in Montgomery and [were] still in the study. . . . Some of our patients
in the study did go to rapid treatment centers. One of them even now, why
he’s doing very fine. I know one, but there may be others.”*

All of these various sources suggest that although there was a “Miss Rivers’
Lodge,” to which the men paid with their lives and illnesses to gain a decent
burial, there may also have been a “Miss Rivers’ List,” which may have made
it possible for some of the men to receive medical treatment.”® Was Rivers
part of the process, or just wishing that she had been? The evidence supports
both: that she regretted after 1972 that all the men were not treated and that
she aided several to get to treatment before the Study ended.

Moral Triage

It is possible to explain Eunice Rivers’s willingness to serve as the link be-
tween the pHs and the men by assuming that she knew very little or, if she
knew anything, that she was powerless to act. Reading backward into the
violence that underlies racial power and the gender deference that girded
nurse-doctor relationships, it is not difficult to see her as a victim too. Doing
so protects the racial and gender binaries and allows for a tragic recounting
of a familiar drama. It allows us to wonder: if only she had had more power,
if only she had known more, if only she had not gone along in order to
keep her job. Would it have made any difference if she had yelled out loud,
“Stop™?

The other side of this assessment plays out a female version of what critic
Linda Williams calls the “Tom/anti-Tom dialectic” in America’s “racial
melodramas,” in which “moral outrage” at her becomes a substitute for “so-
cial change.””” The tensions can then cause Rivers to be seen as either the
evil mulatto allowing the men to die at the hands of the white doctors or
the tragic mulatto who never really understands that her choosing the white
doctors over the black men dooms her moral self.

If we accept that she cared deeply about the men and the community, we
are then reminded that caring can be blinding to complexity and context.”®
Her sense that her beneficence mattered may have allowed her to ignore
everything else. Yet Rivers did not just care. She did on some level believe
she was contributing to science in the face of medical uncertainty. She was
a science woman as well as a caregiving race woman. She seems to have
accepted that the Study would show the meaning of, or lack of, biological
racial difference. The award from the federal government for her role in the
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Study gave her immense pride. Her testifying voice, the one that speaks of
the difficulties in the community and of hard choices, becomes the one that
seems to be her most honest one. The moral triage she performed is central
to her nursing.

If she did help some of the men get to treatment, her innocence and
powerlessness are undermined. We would have to accept her complexities
and even her sources of power. We have to allow for the possibilities that
her views changed over time and that she picked some men to save but not
others.

Those who were with Rivers when the story broke in July 1972 said that
she went into a back room of the Macon County Health Department and
wept.”” The fragmentary evidence suggests that she tried after this time to
reconsider her participation, to help the men as much as possible, and to
rethink the meaning of treatment. At least one reporter, on interviewing
Charlie Pollard and his wife, wrote, “After the study was disclosed publicly,
she was nice enough to drive him to the lawyer’s office.”**® Once the legal
proceedings and investigations began, she retreated, speaking only selec-
tively. When the world descended upon her, she could do little more than
defend what she had done and perhaps only hint at what else could have
happened.

Rivers kept in contact with many of the men after the Study ended and
told the lawyers during her deposition, “They call me quite frequently and
want to know what has happened to the doctor and nurse. . . . You come
to see about us. And I go to see them. I haven’t visited them much lately,
but I go to see them and check on them when they call me.”**" Charlie and
Luiza Pollard stayed friendly with her, going to dinner, and as he recalled,
“We never talked about the study. I never accused her of doing anything
wrong.”%?

Historian James Jones tells a sad story about the two of them driving
around the back roads of Macon County several years after the lawsuit had
been settled. She spotted a former subject of the Study out in a field. Jones
stopped the car and Rivers walked out between the cotton rows to greet the
aging man whom she had cared for those many years. They embraced in the
field and the man asked: “How come you don’t come see us no more.” And
Rivers answered, “You don’t get the money and Nurse Rivers too.”'*

In “testifying” on the tapes about her position, she gave “verbal witness
to the efficacy, truth and power of some experience in which [the group has]
shared.”** In the context of a Tuskegee Institute culture that allowed for
both racial accommodation and hidden resistance, perhaps Rivers really was
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finding the only shifting positions she thought possible and then testifying
to them. Her choice to wear the Hobby award medal for her public photo-
graph in 1984 argues that she went to her grave with pride, not shame, in her
work.

She passed away on August 28, 1986, and was buried in the Greenwood
Cemetery in Tuskegee, not far from some of the men. On her flat gravestone,
her husband had her name carved as “Eunice Verdell Laurie.” But as the
story of the Study traveled into American culture, “Rivers” became code for
explaining moral and scientific failure, racial and gender caste systems, and
misuse of power.

Another group of photographs captures this coding. In one picture taken
by the pus of Rivers at work, probably in 1953, she stands next to a medical
scale, her hands up to pull the lever down on a man’s head to measure his
height. As in most published medical photographs from the time, the sub-
ject’s face is blocked so that he cannot be identified. At the desk on the man’s
other side sits a white physician, his blood pressure machine visible and his
back to us and his eyes still shaded by the glasses worn to take a fluoro-
scope.

California photographer Tony Hooker used this picture in 1999 for part
of his montage exhibit on the Study called “The Greater Good.” He super-
imposed it upon a photograph he took of John A. Andrew Memorial Hos-
pital’s crumbling walls, after it had been closed for more than a decade. The
resulting composition, with the subject’s entire face now covered in black
and the ceiling light fixture almost attached to his head, takes on a different
meaning. Rivers, as she raises her arm to get to the scale lever, looks as if she
is performing a lynching that is watched by a masked white man as the walls
are falling down.'”® As the story of the Study took on cultural meaning in the
next decades, both images of Rivers —of her doing her work and of her work
literally using death to control black men—would become iconic.
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Bioethics, History, and
the Study as Gospel

Physician Eugene Dibble thought that the Study would be remem-
bered forever, but attorney Fred Gray worried that without the lawsuit some-
how it and the men would be forgotten. They were both right. “Tuskegee”
entered the American lexicon after 1972. The story had too many elements —
a morally and physically loathsome disease, the powerful state, the sexual-
ized black male body, white betrayal of black trust, seeming co-optation of
the black middle class against “the folk,” experimentation, “mad” scientists,
a “betraying” woman, ghoulish autopsies—for it to be erased forever from
collective memory.' The Study, in all its intricate facticity, has not been re-
membered correctly or evenly throughout the decades, nor could we expect
it to be. Whether in academic lecture, oral story, Internet assertion, news
broadcast, or fiery sermon, the facts have dropped in and out of the telling
in service of differing political goals.

In the public’s imaginary about race, the Study’s sustained salience as a
term to be invoked to express anguish and fear over medical care, research,
and indifference lived on because it never stayed just as a memory. It would
provide explanation for the fears generated by a physician’s actions when a
patient or family member experienced poor medical care or the failure to
acknowledge the cultural power of collective history.” In the health profes-
sionals’ imaginary, it would be taught and remembered with anxiety and as
a cautionary tale about hubris and paternalism in research. It would become
an explanation by researchers for why African Americans seemingly did
not volunteer for clinical trials. Naming “Tuskegee” could be an easy way to
imagine a health care provider’s cultural sensitivity while ignoring structural
barriers.



Neither the public nor the health care communities thought about the
Study as just history or just memory. “Tuskegee” paralleled historian Ira Ber-
lin’s comments on history and memory of slavery: “If the history of slavery
speaks to the world transformed, the memory of slavery addresses what was
done to my people, to my family, to me.”* In the Study’s case, however, mem-
ory brings the research community and the public together, as narratives of
ethics and memories of oppression become interlocked. The Study did not
become just a conflict between memory (an oral tradition within parts of the
black community) and history (as translated into ethics texts, institutional
review board training, and history lectures). It is the very histories in their
truncated forms that become the memories. The memory is what was done
to “my people” in the lay black communities and a “what could I possibly do
to subjects” in the public health, nursing, and medical research communi-
ties.* They do not, of course, have the same valence or effects.

The Study’s entry into American lore fueled the growth of the “bioethics
enterprise.”® Once there, the story would become one of the failures of re-
searchers to consider informed consent and of the callous disregard of the
vulnerable, often devoid of any analysis of race and with barely a nod toward
justice. Concerned health care providers and researchers, who would attempt
to reach out to what became labeled as the black community, would invoke
the Study’s name frequently or use pictures of it ironically. Two historians
would tackle the story, each in his own nuanced way, and differing elements
of these histories would be picked up. Over the decades, the cherry-picked
or ignored evidence would come to structure the narratives, which would be
told by conspiracy theorists to national broadcasters who bungled the facts.

In a widely performed play and then television movie, in poems and
jazz pieces, in the publicity surrounding the failed nomination of a surgeon
general, and in the organizing of a federal apology from the White House,
“Tuskegee” would be told over and over, with varying degrees of historical
accuracy. Often, “Tuskegee” became a simple word whose meaning need not
even be discussed, as when some research project was referred to as “just like
Tuskegee.”® The Study haunted the American cultural landscape as a supple
symbol and object lesson, available to whomever wanted to use it to tell a
particular tale of woe or warning.

The Study and the Beginning of Bioethics

Anxieties, expressed as whispers, fears, fiction, and facts, over what physi-
cians might do to their patients and researchers might do to their subjects
lurk throughout the history of medicine. Syphilis in particular was the ob-
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ject of several nineteenth- and early twentieth-century studies that raised
alarms about the misuse of subjects.” What counted as research and what as
medical practice was not always clear to either physicians or their patient/
subjects.® “To do no harm,” the Hippocratic Oath that underlies Western
medical ethics declares, although it has nothing to say about research.” Oaths
and codes were supposed to be enough to protect the innocent and imbue
physicians with a sense of moral standards and norms toward their patients
and research subjects."

With the Nuremberg Trials of the Nazi doctors at the end of World War II,
efforts began to differentiate between therapeutic research (that might help a
patient) and nontherapeutic research (that might help populations but harm
individuals). The Nuremberg Code, a list of ten principles written to protect
human subjects from nontherapeutic experiments without their consent, is
often seen as the beginning of modern discussions of ethics."

Yet, to most American physicians, the Nuremberg Code was seen as ir-
relevant. The horrors of the experiments under the Nazis became thought
of as Nazi science, not science.”> American medical researchers, flush with
the excitement of the expanding funding and medical breakthroughs of the
postwar period, did not think they needed such outside authority or that
names of those doing problematic research could be given out because of the
possibility of criminal prosecution. Even with the Nuremberg Code and in
1964 with the more research-friendly code that came from the World Medi-
cal Association’s Declaration of Helsinki, the concept that such codes were
relevant to American researchers remained illusive.

Codes are guidelines to research ethics, not enforceable regulations.
Throughout the period before the late 1960s, the question of whether formal
governmental regulations or merely better moral education for medical re-
searchers could best protect the public and advance scientific knowledge
was debated among researchers."” With all the support for research and all
the media coverage over what it meant to do it, most “subjects” were seen as
volunteers, providing what sociologist Sydney Halpern argues was labeled
“service to the community.”** Even with the worry about drug trials raised
by the dangers of thalidomide (the German sedative that had horrible effects
on fetuses), it was still assumed that American research was being done cor-
rectly.

Within the federal government in the late 1960s there was discussion on
the need for informed consent during research. Most of this discussion fo-
cused on “risk rather than consent,” especially if the “risk . . . was deemed
insignificant.” It was assumed that investigators could determine risk, even
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though, as scholars of this period have noted, the researchers themselves
were “hardly impartial judges of risk.”**

The “bioethicists’ tales” that are their own “begat” stories credit the Study
and other horrific reports with making the need for outside regulations seem
credible. As one scholar succinctly wrote, “Bioethics was born in scandal
and raised in protectionism.” And “Tuskegee,” another bioethicist argued,
“changes it all.”** When the Study surfaced in the media, it completed the
bioethics “holy trinity” of American horror stories of research —joining the
stories of injection of cancer cells into aging patients at the Jewish Chronic
Disease Hospital in Brooklyn in 1964-65 and of the oral intake of live hepa-
titis virus given to children with retardation at the state-run Willowbrook
Hospital on Staten Island in New York in 1963-66, which both became major
scandals in the same decade as the Study.”

Knowledge about ethical lapses in research took time to develop. Henry
Knowles Beecher, a well-known Harvard anesthesiologist, shocked his col-
leagues with an article, “Ethics and Clinical Research,” in the June 1966 issue
of the New England Journal of Medicine, which listed “unethical or ques-
tionably ethical studies.” Beecher provided actual problematic studies, which
he hoped would be discussed in order to induce “compassion” in his col-
leagues. For his cases, he pulled examples from major medical journals in a
rather unsystematic manner to show how normative the moral errors had
become. To make sure his points would be taken seriously (and prosecution
avoided), he hid the actual names of the studies and their researchers.”® The
widespread media coverage of Beecher’s claims opened up more national
discussion of what counted as “ethical” and of what steps should be taken.
The Jewish Chronic Disease Hospital and Willowbrook cases were two of his
then masked twenty-two examples. “Tuskegee” was not.”

In 1972, just one month after the AP’s Jean Heller broke the story of the
Study, Beecher’s student Jay Katz and Katz’s students Alexander Morgan Ca-
pron and Eleanor Swift Glass published their 1,159-page compendium, Ex-
perimentation with Human Beings. The Jewish Chronic Disease Hospital and
Willowbrook cases were included. Much to Katz’s great regret later, he and
his colleagues had completely missed “Tuskegee” as a problem.*’

Beecher’s exclusive and unsystematic use of the more easily available
major journals may account for his failure to “see” it. In the case of Katz
and his students, the omission may have been because they did not survey
the specialty journals in this era before Internet and electronic data bases.
Although the Study articles in the 1950s and 1960s appeared in Journal of
Chronic Diseases, AMaA Archives of Dermatology, and Archives of Internal
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Medicine, along with Public Health Reports and Journal of Venereal Disease
Information, neither Beecher nor Katz found them.

Communications theorist Martha Solomon Watson argued that the “rhe-
toric of dehumanization” in the published articles about the Study makes
the men the “scene” and the “agency” through which medical science does
its work. Although rhetorically the Study reports normalize the use of “male
Negro syphilitics” as subjects and make the object of the Study the advance
of medical knowledge, this does not explain why Beecher and Katz never
found the reports. It does suggest why other medical professionals reading
the articles might not have thought anything was wrong.* Further, since the
later articles on the Study often used the term “volunteers,” it would have
been impossible for Katz and Beecher to know that they were not, even if
they had found the reports. However, historian Susan Lederer has argued
that “researchers sometimes used volunteer as a synonym for research subject,
with no special meaning intended regarding the decision of the participants
to join in an experiment.”** Thus, although the Study was “visible” in the
medical and public health literature, it remained primarily “invisible” to the
broader research communities until the story became public.

Even though the Study did not gain visibility from these two major cri-
tiques of American research, it came to be the “scandal” with the longest life
in bioethics and public memory.** Unlike for the children at Willowbrook
or the aging patients at the cancer hospital, the Study had a large and vocal
constituency in the African American population, which would remember
it as it resonated through other experiences. It affected southern black men,
went on for forty years, and built on novelist Richard Wright’s insight that

“the Negro is America’s metaphor.”**

“Tuskegee” became in bioethics the
word for the nonconsenting research subject victim. As a key bioethicist
made clear: “When somebody wants to point at a project and say, “This is the
worst thing I can imagine, they say, “That reminds me of Tuskegee.”?*
With all the publicity, the Kennedy hearings, and the federal investigating
panel’s report in 1973, the Study had perhaps its greatest policy impact on the
growth of bioethics through the passage by Congress of the 1974 National
Research Act, which mandated the establishment of local institutional review
boards for all federally funded research. It meant that checking with “the best
men” in the field on a research project, as the pas had done with the Study,
was not adequate. The act also created the National Commission for the Pro-
tection of Human Subjects of Biomedical and Behavior Research. Five years
later, this commission issued what came to be known as the Belmont Report,

with emphasis on the three key principles for research —respect for persons,

Bioethics, History, and the Study as Gospel {191}



beneficence, and justice—the founding beliefs for modern American bio-
ethics.*

When asked about their memories of the work on the Belmont Commis-
sion, its members make the Study figure large. For some, the details of all the
studies become mixed together. Paul Rogers, a former congressman, man-
aged to recall that it was a study where they “just gave syphilis to people,” and
Texas internist Donald Seldin thought that “the injection of prisoners—or
subjects—with an infected organism without their knowledge, without any
kind of informed consent was terrible.” Others clearly understood that both
Congress and the public were deeply angered by what Georgetown Univer-
sity ethicist LeRoy Walters called “a gross violation of the rights of those
men.” At the highest reaches of the federal rethinking of research ethics,
“Tuskegee” meant that a response was needed.

The Study as “America’s Nuremberg”

Bioethicist and Belmont commissioner Albert Jonsen summed it up: “Tuske-
gee was a constant echo that informed the way in which we viewed research
ethics.”?” After “Tuskegee,” it was impossible to expect that researchers alone
could make “appropriately paternalistic decisions for the public good” in the
name of science.”® Nor could the arguments that certain expendable indi-
viduals owed the state and the broader communities the right to their bodies,
with or without consent, continue to hold.* In addition, the story of the
Study became public at a time when broader social currents were focused
on racism and the questioning of authority. The bioethics “moral entrepre-
neurs” would, in sociologist Sydney Halpern’s words, use this historical mo-
ment to shift “moral boundaries” in order to gain “influence over arenas of
public discourse.”*

On a rhetorical level, “Tuskegee” became “America’s Nuremberg” and
seemingly brought the issues raised by the Nazi experiments “home” for
the first time.* Yale bioethicist and Belmont Report commissioner Robert
Levine recalled that by the 1990s “Tuskegee” replaced “Nuremberg” (as code
in bioethics for Nazi medical horrors) in the American context as the “num-
ber one metaphor for evil in research.”*?

This linkage to the Nazis brought attention to the Study and also cre-
ated a problem. When the litany went directly from Nazis to Tuskegee, the
details of the Study entered a historical fog. Alabama became a prison, the
men were concentration camp victims, and the pHs physicians morphed
into Nazis. The underlying focus on race that suffused the Study, and its
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location deep within the Alabama Black Belt, often became a way to distance
researchers from the pHs physicians.

Although no one told a historian that “they were racists” —as the pHs’s
John R. Heller commented to James Jones when asked about the Nuremberg
Code (“they were Nazis”) —“Tuskegee’s” southern racialized location pro-
vided a mechanism for distancing health care professionals from the Study.
And its beginnings were frequently taken as meaning the entire time of the
Study, making it closer to the Nazi period and obscuring all that happened
during the civil rights era and the ability of the men to leave their farms or
use Medicaid or Medicare to get care by the end of the 1960s. It made it easier
to see the pHs physicians only as “barbarians” and not “like us.”

“Tuskegee” became what psychologists label a “flashbulb” memory,
a highly significant event (as opposed to a long series of events) that gets
remembered because it is constantly reinforced in discussions and in the
media.** The Study’s “use and abuse” came to be routinely applied to a myriad
of other events as the details faded away and the vague metaphor remained.**
Availability as a supple metaphor requires neither historical accuracy nor
the “right use.” The linkage between Nazis and “Tuskegee,” which took place
especially when it became part of the “begat” stories told in an opening lec-
ture in a professional ethics course or in a listing of abuses in an institutional
review board-training document, can obscure, rather than highlight, what
had happened. Given “bioethicist tales” that emphasized the lack of ethical
understandings in the “bad old days,” the Study became an example of both
how far ethics had traveled and why bioethicists were needed.

Bioethicists kept knowledge of the Study alive in research publications
and teaching, but only in narrow ways. The field grew, debating whether
principles based in metaethics —the definitions of what is right and good —
or in what was labeled the “new casuistry” —reasoning based on specific
cases used to draw out the key lessons—should guide its work.*® For those
who focused more on specific cases and on research, “Tuskegee” figured
more prominently. A survey of the key bioethics encyclopedias in their
multiple editions and the major edited collections and texts reveals that the
Study came in and out of use, primarily named as an example of the lack
of informed consent and the ability of researchers to take advantage of the
vulnerable. It provided a way to say that race matters and then to never really
interrogate in what ways.

Critics of the bioethics enterprise argue that its often narrow focus on
the problems of autonomy builds on American liberal theory and its con-
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cern with individual choice and rights.** Concern for individuals tended to
obscure both the rights of communities and the context of “choice.” With
so much emphasis on autonomy, this principle tended to, in Albert Jonsen’s
word, “swamp” the principles of beneficence and justice.”” The arguments
about the problems of informed consent and the development of the entire
institutional review board infrastructure provided little focus on the links
between race and science or the problems of equity.

Experimentation as a “practice,” not just an ethical dilemma, requires
an analysis of “the relationship among medical researchers, doctors and the
state as well as between the state and society.”*® This would prove more diffi-
cult to make real. The easier story of evil often swamped the parallels that the
Study might provide for the problems of gaining consent from a community
leader, the realities of agreeing to research in the face of few options, and the
actual belief by the researchers that they were not doing anything wrong.

In these bioethics’ tellings of the Study story, African Americans were
seen as carrying an “undue burden” as the subjects of research. The justice
principle could be seen as fulfilled when the seemingly defenseless were
protected, often itself a problem. Racial minorities, along with children, the
mentally retarded, and prisoners, came to be seen as vulnerable to coerced
consent or no consent.*” The Belmont Report translated concern with the
Study into protectionism. Bioethicists did not raise the problem that racism
might also leave a community out of clinical trials, until after it became a
political issue during the beginning of the A1ps epidemic.*

Belmont Report commissioner and Georgetown law professor Patricia
King articulated how limiting it was to link the Study to protectionism and
informed consent alone.*’ She recalled that the commission did not spend
much time on “Tuskegee,” because the federal investigating committee had
already reported and civil rights laws had provided for hospital desegrega-
tion just ten years before. For these reasons, King thought, “we didn’t go be-
yond thinking about informed consent in Tuskegee to thinking about what
informed consent really means in a situation in which the men in Tuskegee
found themselves.” With the dangers of the “undue burden” of inclusion so
vividly in their minds, King and the other Belmont Commission members
could not figure out how “to strike a good balance between inclusion and
protection, and it was easier to protect.”*?

“Tuskegee,” she argued, was seen as a problem of lack of consent rather
than within a broader context of justice tied to the everyday experiences of
African Americans with medical care.** And, for King, justice required con-
sidering not just a more equal distribution of resources and protection. An
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examination of the everyday practices and institutional arrangements that
made individuals from minority groups vulnerable needed to be explored.
As the “Tuskegee” story was told, the men’s vulnerability was accepted as a
given rather than as something that had to be explained.**

Thus the Study’s other lessons were obscured, despite the existence of
much more information on what had happened. Those trying to understand
the Study did not have to rely only on the newspaper stories or even on the
federal report. Not only bioethicists had a tale to tell.

History and the Study

The story of the Study captured the historical imaginations of two scholars,
Allan M. Brandt and James H. Jones, providing the Study with its major
“official” storytellers and in turn the basic testimony for those who took the
trouble to understand what happened and why.** Once these histories were
written, they were selectively—and frequently incorrectly —mined for “the
facts” to serve other rhetorical ends, with the subtlety of their arguments
often ignored.* However used, Brandt’s often-reprinted article, “Racism and
Research,” and Jones’s book, Bad Blood, still in print after more than twenty-
five years, were part of the reason why “Tuskegee” stayed in the public con-
sciousness.*’

Each historian would be captive to passions the Study aroused in the poli-
tics of the 1970s and the evidence then available. In the late 1960s, James H.
Jones was searching in the archives for material for his dissertation on Kinsey
and sex research around the same time as Peter Buxtun was trying to bring
attention to the Study, although they did not yet know one another.*® Jones
stumbled upon some of the 1930s Study correspondence within the pHs
records that were scattered throughout hundreds of boxes in the National
Archives. With only the letters of the early years, and before the public ex-
posure, there was no way for him to know that the Study was still ongoing or
that Buxtun was raising questions. He filed a note card about the Study on
his lampshade, an idea to be returned to some other time.

After finishing his thesis, Jones took a postdoctoral position in a new bio-
ethics program at Harvard. Expected to write on Kinsey when he got there,
he read the news about the Study as he was driving across the country in the
summer of 1972. By the time he arrived in Cambridge, “Tuskegee” beckoned
as a much more lively book project.

A white liberal southerner with roots in a segregated mining commu-
nity in Arkansas and in an integrated working-class community in Cali-
fornia and raised within the Welsh-American storytelling traditions, Jones
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understood immediately the critical importance of the Study to a history of
racism, medicine, and the emerging field of bioethics. Having struggled with
his own family on questions of race, Jones knew that this book could be criti-
cal to an ongoing historical engagement with America’s racial politics.*’

After the Harvard position ended, Jones took a full-time job at the Na-
tional Endowment for the Humanities and put his book on the Study on
the “backburner.” But after he made contact with attorney Fred Gray over
the lawsuit, a deal was struck: if Jones would supply the 1930s PHS corre-
spondence for Gray’s lawsuit, then in turn Gray’s legal work would provide
Jones with what had been culled from the cpc files, the men of the Study to
interview, an eyewitness seat on the depositions, a chance to help shape the
questions that Gray was to ask, and a framework.*

This bargain had a problem. Gray, in arguing the case, had to make the
story black and white—to portray the men only as racial victims, to illustrate
the gravity of the injury to them and to their families, indeed to all African
Americans by extension.” But Jones could not do this. He had to step back
from some of the sources of his information. Too skilled a historian and
committed to telling the story as he saw it, he had to find a way to layer the
racism, the professional hierarchy, the bureaucratic inertia, the context of
medical research, and the efforts of public health in the South and try to
make the “why” clear. As with Henry Beecher’s condemnation of the perva-
siveness of unethical research, Jones struggled to find the right “tone,” as he
put it, so that the story would be believable and compelling and not merely
something perpetrated in a backwater by a group of racist monsters.

As Jones was working on his book, the Hastings Center Report, one of
the new major bioethics journals, published in 1978 what would become
the first scholarly assessment of the Study by another historian. Allan M.
Brandt, completing his dissertation on the history of venereal disease, had
also found the materials on the Study in the archives. Aware of the fact that
the federal investigating committee had complained about the lack of any
materials on the Study’s beginnings, Brandt had found what Jones had seen
years before. His article, “Racism and Research,” became the first scholarly
effort to explain “how the study was undertaken . . . and why it continued.”*
Using a survey of the racist views of physicians toward African Americans,
Brandt would place the PHs researchers squarely within the practice of racial
medicine at the height of the Jim Crow era. Acknowledging in a footnote
that black professionals were involved, Brandt did not cover their roles ex-
tensively. He wrote that without access to the racial context and information
from the beginnings of the Study, the federal investigating committee had
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focused on penicillin and informed consent and had missed key points. He
made it clear that there was no way to see the men as “volunteers” once the
history was uncovered. Racism, he stated strongly, suffused the entire pro-
cess, and “the degree of deception and damages . . . [was] seriously under-
estimated.”

Brandt made a forceful and definitive argument that would continue to
resonate. His evidence came from reading the early correspondence in the
National Archives in Washington and the materials and testimony given
to the federal investigating committee, including the articles published by
the pHs researchers. But materials that were then at the cpc, including the
medical records that were not yet available, had eluded him, which might
have changed some of his claims.”

His contact was with ethicist Jay Katz and reflected what had worried
Katz in his dissent from the investigating committee’s majority report.
Brandt’s article clearly summarized the Study, placed it directly in the middle
of America’s racial past, and argued that researchers could not be left to
monitor themselves. Published in a major bioethics journal, it would then be
picked up in bioethics, sociology, and history of medicine collections as the
summary of the Study. It would continue to be widely reprinted and would
be used repeatedly to demonstrate the Study’s racism and the pHS’s power
and deceptions.** Brandt, possessing an engaged and deeply moral lecture
style and the imprimatur of Harvard, where he taught, would continue to
speak on the Study.

Bad Blood, which Jones published three years later, would come to be
considered the definitive book, and its reviews in the early 1980s brought the
Study back to public attention. As Boston Globe science commentator Chet
Raymo wrote: “Like many Americans, I missed the story in 1972. I became
aware . . . nine years later when I read a review in the New York Times of
... Bad Blood. . . . T have never read a more profoundly distressing account
of racism in American science.”* Sold by Black Muslims on the streets of
Harlem and in medical school and university bookstores, Jones’s book was
also widely taught and praised. Medical historians might pick at the nature
of the argument and whether or not his claims about racism were not made
strongly enough or made too strongly as the key motivator of the pas doc-
tors, but the reviews were primarily glowing.*® The book won prizes and
landed Jones on major television and radio talk shows and on the lecture cir-
cuit. In his jeans and cowboy boots and without notes, in his southern drawl
and dramatic raconteur style, Jones told the Study’s story in compelling fash-
ion.”” Ethicist Arthur Caplan summed up the key connection between Bad
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Blood and the birth of bioethics: “Tuskegee gave birth to modern bioethics
and James H. Jones was the midwife.”*®

Bad Blood and the “Racism and Research” article shaped what could be
learned about the Study for decades after the newspaper stories faded.”
Whether what these historians wrote and said, however, then informed what

people knew about the Study was an entirely different story.

Gospel as Rumor: The Push for Inclusion

After the initial rush of stories, accounts of the Study appeared in major
newspapers primarily when there was news of the search for the heirs of the
men for the payout from the lawsuit or when Bad Blood was published.*® The
Study continued to be taught in college courses and bioethics training ses-
sions and discussed in whispered and head-shaking stories passed as warn-
ings from family member to family member.*! It became, as a newspaper
columnist described it, “the mother lode of all rumors spiraling in and out
of black America.”®

Even with the book and article available, the focus became more on de-
ception and the need for informed consent. The issue of trust did not emerge
until the 1980s. In 1985 a high-level federal study probed the links between
race and health status, which began much of the contemporary national dis-
cussion on “health disparities,” as the older term “health inequalities” faded.
The Study was not mentioned.®> Then came the HIv/AIDs epidemic and a
growing realization of its major effect on African Americans. This fueled the
increasing debate over the reasons for health disparities and why African
Americans were disproportionately now missing in medical research clini-
cal and drug trials. To answer these questions, the Study came back into the
public story as a form of explanation.®*

These debates gathered steam among members of a coalition of health
reformers and politicians. The “inclusion-and-difference” paradigm, as soci-
ologist Steven Epstein labeled it, shifted concerns from overprotecting Afri-
can Americans from too much inclusion in research in the post-“Tuskegee”
era to the problem of exclusion.®® The new paradigm accepted that racial
groups and women might have different experiences with drugs and dis-
ease and needed to be studied separately. Epstein argues that there was a
“sharp irony” in this new story: difference was now a way to improve medi-
cal care for women and minorities. This reversed the history in which dif-
ferences were viewed as oppressive. As two bioethicists would argue, there
was a “swinging of the pendulum from justice-as-protection to justice-as-

inclusion.”®®
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AIDs activism led to demands for entries into, not out of, clinical trials.
Groups such as acT UP loudly and publicly raised the question of why mi-
norities did not get tested for AIDs or participate in research. Feminist and
other health activists, the Congressional Caucus for Women’s Issues, and the
Black Caucus took up this question of the missing minorities and women
(white and of color) in research and clinical trials for new drugs and de-
vices. With the passage of the National Institutes of Health Revitalization Act
in 1993, which required recruitment of women and minorities for federally
funded research, the question of why minorities did not willingly participate
took on more urgency.”’

“Tuskegee” was then assumed to be part of the answer, more of a “place-
holder,” as Steven Epstein labeled it, “in discussion of resistance to partici-
pation in clinical research.”®® It was to be, however, not a simple connection.
The Study entered the A1Ds discourse when it became an available part of the
language to explain neglect, indifference, and racism in health care for Afri-
can Americans. It became linked to a larger sense of a genocidal conspiracy,
along with concerns of sterilization abuse, birth control testing, biological
warfare, and the origins of A1Ds. The Study as fact and “Tuskegee” as fiction
made a more public appearance in the 1990s, as health educators and re-
searchers sought to find out what African Americans actually thought about
A1Ds and medical care and what blocked the usage of health care services.

The Study as tragedy and genocide began to circulate again. At the first
cpc conference on AIDs and minorities in 1987, members of a black coali-
tion caucus argued that the “black clergy and church” needed to assure Afri-
can Americans that “A1Ds testing and counseling initiatives are not just an-
other Tuskegee tragedy being perpetrated on the black race.”® In the late
1980s, “Tuskegee” began to run through both public testimony and news-
paper stories as the explanation for black fears.”’ The rhetoric shifted as the
AIDS epidemic grew, and the story moved again from one of tragedy to
genocide. “Tuskegee” would become, in one of the most virulent claims, a
form of “germ warfare” and as practice for the unleashing of A1ps through
vaccinations from Fort Detrick’s biological warfare research laboratory in
Maryland.” These connections between “Tuskegee” and contemporary
health problems would continue and break out periodically.”

In 1990, health educators Stephen Thomas and Sandra Crouse Quinn
gave a paper, based on what was a “convenience sample” of black church
members, that linked the Study to fears over a1ps. In their widely quoted
published article, they argued that “public health professionals must recog-
nize that Blacks’ beliefs in A1Ds as a form of genocide is a legitimate attitudi-
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nal barrier rooted in the history of the Tuskegee Syphilis Study.” Concerned
that the Study had actually been forgotten in public health circles, they used
Jones’s book to retell the story. Their emphasis on “Tuskegee” would be re-
peated in their other articles and with citations to their studies and in public
health circles, press accounts, and doctor commentaries.”

In many of these new surveys, the Study took the weight of other events in
black history, as historian Vanessa Northington Gamble has argued, without
an understanding, as she put it, that there was more “under the shadow.””*
A sophisticated phone survey done in the late 1990s suggested that the issue
was not so much knowledge of the Study but whether or not that knowledge
affected a “reduction in the level of trust.” In fact, these researchers found
that increased knowledge of the Study could actually increase willingness to
participate in research if the concern with trust did not decline. Other more
nuanced studies, following this, questioned whether or not the Study really
was so critical to the mistrust among African Americans, which actually was
caused by “broader historical and personal experiences.””

“Tuskegee” became for some a verbal cue, linked to genocide through
AIDs on the one hand and to the Nazis on the other. It explained terrible
fears and indicated a sense of historical understanding, whether or not any-
one really remembered it, knew what happened, or understood the ways
racism structured the health care system. It was, however, sure to raise
“moral outrage,” which was used to demand both more research and more
focus on black health needs.”

Nor would “Tuskegee” stay linked only to health care and research. The
flooding of New Orleans after Katrina led to widespread beliefs that the gov-
ernment had blown up the levees to intentionally flood the Lower Ninth
Ward. When filmmaker Spike Lee argued with libertarian pundit and com-
mentator Tucker Carlson on television over this possibility, they got into
a shouting match over whether the history of the “Tuskegee Experiment”
demonstrated what the government was capable of doing.”

Rumor as Gospel

The biggest rumor continued to be that the government had directly infected
the men with syphilis. This belief is everywhere: the Internet, the national
nightly news, academic papers, and in deeply held beliefs among health pro-
fessionals and the public.” Stories circulated claiming that those injected in-
cluded black women, prisoners, Tuskegee Institute students, and the Tuske-
gee Airmen of World War II fame, whose effort was called “The Tuskegee
Experiment.””
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One of the iconic photographs taken by the PHs in 1953 helped to per-
petuate this belief. Widely reproduced from Jones’s book and now available
from the National Archives, it showed a white doctor inserting a needle into
the vein of an unidentified black man. Although the photograph was clearly
identified as blood withdrawal and rubber tubing is tightened around the
man’s arm to make his vein stand out, it could be misread as an injection.*

There is absolutely no evidence that injection of syphilis occurred in the
Study. Inoculation of human beings with syphilis is possible, and there were
other experiments in the nineteenth and twentieth centuries in which the
syphilis spirochetes, obtained from either humans or rabbits in the more
acute stages of the disease, were deliberately injected into the bodies of “sub-
jects” through a wide variety of complicated techniques.*' The spirochete of
syphilis is an anaerobic parasite that must be kept moist. If outside of the
body for more than two hours, the bacteria will die. Nor can the cells be
grown to make an in vitro culture for more than a few generations.**

Syphilis’s transfer through injection in an experiment also requires tech-
niques that have to be done quickly. When this was done on prisoners at Sing
Sing Penitentiary in New York in the mid-1950s, an infected rabbit was killed,
its testes were ground up, and the bacteria were injected into the 62 subjects
within two hours. This usually produced a nodule that became ulcerated at
the point of the injection. The inoculum in the Sing Sing study had to be
made at 2,000 times the normal infection level to make sure the prisoners
got syphilis.*’

Given the pHS’s assumption that the disease was so widespread in Macon
County, why would they have bothered? Given the ulcerated sores that would
have appeared on the injection sites, why would the men have returned year
after year with such a visible and direct initial sign of something wrong?

There are several cultural reasons why the assumption of infecting has
outlived the Study and its men.** With the linking of the Study to the delib-
erate infecting of children with hepatitis and the injecting of older patients
with cancer cells, the idea that this third of the trio of bioethics horrors was
also an infecting story becomes plausible and the confusion understandable.
As the 1994 revelations of the federal government’s role in the secretive 1950s
LsD and human radiation experiments drew widespread publicity and a gov-
ernment investigating committee, the idea of “infecting” by the government
through nefarious means took on another mantle. These disclosures came at
the same time as AIDs spread and as the twentieth anniversary of the public’s
knowledge of the Study drew more news analysis.*®

To understand the symbolic power of “Tuskegee,” it is necessary to under-
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stand why this fiction persists and what it teaches us about the making of his-
torical meanings. “The wrong tales,” Italian oral historian Alessandro Portelli
writes, “allow us to recognize the interests of the tellers and the dreams and
desires beneath them. . . . Errors, inventions, and myths lead us through
and beyond facts to their meanings.”®*® If the men being given syphilis are
an “invention,” what are the “dreams and desires,” as Portelli would have
it, beneath them? This “wrong tale” has a basis for belief. Health educators
have called the assumption that the men were intentionally infected a “dis-
aster myth,” a way to explain the “pervasive sense of black mistrust of public
health authorities.”*

The belief that the men were deliberately infected thus fits both folk and
historical knowledge. As folklorist Patricia Turner argues, there is “the per-
vasiveness of metaphors linking the fate of the black race to the fates of black
bodies, metaphors in use since the very first contact between whites and
blacks.”®® If difference is ultimately presumed to be in the body, then inject-
ing syphilis into the blood, in this case making it “bad,” becomes one of the
ultimate forms of control to define the nature of that difference. The belief
that the men were given a disease that fit racist assumptions about black
male sexuality slips without question into the pantheon of horrific modes of
control over black bodies.

It is a story used to cope with some of the experiences of racism and the
literal and continual danger to bodily integrity that overshadows the experi-
ences of many African Americans. It is not true, but it is certainly plausible.
If you assume that the men were not infected but were allowed to continue
to expose their families, then the government is responsible. The line from a
man with syphilis to his wife/sexual partner and then his children becomes
the PHS’s route of infecting.

In a strange way, the horrific notion of deliberate infection makes it easier
to understand the Study and yet to isolate it. To imagine the infecting makes
the Study abnormal and a failure of ethics on a grand scale. In this way, the
men in Alabama become victims of a different kind of Holocaust. To make
this analogy “fixes” both the men in the Study and the pHs physicians as
“others.”*

To understand that the men were not deliberately infected but also were
not told that they were in a research study integrates the Study into the logic
of American medical science and connects it to the zeal of public health.
Then indeed the racism, and its role in the evolution of medical science, be-
comes much more of a normative experience. This way of making decisions
about care—giving it to some, denying it to others—is also an increasingly
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familiar experience, even a necessity, some would argue. To avoid this kind
of understanding, it is easier to deny the Study’s reality by making the pHs
doctors into monsters and the men into total victims. In this way, the Study
becomes a problem only of a specific group, time, and place.

Historians and bioethicists who write about the Study, as well as the media
commentators and bloggers who read about it and respond, have tried to
correct this assumption about “infecting.” This correcting has gone on now
for decades. The facts do matter in understanding what happened and, more
important, can happen; the story created, however, reflects what Americans
need to know and tell themselves. As historian Jill Lepore has written, “The
difference between history and poetry, Aristotle argued, is that ‘the one tells
what has happened, the other the kind of things that can happen.”®® The
Study’s entrance into American lore needed not just the facts. It also needed
the fictions.
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The Court of Imagination

“Tuskegee,” throughout the 1990s and into the new century, evolved
into a noun that reverberated through the evening news, films, music, prime-
time dramas, and Internet rumors. Uttered by characters on House, Law and
Order, cs1, and Saturday Night Live and by sonorous news anchors, it be-
came the word for racism, experimentation, and government deceit!

Questions of trust and experimentation demanded a cultural explana-
tion.” In this process, the linkage of race and medical science played out
within the paradigm of a racial melodrama that called upon the suffering
black male body as a claim for rights.* In the “court of the imagination where
blacks seek to punish whites for their misdeeds and whites seek to pun-
ish blacks for theirs,” as scholar/critic Henry Louis Gates Jr. argued about
another event, “Tuskegee”-imagined became a crucial site for this kind of

reckoning.*

Tuskegee” became part of the definition of American blackness,
a piece in the “temporal map” of identity that could be formed in the vortex
of a cultural “racial passion play.”® It was these representations that became
central to justice for this cultural trauma, which could be neither acknowl-

edged nor healed without them.

A New Sound Track

Don Byron, famed New York-born jazz clarinetist and Downbeat maga-
zine’s jazz artist of the year in 1992, copyrighted his music under “not
tuskegee-like” and titled his highly acclaimed first 1991 album Tuskegee Ex-
periments.® Byron is a student of history with an extraordinary talent for
rehabilitating music forms in a jazz idiom, and the Study attracted his musi-
cal genius.” The plural name of his album title plays on both the Study and
the formal name “the Tuskegee Experiment” that was used for the Tuskegee
Airmen.



On the title track, Byron enlists the poetry and voice of Sadiq Bey, a per-
formance poet who often links historical imagery to contemporary prob-
lems.® The resulting composition is powerful and rhythmic and fits Byron’s
concern that the jazz of the early 1990s had become too “apolitical,” as rap
music began to take over the airwaves as the voice of black oppression.” The
track starts slowly with a wailing clarinet, which gets louder and louder. The
percussion picks up the sound and reverberates the painful clarinet’s almost
human howling as the poet’s voice gets more insistent and powerful.’’ The
music and the poetry are attacks on the white doctors and the assumed col-
laboration of the black professionals."

In the poet’s rhythmic beat, the stanzas become: “A Dr. Clark conviction,
a Dr. Wenger conversion, a Dr. Vonderlehr conception, a Dr. Peters spinal
puncture, a Dr. Dibble hanging from his ankles in the town square, the Sur-
geon General’s schwarzegeist rising, while Tuskegee falls asleep.” Using lines
from Jones’s interview with Rivers in Bad Blood, Sadiq Bey wrote: “Nurse
Rivers, who even had a car to shuffle her syphilitic children across Macon
County, her ‘bad blood’ cotton pickers, the joy’ of her life, was clearly chosen.
An appointment befitting this darkest century. . . . They didn’t receive treat-
ment for syphilis, but they got so much else. Medicine is as much art as it is
science.” This was “not a crime, but a rite of sacrifice.” He concluded with a
mantra of “no treatment! no treatment! no treatment! no treatment,” as the
screeching clarinet in the background grates on the ears, now more angry
than plaintive.

The Study became, in Byron’s skilled hands, both familiar and what Freud
labeled unheimlich, the uncanny that lies between dream and reality, the
dread that comes from a border of unreality but yet seems real.” Subtleties
of why the Study happened and why choices were made drop out in the wail-
ing of Byron’s clarinet and in the insistence of Sadiq’s voice. The listener is
not allowed to forget that something terribly wrong happened to those who,
although nameless, ought to be recognized.

Byron’s music ultimately provided an updated sound track for the Study,
not allowing it to live only in the early twentieth-century blues or gospel of
the southern farmlands. With Tuskegee Experiments, the Study moved into
more urban and modern jazz, reflective of the musical roots of much more
contemporary concerns.”

History as Television

As Byron was completing his album, news magazine producers at ABC’s
Primetime, documentary filmmakers at Nova, PBs television’s science pro-
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gram, a BBC film crew, and the National League for Nursing were all get-
ting ready to produce television and video versions of the Study."* These
documentaries reached millions of viewers—more than did the books and
articles, the bioethics courses, or Byron’s music. For the first time in nearly
twenty years, both the Study’s survivors and the pHS doctors emerged from
historical fog to become named and visible.

Primetime Live’s February 6, 1992, fifteen-minute segment on the Study
demonstrated the difficulties of this medium and the construction of a bi-
nary of innocence and evil. As the ABc correspondent Jay Schadler would
say later, “Television can make anybody into a monster.” This certainly hap-
pened with physician Sidney Olansky, described as the Study’s last director.”®
The doctor, with his grin, white face, and bowtie, provided melodramatic
contrast to three of the soft-spoken men of the Study. Schadler’s words por-
trayed the men as peasants. Charlie Pollard was described as a sharecropper,
when in fact his family had owned land for several generations. Price John-
son was asked if the $25 for his twenty-five years in the Study was “a lot of
money back then,” making it sound as if it had been given during the De-
pression rather than in 1957, when it would have been equal to about three
days work at minimum wage.

Olansky clearly had not yet understood what they had done and clung to
a doing-the-best-science position. Medical complexity, as an excuse rather
than an explanation, was emphasized.'® Indeed, when Schadler asked Olan-
sky about penicillin, his honest reply, “It would have ruined the study,” made
it impossible to understand why penicillin might or might not have helped
anyone, which in later comments Olansky made clear.”” The segment created
a deep sense of betrayal and wrong.

If the racial differences between the Study’s men and its doctors was a
subplot to the monster-doctor theme of Primetime, it became a much more
important part of the longer story told in PBs’s Nova version. In 1992, as the
Study’s twentieth anniversary was coming up, veteran ABc medical reporter
George A. Strait Jr. took his idea for an hour-long documentary to colleagues
at Nova. Strait had not covered the story in 1972, but he knew that the men
were aging and dying off. As a former scientist, he was concerned with issues
of ethics in research and trust. It took more than a year of research and mul-
tiple trips to Macon County before the film emerged."®

In “The Deadly Deception,” Nova’s 1993 version of the Study, writer-
producer-director Denise Dilanni relied upon historians Allan M. Brandt
and Vanessa Northington Gamble (with James Jones in a more minor role)
as the “talking heads” and on their writings and interpretations as the film’s
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analytic spine.”” Strait served as the film’s credible key reporter, leading view-
ers down Alabama roads and into the homes of survivors and to the grave
sites of others. The opening lines promise with great drama that he would
“find out the truth of the deadly deception.” Although the historians make it
clear that the Study was not a hidden conspiracy, the film indicts it as decep-
tive both to its subjects and to the public. Throughout the film, a blues guitar
is the musical reminder that you are in the generic black South of long ago.

The film attempts to make clear the ways in which institutional culture
at the pHs perpetuated the Study. Interspersed with early 1930s documen-
taries made of the pHs/Rosenwald Fund syphilis control work in Georgia
(the hanging moss on the trees makes it clear that this is not Macon County,
Alabama, even if the viewer may not know this), the film made the pHs’s
intention not to treat and the consequences for the men and their families
powerfully clear.*

Several of the physicians agreed to be on camera, including John C. Cutler,
Sidney Olansky, and David Sencer. Cutler’s coldness and “smirk,” George
Strait remembered, made it difficult to do the interview, and Denise Dilanni
characterized him as “beyond defensive to dismissive.” Olansky and Sencer,
in contrast, Strait thought, were the voices of “institutional bureaucrats who
had lost their way.”*!

Since the film was made before the Primetime Live segment aired, likely
consequences of the doctors’ appearances was not yet apparent. As in the
ABC segment, the callousness of the pHs is made visual through editing,
contrasting the doctor and the unknowing subject. If the physicians had
hoped that this film would finally give them a chance to explain their posi-
tion, they were wrong. No narrative of science or the complexities of syphilis
emerged. Instead, at least for Cutler and Olansky, their failures to see the
paternalism and racism in their views and their efforts to separate out the
“morals” from their “methods” were patent. As Cutler later told a reporter,
“These men in Tuskegee helped us learn how to treat syphilis among blacks.
They were serving their race.”*

To make the film more dramatic and to give Rivers a voice, three men
from the Study— Charlie Pollard, Herman Shaw, and Carter Howard —are
shown going to see Miss Evers’ Boys, a fictional play about the Study, which,
by serendipity, the Alabama Shakespeare Company was staging in nearby
Montgomery during the filming of the pBs show. The fictional and factual
are laced together to give the viewer a chance to see the men of the Study
responding to seeing themselves portrayed on stage. When Mr. Shaw tells
again the story of being kept from treatment, the next film cut is back to the
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play and to the Miss Evers character, who is now stopping him in Birming-
ham, even though Mr. Shaw has made clear to others that she never did this.
In using the play version of Rivers, the fiction imagined by the playwright
becomes her words in this documentary.

The views of the health professionals are edited in next to those of the
men and next to Strait’s narration. Mr. Pollard speaks of being promised free
medicine and having his “bad blood” cured. He is the only one who says, “I
couldn’t have done that to them,” as the veneer of southern black politeness
slips off for a moment. For the first time, the film gives voice to Bill Jenkins,
the epidemiologist at the cpc whose group had tried unsuccessfully to stop
the Study in 1969 and who was not in Jones’s book. Gene Stollerman, the
only physician on the 1969 committee who thought the Study should have
ended, again says he was “afraid they were in real big trouble” giving medi-
cine, his, apparently, at least one voice of reason. John Cutler continued to ar-
gue that the men were not “merely guinea pigs” and had done the right thing
“for their race.” Peter Buxtun, the Study whistle-blower, dramatically tells a
story of Cutler lambasting him for his interference: “I couldn’t understand
how they could do something like this,” although the cpc’s David Sencer
cannot imagine Cutler giving such a tongue-lashing.* There is a sense that it
was lone men who stood up against the system. Any links to a powerful civil
rights movement and a growing health rights movement that would have
empowered them to speak are ignored.

The connection of Tuskegee Institute/University to the story is mainly
visual. Strait speaks to the camera in front of the campus’s famous statue
of Booker T. Washington lifting the veil off a kneeling black farmer, and
Rivers is identified as a Tuskegee Institute-trained nurse, but the Tuskegee
Institute-PHS connections are never made clear. The images are much more
black and white.

The sense of whether or not the men can speak for themselves is made
ambiguous. Attorney Fred Gray argues: “Those men could not speak. I speak
for them . .. and they would say my government should never have done it.”
In this view, the men become the silenced victims, given voice by their at-
torney, who can enter the courts on their behalf. Yet Mr. Shaw on his tractor
and Mr. Pollard in his home both give powerful voice to their personalities
and needs. The dignity of the men and their faith are emphasized in a final
scene at mealtime as they pray, after which we are told that nearly two dozen
of the men died because of the government’s indifference.

In the end, the racism underlying the Study and the state’s power to make
it happen are clear. There is no real discussion of other options, of escape, of
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concern of medical science at the time, of why this was so normative. The
pHS/cDC lost the chance to be seen as saying, “I'm sorry,” or “we learned
from it.” Even if their view of the science could be understood, their failure
to see how “Tuskegee” carried into the public realm left them seeming indif-
ferent and immoral. If ever the art of medicine needed to trump its science,
it was here.

The politics of these documentaries make a plea for identity and justice
for the survivors because of the men’s dignity and pathos and due to the
price of their pain in the face of what seems certain death. The men become
framed as racial innocents because of the pHS’s deception. In this portrayal,
the usual ways syphilis as a sexually transmitted disease normally leads
to stigma are erased, in one of the few cases where venereal disease is not
judged. Justice-denied because there was no punishment for the unrepen-
tant doctors becomes the beginning of justice-provided in the documentary
imaginary.**

“The Grey Zone” of Miss Evers’ Boys

The pBs documentary made the rounds of college classrooms and bioethics
training programs. But five years later, the story of the Study became a fic-
tional drama and the most common visual way it circulated. Begun as a
widely staged play in the 1980s and early 1990s, physician and playwright
David Feldshuh’s Miss Evers’ Boys became the 1997 HBO film starring well-
known actors Laurence Fishburne and Alfre Woodard.*

Feldshuh had read a review of Bad Blood and then the book while he
was in medical school and was fascinated by Jones’s view that Nurse Eunice
Rivers was the “one who . . . had ethical qualms” and who could provide a
sense of “moral ambiguity.” The doctors, Feldshuh thought, seemed to have
amore straightforward explanation for what they had done.*® Searching for a
way to tell the Study’s story that dealt with both current and past time, Feld-
shuh centered his play on the liminal position of a fictional Rivers, renamed
Eunice Evers.

To allow for the dramatization of her moral musings, Feldshuh moved
the narrative back and forth between “real” time in Macon County and
the august hearing rooms of the U.S. Senate. This allowed him to imagine
his nurse’s “journey of awareness” to moral reasoning and to give speech
to her “inner dialogues.” In fact, Rivers herself was never called before the
Senate and never gave testimony.*” This fiction allowed a dramatic public
self-reflection on her part, as the nurse character says, “I loved those men.
... [They] were susceptible to kindness.” This kindness phrase is so chilling
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that Feldshuh later used it for the play’s accompanying educational video.®
Rivers, however, never spoke these words. They were actually the thoughts
of one of the doctors in the Rosenwald Demonstration, which preceded the
Study and in which treatment was given.*

“Nurse Evers’” deep connection to the men is portrayed when Feldshuh
transformed the “Miss Rivers’ Lodge,” which served as a burial fund, into
“Miss Evers’ Boys,” the name the men give themselves as a “illy” dance
troupe. Aware that both dancing and boys were black stereotypes, Feldshuh
nevertheless needed to dramatize syphilis’s progression, without making the
play “a lecture on disease.” As the fictional Study subject’s knees buckle, so
does his hope that dancing would be “that desperate ladder out that has hun-
ger about it.”*

Feldshuh sought to depict the nurse’s power and her dilemmas vividly. The
play becomes a classic jury trial drama in which the legality and morality of
the Study are played out in front of the “court” of senators, with the nurse as
both the accused and one of the victims.” What Feldshuh called her “moral
truths” become most visually told, because, he said, “There is something
about pain that comes in spite of love that I found . . . fascinating.”*

She takes on the moral burden of the Study as both innocent temptress
and failed savior. Caught between her sense of nursing duty and love, the
fictional nurse ultimately remains a virginal caregiver, always on the edge
of lost innocence. She is given a romantic interest in Caleb Humpbhries, the
Study subject who manages to find out more about the disease, to join the
army, and to get penicillin.

It would be hard to imagine the talented and attractive stars Laurence
Fishburne and Alfre Woodard without sexual sparks. In the film, Evers’s di-
lemmas deepen into tragedy as she rejects her suitor’s sexual advances, his
entreaties to marry (“I can’t be with you and have a lie in my heart,” she
tells him), and her chance to leave Alabama. She stays single (unlike the
real Rivers, who married) and devoted, the film leads us to believe, until the
end of her life, caring for the Study subjects who survive. Duty, not a fear of
syphilis, has shaped her decision.

In the HBO film version of the play, rewritten by 1950s blacklisted screen-
writer Walter Bernstein, sexuality as a theme is even more obvious.” The
Evers character is given a scene in which she dances seductively in her party
clothes (not her blue serge nursing uniform), with her braids down, in a rural
juke joint with one of the subjects. The joint’s patrons surround her, bang on
the tables, and demand that the tempo of the music be made more provoca-
tive, while her love interest cheers her on. Centering the film around the
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romance, Bernstein declared, makes her relation to the men more powerful
and “works better.” Bernstein was well aware himself of the government’s
power to turn people against one another, and his version of the story pro-
vides romance to lure the viewer in and to express the subtlety and personal
costs of the government’s power.*

Evers becomes the tragic nurse caught between identities: caregiver and
race woman, scientific assistant and patient advocate, sexual virgin and race
traitor. Although she is the one who speaks, in many ways the play and film
silence her ability to speak out. It is her silence and acceptance that condemn
her and deepen our sense of tragedy.

The play/film attempts to capture the internal racial politics that enforced
immoral decisions during the Study years. African American doctor Sam
Brotus, a possible fictional Dr. Dibble, explains the problems of race and
science carefully to Miss Evers. When she expresses outrage that the men are
not to be treated and that she may leave because of this, he demands that she
stay to care for and love them. “Stay with them,” he orders, “and carry our
burden yourself. Don’t ask those men to carry it.” Evers replies, “I'm a nurse.
I'm not a scientist.” But the physician reminds her: “There is no difference.
Not here. Not now. Not for us.” Although she still protests, she stays, even
stopping the men from going to the rapid treatment centers. “You serve the
race in your way. I serve it in mine,” he reminds her. “I can’t rock the boat
while 'm trying to keep a people from drowning. There are trade-offs you
can’t even imagine. Don’t you see that?”** With the grave-looking actor Joe
Morton playing the doctor in the film, Brotus’s difficulties become believ-
able.

Class lines in black communities are erased in the film version. The fic-
tional Dr. Brotus is seen as traveling to Washington for the first time, al-
though the real Dr. Dibble was a world traveler. The fictional Nurse Evers is
made to be a Tuskegee native and given a father to live with in the commu-
nity. The class lines that would have separated the educated Rivers from the
men in the rural areas are blurred. When the money for the Study dries up
for a time, Evers is seen doing domestic work for a group of haughty white
women rather than performing other nursing duties, as the actual Rivers did.
But then, as an HBO vice president argued about another historical drama,
“when we look at historical accuracy, we look at history as it plays in the
service of a narrative.”

With the focus on the tragedy of the nurse, it is not possible to fully
why and wherefore.” Feldshuh understood that
this could be a major difficulty and made clear he differentiated between
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the “big blames” and the “little blames.”*” He made an effort to explain how
racism impinges on scientific thinking, as when Evers tells the senators at
the end of the film, “We proved there is no difference between how whites
and blacks respond to syphilis.” Yet, for most of the play/film, the content of
scientific thinking, so hard to dramatize, is left uninterrogated. The dramati-
zation only discusses the overt power of a white establishment. The fictional
senator, clearly modeled after Ted Kennedy, asks, “If they were white would
they have been treated as anyone?” Here is where Evers shows a touch of
anger: “You wouldn’t have dared. You wouldn’t have voted for it for forty
years, if they were white. Somebody would have said something about this
before now. Everybody knew what was going on. It wasn’t no secret. But
because they were black nobody cared.”

Before the federal apology in 1997, the play/film appears to have func-
tioned both to put the Study into wider cultural circulation and to provide a
form of healing. Actor Obba Babatune, who played one of the subjects in the
film, “chased this project. ... I wanted to be one of the people to tell the story,
and in a sense, pay homage to the men who sacrificed their lives.”*® One
reviewer of the play’s Atlanta production concluded: “The play is partial re-
demption, not for the unredeemable study but for its victims. The play saves
them from pointlessness in their suffering and death. . .. [It] must succeed. It
is the victims’ last chance. And bless it, ‘Miss Evers’ Boys” does succeed.”*

Without quite so much hyperbole, Tuskegee’s mayor, Johnny Ford, re-
called, having performed as the black physician when he brought a version
of the play to the city, that it helped to absolve a sense of shame. It made the
men into survivors of a tragedy that meant they had served their country.
The “embarrassment and shock” that had rocked the city when the story of
the Study was made public in 1972 was given a “ritual purge.” Ford made
sure that some of the survivors came to see the production, and they were
given keys to the city and a standing ovation by their fellow citizens. They
were for him the story’s “unsung heroes.” Ford, who remembered the lines
he had spoken and many other key ones, took Feldshuh’s words into his own
memory of what had happened.*

Feldshuh’s focus on the nurse pushes viewers into what Holocaust sur-
vivor/essayist Primo Levi calls the “grey zone.” With a focus on those caught
in the middle, “grey zones” provide seemingly more dramatic tensions. It
allowed for, as in the film made of Levi’s essay, a chance for “the viewer to
reflect on the larger question of moral culpability and engage in an exercise
of historical empathy.”*" Levi was writing, of course, after a generation of
complex Holocaust histories and fictions had appeared. Feldshuh was telling

{212} TRAVELING



the one fictionalized version of the Study that would make it to the screen
and that had to represent the untold stories and approaches that would never
appear.*?

Fictional Problems

The film and the play were not without their controversies and difficulties.
An actress in one of the early productions of the play accused Feldshuh of
lying because he did not show that the pas had given the men syphilis.
Kenny Leon, who directed the play at the Alliance Theater in Atlanta in 1992,
argued that it was a chance to open up the possibility of white folks saying,
“We did this and we’re sorry,” and for black folks to reply, “We hear you.” But
who, he asked, was going to be blamed, “especially when blacks don’t want
to be the bad guys?”* Scott Glasser, who directed the play in Madison, Wis-
consin, had to deal with the tensions between himself and his black actors,
who were angered that this history was being told at all.**

The limits of the film’s truths came into focus in Tuskegee as well. Two
months after Miss Evers’ Boys aired on television, lawyer Fred Gray called a
press conference to discuss, in part, problems with the film as homage to the
men and as an apology for the Study. From the pulpit of the Shiloh Mission-
ary Baptist Church in Notasulga, where dozens of the men were recruited to
the Study and then buried in its graveyard, Gray and several of the Study sur-
vivors criticized the film’s historical veracity. Speaking on behalf of the men,
Gray declared: “Miss Rivers was always professional and courteous to them.
She did not accompany them to nightclubs. They did not dance, play music
and entertain people. . . . The entire depiction of them as dancers and ‘shuf-
fling sams’ is a great misrepresentation, and does not accurately represent
them, nor the other persons who were participants in this study.” Herman
Shaw declared, “I'm a living witness . . . [and] what they said about Miss
Rivers was absolutely wrong.” Although the play and movie made it clear
that they were “based on” historical events and that Feldshuh had sought
to dramatize the Study’s moral lessons, to Gray and some of his clients the
difference between their realities and those portrayed in the movie were too
great. They expected the film to be authentic to their experience and to sup-
port legal and political views of them as innocent and dignified survivors of
a racial tragedy.*®

When David Feldshuh and Fred Gray publicly discussed these differences
in Tuskegee at a bioethics conference in 1999, the conversation got heated.*®
For Gray, born in 1930 and raised in segregated Alabama and who had seen
racism’s terrible—literally killing—power in intimate and personal ways, it
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was the pHs and the state government who had to carry all the blame for the
outrage of the Study, not Nurse Rivers or any of the black physicians. Angry
at the portrayal of the survivors, whom he knew and respected, as hard-
drinking dancing “boys,” Gray saw all of it as historically wrong and repre-
hensible. Feldshuh’s attempt to defend his efforts, to explain the racial “vise”
he thought his characters were in and the irony of the title he had created,
failed to convince Gray.*’

Feldshuh had his own stories: a bomb threat against the play one night
in Los Angeles and a white woman who grabbed him and demanded, “How
dare you portray white doctors like that?” Yet such tales carried little moral
weight when put up against Gray’s life experiences. Even when Cynthia Wil-
son, the Tuskegee University archivist, attempted to insert more of the “facts”
and “evidence” of the Study into the discussion, it was clear that Feldshuh’s
effort would continue to be denounced by Gray as ahistorical.

Memory, experience, and the need to see one’s own story reflected accu-
rately in film trumped an effort to dig out the historical “facts.” The usual
tensions in film about what is “authentic” in black experiences were played
out in the arguments between Gray and Feldshuh. Gray, and the survivors
who spoke, wanted any sense of playfulness or drinking out of the film. They
did not want the movie to add to any sense that the Study had undermined
their dignity and control.

Instead, the dramatic need to show the impact of syphilis led to a “cine-
matic mimesis” that repeated the old view of black men as hard-living, easily
manipulated, and sexualized “boys,” except for the one character who gets
away.*® For the Study’s survivors who had overcome the stigma of a sexually
transmitted disease to become pure racial icons of victimization, this stereo-
type in a film that they had expected to be ethnographic was anathema. In
searching for a representation that focused on the limits of white stereotyp-
ing of blacks, the film in many ways recapitulated the very stereotype it was
attempting to critique.*’

The play/film’s focus on a fictional Nurse Rivers provided a rich sense of
moral complexity. In many ways, Miss Evers’ Boys was an attempt to show
how the power of racism could corrupt a good and caring person. It allows
us to consider: Which Nurse Rivers is more fictional? The racial and gender
nurse victim of memory or the more deeply morally troubled fictional char-
acter? We cannot expect that one film or one telling, even from the memories
of those who were there, can answer these questions.

The play/film became a “radical injustice” in which the pHs doctors
avoided judgment and scrutiny.*® The biological assumptions about race, the
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complicated public health questions surrounding syphilis, and its treatment
over time were all ignored as well, because this story could not so easily be
dramatized. It left viewers to imagine that somehow we already know this
story about doctors doing the wrong thing in experimentation and we do not
need for it to be told.

Miss Evers’ Boys went on to a continued life, often shown during black his-
tory month in February on HBo and easily available as a pvD for teachers to
use in class. Don Byron’s linkage of the Tuskegee Airmen to the Study as “the
Tuskegee Experiments” would also gain its visual parallel with another HBO
film. Starring Laurence Fishburne again, this film, The Tuskegee Airmen, be-
came a drama about one of the proudest exemplars of African American
manhood.* With the terminology of “Tuskegee” and “experiment” so simi-
lar and with actor Laurence Fishburne starring in both films, the two stories
began to merge in the public imagination.>® Thus, newly reracialized and
resexualized, the Study added a visual memory to its cultural repertoire and
fueled the factual confusions.

The separation of fact and fiction in the Study becomes even more diffi-
cult when visual images burn a particular telling into our minds. Yet those
pictures, of a dancing man slowed to a standstill by syphilis, of the courtly
comments of Herman Shaw on his own farm, and of the obtuseness and lack
of repentance of the pus doctors, all kept the Study alive. The film, play, and
documentaries told the story as tragedy, but at least they created visual mem-
ory, while Byron’s music created the sounds of urgency, not mourning.

During his run for the presidency in 2008, Barack Obama reminded the
nation that Americans prefer our race stories as “tragedy” or as “spectacle.”
The visuals provided this tragedy and left the responsibilities more ambigu-
ous, but it would be in the halls of Congress and at the White House that the
spectacle of responsibility would be named directly.

The Court of Imagination {215}



12

The Political Spectacle
of Blame and Apology

The Study seared its place into American culture through its ap-
pearance in the political realm, adding different kinds of visual events to
the saga. With the election of liberal white southerner Bill Clinton to the
presidency in 1992 and his efforts to speak about racial divides, it would be
no surprise that the Study could gain political prominence. The debate over
Clinton’s choice for surgeon general and then his willingness to extend a fed-
eral apology brought new media attention and scrutiny. The Study returned
to its origins in the federal government, but in ways that provide insight into
how differing understandings could become potent political fodder. At first
glance, the apology would seem finally to provide some closure, giving us
what novelist William Dean Howells once described as the American desire
for “a tragedy with a happy ending.”* But redemption is never this simple.

Moral outrage as a response, however momentarily satisfying, can be ma-
nipulated into very different meanings to serve multiple political ends. The
very acknowledgment of what happened can be the beginning of a mean-
ingful societal conversation, but it did not and could not guarantee that the
talking would continue.

Henry W. Foster Jr.: Going after the Wrong Surgeon General

Just as Miss Evers’ Boys had focused on the black nurse in the Study, con-
firmation hearings in 1995 for a new surgeon general spotlighted the black
doctors.? An open airing of what the government and medicine could do to
overcome the legacy of mistrust turned instead into the rejection of a black
doctor who had worked at John A. Andrew Memorial Hospital at Tuskegee



Institute during the last years of the Study. Once again, apparent black com-
plicity became the focus of concern.

In 1994, President Bill Clinton, under intense political pressure, forced
the resignation of Jocelyn Elders, the nation’s first black surgeon general. She
had dared to speak out in favor of health reforms and suggested that mas-
turbation could be an alternative to risky sexual practices in the face of the
AIDs epidemic. Clinton turned to Henry W. Foster Jr. as the next physician
to nominate for this medical bully pulpit. An obstetrician-gynecologist at

>«

Vanderbilt University in Nashville, Foster’s “I Have a Future” organization

to prevent pregnancy in urban young women had been cited several years
earlier as one of President George H. W. Bush’s “thousand points of light”
programs for volunteerism. Foster seemed a safe candidate after Elders,
given this Republican award, his support for sexual abstinence, and his long
years of work in black communities.

Foster’s nomination came in December, just after the 1994 midterm elec-
tions in which the Democrats lost control of the House for the first time in
forty years to the Republican “Contract with America” juggernaut. Foster’s
confirmation process began in the press, even before his hearings in the Sen-
ate. Because of his specialty, the issue of abortion and sterilizations came up
almost immediately. Foster made several public fumbles on the number of
procedures he had performed and why. The press waved the hot button issue
of abortion before Foster’s formal confirmation even began.?

It was at this point that the Study became part of Foster’s undoing. Search-
ing for ways to discredit Foster’s nomination further, Gary Bauer, a former
Reagan administration domestic policy adviser and head of the conservative
Family Research Council, followed Foster’s career back to his eight years
as the only obstetrician at John A. Andrew Memorial Hospital.* Releasing
excerpts from Jones’s Bad Blood to the press, Bauer’s organization noted
that Foster had been vice president of the Macon County Medical Society
in 1969. This was at the time that two cpc officials had come to Tuskegee to
discuss the Study with the by then almost entirely black medical group. Fos-
ter’s link to the Study was made, even though in his book Jones mentioned
only Jones’s vice presidency status, not his being at the meeting where the
cpc presumed that support for the Study was obtained.”

For the next several months, until Foster’s confirmation hearings in early
May, his nomination continued to be damaged in the public mind. Most of
the focus was on the abortion and sterilization questions, but his “possible”
role in approving the Study in 1969 served as the emotional coup de grace.®
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Through the White House, Foster immediately issued a statement that he
had only learned about the Study in July 1972. “Had I learned the facts of the
study any earlier,” he declared, “I would have been equally outraged then,
and I would have insisted on appropriate treatment, as I did in 1972.”7

Reporters and congressional staffers immediately began searching the
National Archives to find the names of other physicians who had been there
and asking scholars of the Study what they knew. Dr. Luther McRae, a physi-
cian whom Foster had crossed swords with before in Tuskegee when McRae
attempted to get funding for a local hospital that only served whites, told
reporters he was certain Foster had been at the meeting, named the restau-
rant, and remembered where Foster sat. Howard Settler, a Tuskegee oph-
thalmologist who was also at the meeting, was much less sure. He could not
remember if Foster had been there and recalled the meeting as more of a
“report” than a question of getting the doctors’ approval.® Reporters and the
scrambling Clinton administration staffers asked the same questions of the
historians, lawyers, and ethicists who had written on the Study: what did he
know, when did he know it, and did we have documents?’

Clearly, the Clinton administration staffers handling the nomination were
becoming increasingly concerned that it would be difficult to explain how
Foster, at such a small hospital in a small community, could not have known
about the Study. None of the historians had ever seen minutes of the medical
society meetings or a list of who had been there. All had seen the same cpc
bureaucratic note the officials had produced in 1969."°

When Foster finally appeared on May 2 and 3, 1994, for his confirma-
tion hearings, the senators continued to use the Study to question his credi-
bility. A Washington Post editorial concluded: “It is crucial to pin down when
Dr. Foster learned about the study. His fitness for the job hangs on it.”"' In
this context, the focus on what the doctors knew and did was directed not
at the federal government, but at Foster and the physicians of the Macon
County Medical Society.

Foster explained carefully and forcefully that he had not known about the
Study until 1972, when as president of the medical society he had worked to
get the survivors to treatment. He testified that he had not been at the 1969
meeting and provided an affidavit from one of his patients to show that he
had been doing a Cesarean section at the time of the meeting. There was
no “cover-up,” he contended, because the medical society doctors who did
remember the meeting were sure they were not told that the men were not
being treated. As he would write later in his memoirs, “No doctor in Tuske-
gee would have tolerated such a deplorable experiment; in fact, I am sure
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every doctor would have gone ballistic. I couldn’t understand how anyone
would have thought we would have turned our backs on the very community
we had come to serve.”” Under the circumstances of the attacks and the
hearings, Foster was not in a position to discuss what Dr. Eugene Dibble and
other black physicians in the community had done or not done. He did not
know.

Republican senator Dan Coats of Indiana pressed Foster at the hearings.
Citing the documents that appeared to show that the cpc came away from
the 1969 meeting believing the Macon County Medical Society was on board,
Coats came close to accusing Foster of lying and being a racial sellout. Yet
a clearer reading of the documents that Coats put into the Congressional
Record tells a more nuanced story.

In the deposition he gave in the Study lawsuit, cpc head David Sencer
made it clear that his subordinates who went to the meeting had not left a
written record but had told him the Macon County Medical Society evinced
“atotal lack of interest in getting involved.” This is a far cry from the assump-
tion that they were on board, the idea that somehow got translated into the
cpc’s thinking, Jones’s narrative in Bad Blood, and then the charges against
Foster.”

In his exchange with Coats over all of this, Foster finally lost his “cool,”
insisting that he had no knowledge of the Study before 1972. His strong re-
sponse to Coats reflected his anger that, as he would write, “this was the first
time my sense of morality had ever been impugned.”**

The question of whether or not the local physicians did or did not ap-
prove the Study would never be answered. Because the focus was on the
1969 meeting, no one asked Dr. Foster if he had discussed the Study with
Dr. Dibble, who had hired him, before Dibble’s death in 1968. But there was,
as many of the scholars of the Study explained to the members of the press
who asked, no reason to assume that Dibble would have discussed the Study
with an obstetrician-gynecologist. As Foster made clear, none of the men
were his patients, although no one asked him if he had seen any of their
younger wives or children. Foster knew Rivers from the hospital, but there
is no reason to assume that she would have discussed the Study with him. In
the process of looking back, the Study takes on enormous power as a major
event in Tuskegee. But those caring for an underserved population would
have been focused on many other more pressing concerns.

At the hearings, Dr. Foster told his own story—of a black man of his
generation who had struggled against segregation and racism. Through the
support of his family he had become a physician who cared deeply about the
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health care of black communities. In the end, his story and his assurances
silenced the concerns about “Tuskegee,” but for naught. His nomination
made it through the committee, but there were enough questions about his
willingness to do abortions and sterilizations, wrapped in doubts about his
credibility, to threaten a filibuster. His nomination died, tabled and never
voted upon.”

The public was left to wonder why black doctors had allowed the Study to
continue but not to consider why the Study had happened in the first place.
In the glare of the publicity and the lights of a Senate hearing, the com-
plicated reasons behind the Study were never discussed. Foster’s hearings
deflected any real conversation about what had happened. The real Nurse
Rivers never had to explain herself to the Senate, and it became ironic yet
emblematic of racial spectacle that a real black doctor who had had nothing
to do with the Study did. A potential surgeon general, not the ones who had
approved the Study, took the blame and became the villain.

Anatomy of an Apology

The Study as political spectacle began almost immediately to take on a new
form, which would overshadow the Foster debacle. On February 23, 1994,
while Foster’s nomination was being tossed about in the media on its way
to the Senate, a small academic conference was being held at the University
of Virginia. “Doing Bad in the Name of Good: The Tuskegee Syphilis Study
and Its Legacy” sought to evaluate the Study’s history and consequences."
The usual array of academics spoke, and it might have been just another con-
ference. When a British documentary on the Study shown at the conference
demonstrated yet again Sidney Olansky’s lack of remorse or regret, Univer-
sity of Virginia bioethicist John C. Fletcher was “dismayed and appalled.”
An Alabama-born former Episcopal priest who had worked on bioethics in
its earliest incarnations while at the National Institutes of Health, Fletcher
dropped his assigned talk on the Nuremberg Trials and spoke on the history
of informed consent and ethics within the United States. At the end, he de-
clared in heartfelt tones, “It is never too late to apologize.”"’” Fletcher’s sug-
gestion did not give rise to an immediate response." The conference moved
right on to the next speaker.

Fletcher’s deeply felt statement might have stayed at the conference had
he not had connections within the federal government and in “informal net-
works” where the idea could take root."” After the conference, Fletcher spoke
to his contacts within the federal health hierarchy and to Don Demeter, vice
president for Health Sciences at the University of Virginia. Demeter, a physi-
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cian, a former officer in the pHs, and a clinical associate at the National In-
stitutes of Health, then wrote to Dr. Phil Lee, an undersecretary for health in
the Department of Health and Human Services in the Clinton administra-
tion, to begin an inquiry about the possibility of the apology. Others began
to discuss it within the cpc. A1Ds activist/organizer A. Cornelius Baker re-
membered that he heard a cpc physician talk about it at a cpc-sponsored
“Syphilis in the South: New Ideas, New Partners” conference in Washington
eleven months later, in January 1995.2° Enough people thought it a good idea
that by May 1995 a working group within the cpc had formed.

In the early 1990s, official apologies became much more common world-
wide as truth and reconciliation commissions were organized, part of what
one scholar calls an “age of apology” that “spring[s] from the interpretive
fluidity of history.”*! The advantage of a call for an apology for the Study
and at that time became clear. Unlike demands being made for reparations
and apologies for slavery, an apology for the Study would focus attention on
a particular set of acts by the federal government and on a particular set of
victims, some of whom were still alive. The Study had been over for decades,
and it had gone on during both Democratic and Republican administra-
tions. Getting an apology from a government led by a southern-born presi-
dent who appeared “to get” racism might be possible.

The idea swirled around for about a year within the cpc and within the
health education and provider communities, which were becoming increas-
ingly aware of how distrust and stigma might be related to memories of the
Study.*> The reauthorization bill for the National Institutes of Health in 1993
required more inclusion of minorities and women in medical research. But
researchers claimed they were running into mistrust and refusals.?® Yet there
was anxiety within the cpc that if it apologized it would affect its work. The
idea appeared to be at a dead end and “going no where,” in the words of
Rueben C. Warren, then associate director of Minority Health at the cpc.**

“Outside agitation” came by late 1995 from the collaboration between
Ralph V. Katz, an academic dentist and epidemiologist at the dental school
at the University of Connecticut, and Warren, a longtime colleague of Katz
who is also a dentist and has a public health perspective.”® Katz, who had
come to the University of Virginia for the conference on the Study, was then
the director of the National Institutes of Health-funded Northeastern Mi-
nority Oral Health Research Center. Katz and Warren conceived a plan, cob-
bled together some funds from the cpc, and funneled the monies through
the Minority Health Professions Foundation.

Their idea was to bring together historians, cpc officials, Tuskegee Uni-
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versity, and state and local health administrators for a workshop in Tuskegee
to discuss, as the invitational letter read, “the impact of the uspHs-Tuskegee
Syphilis Study on minority PARTICIPATION in Federally-sponsored health
research.” The carefully worded invitation made it clear that its purpose was
both “to develop a strategy for issuing an apology to the African-American
community from the U.S. government for the research abuses” of the Study
and to consider ways to increase “minority trust.” The call for the workshop
explained that part of the agenda was to advance the “biomedical research
agenda, which now mandates inclusion of minorities and women as research
subjects.”?*

On January 18 and 19, 1996, a group of twenty-six met at the Tuskegee
University Kellogg Conference Center. Attorney Fred Gray was not invited
to the conference because of the 1973 lawsuit and cpc funding, nor were
any of the survivors or their families. Whistle-blower Peter Buxtun told his
story, general discussion occurred over trust, and the Study’s major histo-
rian, James H. Jones, spoke of “Tuskegee” as a symbol and metaphor. John C.
Fletcher reiterated his call from the Virginia conference. “It needs to be done
because it has never been done,” he declared. Historian/physician Vanessa
Northington Gamble pointed out that the apology for the government’s
radiation studies was done at the presidential level and that the group ought
to, as her grandmother had taught her, “go to the top.”

The urgency of the request was underlined when, on the night between
the two days of meetings, the highly popular cop/crime television show New
York Undercover screened an episode called “Bad Blood.”*” The plot involved
a murder and an older black physician who had been in Tuskegee and who
was now injecting unknowing patients in Harlem. “What could we do,”
Fletcher asked directly the next morning after the episode was discussed,
“to pierce the belief that science equals genocide?” The answer came in the
wording put forth by Jones and seconded by Gamble: “The apology should
be from the President of the U.S., as soon as possible, issued at Tuskegee,
with directives (Executive orders) from the President to the appropriate gov-
ernmental services and agencies.”?®

The group passed the motion to ask for the apology and then discussed
what else needed to be done. Everyone seemed to sense that such an apology
would be momentous but only an empty gesture if it lacked a way to provide
other concrete mechanisms to back it up. The ideas ranged widely: bioethics
conferences, educational modules on the Study, a museum, scholarships on
bioethics for minority students, and a bioethics center at Tuskegee Univer-
sity.
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As a result of the meeting, a subgroup formed as the Legacy Committee,
with Fletcher and Gamble as the cochairs.?® Over the next months, Fletcher
tried his hand at a draft, which was reworked by others on the committee
and sent to Gamble. With Fletcher’s draft, the comments, and the assistance
of her graduate student Judith A. Houck, Gamble edited what would become
the final call for the apology. There was concern over the tone of the call and
the question of to whom the president would apologize.*® Would it be to the
survivors and their families, or to the “larger black community”? Those help-
ing to write the call also struggled with how much of the complex history to
put into such a short document.*

By the end of May, a final report had been hammered out and sent to the
coc. It linked the call for a presidential apology to the litany of the Study’s
ability “to symbolize racism in medicine, ethical misconduct in human
research, paternalism by physicians, and government abuse of vulnerable
people.” The report’s request was for a formal apology from President Clin-
ton to the “living survivors, their families, and the Tuskegee community,”
made “to redress the damages caused by the Study and to transform its dam-
aging legacy.” The history was briefly laid out and the possibility that the men
had been contagious and passed the disease on to their wives and children
was noted. The statement went on to point out the way in which Tuskegee
University’s name had been tarnished by its connection to the Study, even
though “primary direction” had come from the “government under the aus-
pices of the uspHs.” Apologizing was seen as a first step toward regaining
trust within the entire African American population. To “transform the
legacy,” the committee called for a center at Tuskegee University that would
be both museum and educational institution.*

Apologies, of course, do not occur just because a group of concerned
citizens writes a request to the president. The organizing had to happen in
earnest once the letter had been sent. By May 1996, the committee agreed
that the push for the apology had to wait until after the 1996 presidential
elections, because, as Gamble wrote, “it would trivialize an apology if it were
viewed as election year maneuvering.”* Inside the cpc, Rueben Warren and
then Dixie Snider, the cpc’s Chief of Science, continued to stay in touch
with Gamble, Tuskegee’s president Benjamin Payton, and Representative
Louis Stokes, whom the cpc’s Rueben Warren called the “godfather of the
apology.”**

As the proposal went through what Snider called “umpteen iterations,”
the importance of the past and its contemporary legacy became the focus.*
Within the cpc, not everyone was certain that making so public a state-
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ment about such a seemingly colossal failure was the right thing to do, and
some feared its negative impact on their work. At critical moments in the
internal discussions, those pushing for the apology joined with the Congres-
sional Black Caucus and other political organizations.*® A1Ds activist A. Cor-
nelius Baker began getting his contacts to weigh in.*”” The caucus, which had
been working its connections to the White House, issued a formal letter.
As the caucus’s two cochairs, Maxine Waters and Louis Stokes, argued to
the president, “There can be no justice and no faith can be regained in this
nation’s public health system until those Black men, who were subjected to
the Tuskegee experiment, have had their humanity recognized, validated,
and restored. Now is the time to bring this sad chapter in our nation’s his-
tory to an end by issuing a formal apology.” Fred Gray, who knew about the
Legacy Committee and who still represented some of the Study survivors,
also leaned on his Washington connections.*

The lobbying and timing worked. National attention was refocused on
the Study as HBO’s film was aired that February. Staffers and those with con-
tacts in the government continued to press the request. During February and
March, the details were worked out, as Clinton agreed to do it. On April 7,
the press was alerted that it would happen in May. The location was set as
the White House, not Tuskegee, as originally requested, because of Clinton’s
schedule and the fact that the press corps was more likely to cover a major
racial story in Washington.

The apology was thus staged, on May 16, 1997, with all the pageantry that
an event in the East Room of the White House makes possible. Crammed
into this formal room, along with the president and vice president, were
Study survivors, Clinton cabinet members, federal officials, high-ranking
black political leaders both in and outside of government, the Legacy
Committee, Dr. Henry Foster, attorney Fred Gray and his son, represen-
tatives from Tuskegee University, and family members of the Study’s men.
A satellite downlink brought the event into the conference center at Tuske-
gee University for hundreds more and was available on c-spaN. Sticking to
his principles, John Fletcher refused to attend because the event was not in
Tuskegee.”

The event was worthy of a tableau in a southern novel. Five of the Study’s
six living survivors, with carnation boutonnieres in their suit lapels and
accompanied by family members and friends, came in after everyone was
seated as both applause and awe filled the room. Called to speak, 95-year-
old Herman Shaw walked slowly to the podium, exuding his usual great
strength and dignity. As the spokesman, he reminded the world that the
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African American men in the Study were not “dancing boys,” as portrayed
in the HBO film, nor should they have been the government’s “human guinea
pigs.” As he said clearly and directly, “We are hardworking men, not boys,
and citizens.” Linking manhood to citizenry in a united America, Shaw de-
clared that trust and caring had to span “black, red and white together” so
that “the kind of tragedy which happened to us in the Tuskegee Study [would
never] occur again.” Then, with his characteristic charm, awareness of what
he labeled his “great pleasure,” and no small sense of irony, he introduced
“the Honorable William Clinton, President of the United States.”*’

Clinton’s speech of apology was a masterpiece of political rhetoric and ex-
pression of heartfelt sadness for the bitter legacy of the Study. He welcomed
each of the survivors or those representing survivors by name. “Without
remembering the past,” he declared, “we cannot make amends and we can-
not go forward.” He acknowledged the betrayal and the denial of the rights
of citizenship. With great depth of feeling he reminded his audience: “What
was done cannot be undone. But we can end the silence. We can stop turning
our heads away. We can look you in the eye and finally say on behalf of the
American people, what the United States government did was shameful, and
I am sorry.” Stunned silence and then applause filled the room.

Clinton declared that there would be assistance for a “lasting memorial at
Tuskegee,” as he reclaimed the honor of the institute/university of Booker T.
Washington and George Washington Carver. He authorized a planning grant
for a “center for bioethics in research and health care” and a “museum of the
study and [to] support efforts to address its legacy and strengthen bioethics
training.” He asked for a report on how to best involve minority commu-
nities in “research and health care,” for “training materials for medical re-
searchers” on “ethical principles,” and for “postgraduate fellowships” for mi-
nority students in bioethics.*

The president’s rhetoric, as communications scholars noted a few years
later, put racial injustice, not “medical ethics and abuse of power,” at the cen-
ter of the problem. Clinton’s language made it clear that the apology was not
just from the PHs or the government. It was from the American people. The
institute’s role in the Study was made to be peripheral and the desire for racial
reconciliation was made simpler. Science became value-free, as only racial
politics, not something inherent in the way scientific ideas are constructed,
became the cause of the Study and at the center of what went wrong.*” The
apology thus became an apology for racism and not really about the role of
medicine and science in the creation of beliefs about race.

Perhaps it could not have been more. Clinton could not turn the event
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into a lecture on racial stereotypes, medical racial beliefs, and the passion of
science. A formal setting in the White House did not allow for a discussion
of the complexity of syphilis and the idea, even for a moment, that the pus
doctors were not merely racist monsters. The possibility that there had ever
been any escape for the men and their families was not to be mentioned. The
federal government needed to acknowledge its role in deliberately causing
illness and death and then repent. This Clinton, with all his southern politi-
cal skills, could do with soaring rhetoric and deep emotion.

Indeed, the coverage centered on the emotionalism. Both at the White
House and in Alabama, many commented on the high and varying feelings
at the event, the closure it provided for some, the simple but powerful effect
of a president saying that this was racist and that “we are sorry.” Much of
the coverage milked the event for its passions. On cNN Live, survivor family
members were asked over and over, “How did you feel?” The word “emo-
tional” became the mantra repeated by the reporters.*’ It was as if only in
the context of emotionality could the pain of racial injustice become real or
discussed. The Study apparently could only be communicated to a television
audience in the familiar daytime format of confession and repentance.

A front-page New York Times photograph captured the poignancy of the
event. Herman Shaw was in full view embracing the president, with only the
side of Clinton’s head (not his face) visible, as Vice President Al Gore and
coc director David Satcher fade into the background. For that moment, in
that photograph, the trust and humility seemed to be captured. Yet Albert
Julkes, whose father and uncles had been in the Study, told a reporter, “Can
you close out slavery? There never will be a closure. But this offers a salve on
a festering sore.”**

Damaged trust would become a more difficult and deeper wound to heal.
Apologies, historian Johanna Schoen has argued, can be just “rituals with-
out coming to terms with history.”** Anger that the doctors never suffered,
either in their careers or by going to jail, for what many saw as murders
fueled some of the responses. The apology for the Study mattered because it
acknowledged the pain and renewed the necessity for a discussion of the his-
tory. The meaning made of that history, however, would never be uniform,
and the Study’s availability to be imagined continued.*’
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Epilogue

The Difficulties of Treating Racism with “Tuskegee”

By the early twenty-first century, “Tuskegee” had become deeply
embedded in the cultural life of the United States, and it had traveled across
borders to be used in battles over drug studies. With the growing number
of clinical trials in the Global South, medical racism and neocolonialism
renewed the need for regulation. This time, in a trial for anti-H1v drugs in
Uganda, “Tuskegee” came to be part of a new worldwide contestation. In
this version, however, the cpc, the National Institutes of Health, and the
African physicians who had agreed to these studies replied immediately, ar-
guing something eerily similar to what Dr. Eugene H. Dibble might possibly
have said if asked in 1932: you do not understand what bargains need to be
made in a community with few medical resources and what kind of studies
are needed.

These experiences in Uganda caused “Tuskegee” to be used to raise new
questions. Under such politicized and powerful circumstances, new “counter-
narratives” about the Study appeared.' With racism in research now seen as
a moral error of international consequence, the “methods” of the Study and
its “facts” came under increasing scrutiny. “Tuskegee’s” power as symbol was
refueled.

With this focus on racism, the concepts of race that had begun the Study
in the first place dropped out. When the apology and lawsuit proved to be
not enough justice and with consciousness of the disparities in health out-
comes growing, the idea of a drug treatment just for African Americans
emerged as a new form of reparations for the Study’s racism. Without a cri-
tique that included both what had happened and how the concept of race
and the social reality of racism are linked, the Study’s life as symbol was still



available. Meanwhile, in Macon County, an effort to provide a new history
and future for its citizens would also make use of the “Tuskegee” story.

“Tuskegee” Goes International

Less than a month before the apology, a clinical trial for an antiretroviral
drug for H1V treatment in Uganda and other developing countries brought
the Study to international attention. In April 1997, physicians Peter Lurie and
Sidney Wolfe, from the Health Research Group of Ralph Nader’s Public Citi-
zen organization, fired an opening salvo in what is still a major debate over
a failure to treat in international drug studies in developing countries. The
National Institutes of Health and the cpc were both funding drug trials to
stop vertical transmission (mother to child) in women with H1v, especially
in Uganda.

Several of these studies were designed to test whether a short course of
one of the newly available antiretroviral drugs, AzT, rather than the expen-
sive long courses then being used in the developed world, would stop new-
borns from developing H1v. But instead of matching short courses with long
courses of the drugs in the study, some of the trials matched the short course
with placebos, which meant no treatment for some of the women, who had
approximately a 26 percent chance of passing the disease on to their new-
borns. It was not clear that the women understood that they could be in a
placebo arm or if it was ethical not to give this arm of the study the standard
of care (long courses) available in the Western world.

After learning about the studies, which were funded with U.S. govern-
ment money, Lurie and Wolfe wrote to Donna Shalala, secretary of the De-
partment of Health and Human Services, to denounce these trials and to call
for their suspension. Aware that the apology for the Study was about to take
place, they argued that another “atrocity” was occurring, that the govern-
ment was “perpetrating a new African-Asian-Caribbean Tuskegee in which
many more people will die.” As Sidney Wolfe put it bluntly, “It is Tuskegee,
part two.”?

When the letter did not receive much attention, Lurie and Wolfe appealed
to President Clinton and then to the medical community in the highly visible
and well-circulated New England Journal of Medicine the following Septem-
ber. Accompanying the doctors’ letter was journal editor Marcia Angell’s
denunciation of the studies, and the parallel to “Tuskegee” became her cen-
tral trope. It was the medical world’s way of arguing, as it had in 1972, that
“genocide” was occurring without using the actual term. The word “Tuske-
gee” would do.
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The directors of the cpc and the National Institutes of Health rejected
the “Tuskegee” analogy in their response article a month later. They defended
the ethics of the placebo trials in developing nations as the quickest way to
find drugs that were “safe and effective” and that took into account both the
nature of illness in the areas and available resources. The standard for de-
termining ethical research could not be the same as in the developed world
since the risks and benefits were not equal, they argued.?

The debate remained a primarily medical one until media coverage
spurred by the New England Journal controversies were picked up. Then
journal editor Angell brought the criticism even more into the public eye
with an op-ed piece in the Wall Street Journal. This time the analogy was
clear: the editorial was titled “Tuskegee Revisited.” Here she made the paral-
lels to the Study even more explicit, from the false promise of medical care
to a critique of the defense that treatment was not otherwise available to the
Ugandan subjects.* The debate spilled over into other media outlets and into
congressional hearings, as physicians and ethicists around the world took up
their positions. Defenders of the studies pointed out the efficiency of placebo
studies in providing proofs and expressed the belief that HIV’s course was
varied in different populations. Critics argued for the need for universal pro-
tections that brought the research standards of the United States and Europe
to the rest of the world. “Tuskegee” was a constant refrain.

Part of the justification for the Study in Alabama had been, of course,
the assumption that the men would not have gotten to treatment even if
there had been no study. In the international context in 1997 this justification
raised the “standard of care” argument: whether the drug trials’ standard of
treatment would be “defined in universal or local terms.”® Some support-
ers of the new studies charged the critics with “ethical imperialism.” Local
supporters of these protocols believed they better understood conditions
and needs in their own countries than the foreign ethicists did. Indeed, one
philanthropic official who worked on disease in the developing world de-
clared that “ethicists had become a significant threat to global health.”® In
Kenya, an official from the Ministry of Health who supported the studies
believed that “the issue of ethics is compounded by the fact that African

”7 But the critics of the trials denounced

women simply cannot afford AzT.
the dangers of “ethical relativism” and lack of justice.®

The debate continued well after the uproar over the AzT trials had died
down and after each side had claimed that the placebo was needed or was
not needed. After these debates, the World Medical Association, in a revised

Declaration of Helsinki, tried to come up with a compromise that would
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allow for placebo trials “in studies where no proven prophylactic, diagnostic
or therapeutic method exists.” But as soon as this policy was declared, it was
being honored in the breach. Even now, more than ten years later, there is
still no worldwide consensus on an acceptable standard of care in research
trials in poorer areas, or even about who should make that decision.” Bowing
to a variety of pressures, however, in May 2008 the U.S. Food and Drug Ad-
ministration (FDA) agreed that despite the Declaration of Helsinki it would
accept “new drug applications even if the trials only compare new prod-
ucts to placebos instead of the best available treatments,” in both U.S.- and
foreign-based trials."

The lack of consensus reflects the difficulty of what hardly are “choices” in
many developing countries. In these studies, as in Alabama, it has been local
physicians who have had to triage care by accepting research in the hope
that it would lead to other assistance. Most of these physicians believed that
they were doing the best for those under their care." This is not meant to
justify the research then or now, but rather to refocus our attention on how
hard the decisions are—and were. This issue of the under-resourced local
doctors’ tough decisions never made it into Angell’s denunciation of the 1997
studies nor into her argument about their similarities to the Study. When the
“Tuskegee” analogy was used as a cudgel against the new studies, Dibble’s di-
lemmas and his willingness to agree to the Study were not mentioned. Once
again the Study was being used to paint a black-and-white portrait.

Above all, the debate over the AzT trials showed that when Americans
commented on international research issues that involved the Global South,
the “Tuskegee” of the American South could be invoked."” As with much
transnational ethical discussion, the terminology from the West—and in
particular from the United States—flowed at first in only one direction.
Ethics considerations can also flow back, however, which allows a reconsid-
eration of what “really” happened in the Study.”

Rise of the Counter-Narratives
“Tuskegee” is too powerful to be ignored, and another generation of histori-
ans has revisited its facts. The differences between what physician-historian
Thomas Benedek in 1978 had called the Study’s “morals and methodology”
came back again in the late 1990s in what anthropologist Richard Shweder
labels the “counter-narratives.”** Questions of racial assumptions and racism
became part of the morals, and the medical facts separated into the method-
ologies and the limitations of medical science.

These “counter-narratives” refocused attention on the medical uncertain-
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ties among syphilologists and on the questions over heavy metals therapies
and penicillin for late latent syphilis. Were the medical scientific decisions so
dreadful, those writing the counter-narratives asked. Was the “discourse of
horror,” as Shweder labeled the narrative of the Study, used to justify modern
“research regulation,” unfair, once more of the “facts” were known? Should
there even have been an apology, Dr. Robert White asked."

Rejecting the liberal rhetoric that had underlain historians’ work nearly
twenty years earlier, the new critics revisited the debates in the medical lit-
erature about the type and duration of efficacious treatment, how common
“nontreatment” was, and whether the provision of penicillin would have
made a difference. Using these analyses, they then argued for a different
kind of historical judgment. Their conclusions supported an earlier review
of studies on cardiovascular syphilis treatment, which concluded that “the
therapeutic efficacy of penicillin in the treatment of cardiovascular syphilis
is not established” because of the lack of control trials, even though a wide
range of dosages of the drug were being used.’® These new narratives took
the uncertainty and subthemes of earlier histories and brought them front
and center to the analysis."”

The counter-narratives hoped to make the same key point: the symbolic
“Tuskegee” is wrong because the real Study was not so horrific or out of char-
acter for the times for both whites and blacks. The oft-quoted belief that 60
to 70 percent of those with late latent syphilis did not die from it was used to
counter the sense of the public narrative that hundreds of the men died be-
cause of the PHS’s malfeasance. Racism is labeled a “presentist” worry, while
the medical science gets elevated and shorn of its racial assumptions. The
“efficacy” of the drugs—both the heavy metals and the penicillin —became
a central concern rather than attempts to withhold treatment."

Nontreatment studies at other institutions, even though none went on
as long as the Study or were run by the government, were cited as examples
of the normality at the time of such research efforts. The medical belief that
latent syphilis would not kill everyone and acceptance of the claims of the
PHS that the contagious were treated serves the arguments that the Study
was not so terrible. These counter-narratives argued that most of the men
either died early, before the availability of penicillin, or might not have been
helped by it, and that the danger to their lives was not born out by the epi-
demiological evidence.

Rather than simply dismissing these counter-narratives as confused, as
racist, or as efforts to protect scientific research, the arguments need to be
analyzed, especially since they have also been picked up by conservative
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blogs to suggest there is “mere” black paranoia.”” This has to be done by ap-
peals to what we can know about what happened rather than the “truths” that
have prevailed, however useful they are to current political considerations.*’
We will probably never know, because of the incomplete men’s records and
reports, whether the pHs’s assertion that the failure to treat made the men
sicker and that the syphilitics died earlier until the antibiotic era is really
true for everyone in the Study. The conflicting evidence in the autopsies,
the lack of records for those who dropped out, the ways in which controls
were switched to the syphilitic group, and the evidence that some of those
in the syphilitic group probably never had the disease in the first place and
should have been in the controls—all muddy the data. It is impossible to
know if penicillin would have changed the health outcomes of those still
alive in the antibiotic era and whether those who were decades out from
their initial infections would have been helped. But even a syphilis study that
used white patients at Stanford in 1948 and withheld treatment concluded:
“Should penicillin prove effective, all arguments against the routine treat-
ment of latent syphilis should vanish.”*' By the mid-1950s, penicillin became
routine in medical practice, even for those in latency.

The symbolic power of “Tuskegee” works because of the revulsion over
the idea that the pHS deceived the men and their families, waited for years
as they died, whether from syphilis or not, and then carved up their bodies
at autopsies. These are the images that float through cultural consciousness.
It cannot be forgotten that the men were treated as a public health problem
to be watched. Even if only one man was harmed at the time (and we know
it was more), or only one man passed the disease on to his wife and children,
it would matter, just as the death of one man—Jessie Gelsinger—mattered
in the critique of gene therapy trials in 1999.?* In the Study, what is crucial is
the way racial difference was assumed when it was needed to explain why the
Study after Oslo was necessary, and then forgotten so that its results could
justify the need for syphilis treatment in the country for everyone. The men
were treated as a population, rather than as individuals, and without their
knowing, and the deception that went on for so long will haunt “Tuskegee”
forever.

The assumptions of racial difference shaped the Study’s science from
its beginning. The reigning medical belief before penicillin was that “if the
patient has had syphilis for 25 years without clinical disease, he is to be con-
gratulated not treated.” But even a leading syphilologist who defended the
Study in the 1970s would write: “I followed the advice, with exceptions, of
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course.”* The historical fact is that the men were not given a choice and they
were intentionally lied to, because the pus doctors thought they were doing
little harm to people who expected to get little attention and whose other
ills they diagnosed. If the men became “exceptions,” it was not because the
pHS wanted it this way. If we see the men as individuals and understand that
the situation in Alabama changed over the forty years, we can then see how
some managed to get to treatment. Our focus becomes the men and their
families, not just the intentions of the pHs.

The counter-narratives bring up what their authors claim are the “medi-
cal facts” of this deeply flawed study, as if the science can be separated from
its political context, as if the history does not form a kind of testifying, and
as if the facts are easy to know. In this way, those writing these new narra-
tives are doing what sociologists call “boundary-work,” that is, pursuing an
“ideological style found in scientists’ attempts to create a public image for
science by contrasting it favorably to non-scientific intellectual or technical
activities.”** Whether it is morals or methods, racism or medical science,
these counter-narratives are a way to separate out concerns about the ways
science can create race and perpetuate racism, whether it is done overtly or
in more subtle ways.

The facts about syphilis do matter, of course, and no one should back
away from trying to learn them, even with—or especially with —“Tuskegee.”
These “medical facts,” as they were defined in the Study, were suffused with
racial assumptions and rested on beliefs about racial difference. Above all, in
the Study, race mattered and it made the science. Even if “Tuskegee” is now
based on what Shweder somewhat scornfully labels “identity politics [rather]
than on critical reason,” so, in fact, was the science itself.?®

We cannot look at the Study as if the symbolic “Tuskegee” does not exist.
The symbolism informs how we understand the facts, what questions we ask,
what explanations we offer. In turn, as with any historical event that becomes
mythic, examination of the “facts” often does little to undermine a powerful
and useful story. There is a truth to what actually happened, and trying to
understand it does matter. In this sense, the counter-narratives should be
read, their facts should be measured, and the arguments should be consid-
ered, if for no other reason than to understand why they are being made.

The symbolic “Tuskegee” and the historical Study, however, feed on one
another, as they did from the beginning. It is not possible to understand one
without the other, to read the “facts” without knowing the myths and tropes
that shape them; nor is it possible to create the myths without ignoring some

Epilogue {233}



of the facts. Depending on where we stand politically, the facts can serve
political needs of all kinds. At best, we can find the new facts and be aware
of the paradigms we use to understand them.**

BiDil, “Special Treatment,” and the Logic of Race Redux

If counter-narratives tried to reanalyze the “facts” of the Study to deny the
racism and explain the medical thinking, the demand that a drug be given
only to African Americans was raised to counter that racism. “Tuskegee” as
a foundational story of racial injustice central to righting past racial medical
wrongs reached its apogee in 2005 in the case of a drug, BiDil, manufactured
by the NitroMed company. Approved by the Fpa, BiDil was the first, and still
the only, drug for one racial or ethnic group: “self-identified” African Ameri-
cans with heart failure who were not treated successfully with the standard
drug regimens. The approval process sparked controversy, not only over the
evidence but also over what it meant for the Fpa to certify a drug for what
would then be assumed to be a biological category called “race.””’

At the FDA advisory committee hearing in June 2005 at which the drug
passed into the approval process, “Tuskegee” as a historical reality was both
ubiquitous and invisible, exerting its power even though no one spoke its
name, and BiDil’s governmental stamp of approval became an unstated
reparation for past evils. Only after the committee had met did the Fpa advi-
sory committee’s chairman, Cleveland Clinic cardiology chief Steven Nissen,
acknowledge, “We were putting [Tuskegee] . . . to rest.”*®

Once the drug was approved, NitroMed encouraged doctors to use it for
anyone they thought needed it. But it was expensive, and BiDil had a difficult
time being sold and accepted. Despite heated arguments at subsequent con-
ferences about the criticism, in the end the cost of the drug was its undoing.
Less than three years after FDA approval, BiDil was selling so poorly that the
company was itself sold as its stock dropped precipitously. But the govern-
ment had once again approved the use of racial difference as biological.

BiDil is of course not “Tuskegee.” The Study happened, in part, because
racism left a population under-educated, ill, and in need of any help it could
get, while at the same time doctors and researchers could use clinical cer-
tainty about race —both behavioral and physiological —to explain these con-
ditions, even when contradictory data on purported racial differences and
alternative explanations to prevalence rates existed. Statistical manipulations
and questionable research in the Study, even in an era when clinical trials
were badly organized, protected racialized assumptions about disease. In the
face of clinical and autopsy evidence that might have undermined that cer-
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tainty, race and some unknown biological process in the “bad blood” shored
up clinical experiences of racial difference, except when race was allowed to
disappear to make a larger medical and public health need apparent.

In the case of BiDil, clinical “certainty” about race-based population dif-
ferences and the desire and demand to do “something” combined. BiDil’s
supporters argued their position by pointing to the history of racism that
had led to the denial of care, deceit, and questionable ethics in “Tuskegee,”
but they dismissed the ideas about race that made the Study happen in the
first place and continue for so many years. “Biological plausibility,” focused
on genetic expressions yet to be determined, allowed race to become the real
surrogate endpoint in a clinical study, and this metalanguage, once again,
overwhelmed other variables.

The harm of BiDil's approval is certainly less apparent now than the harm
done by the Study as fact and metaphor. Governmental support, however, for
the substitution of race as a population concept for the needs of individuals
may have its own deadly effects in the future, as it gives approval to a form
of racial reification. Ironically, the acceptance of BiDil makes the racial logic
that underlay the Study seem less outrageous. If we accept now in some
simple way that there are genetic and inherited biological reasons for disease
differences for a category labeled “African American,” then what does it say
about the assumptions of the pHs doctors in the Study? The complicated
story of the BiDil experience demonstrates that using “Tuskegee” to make a
simple moral argument can have its own serious limitations.

Facts, Humor, and Cultural Memory
In the aftermath of the AzT trials, the counter-narratives, and the BiDil de-
bate, the role of the Study’s history requires rethinking. In a 2004 story in
the New York Sun tabloid, which picked up on the historical debate, health
educator Stephen Thomas argued that the “facts” now are “moot” because
“Tuskegee” has become “a metaphor.”** Thomas is right in one way: it is a
metaphor. However, the facts of the Study matter as much as their symbolic
life, and their intertwining needed explaining. The Study’s metaphorical
status came about not just through memory but also through the written
histories, the bioethics textbooks that pick up some of the facts, the films and
plays that are part imagination, and the rumors that got spread.

Perhaps we are left with the need to see, as Marx reminded us more than
a century ago, that “history repeats itself, first as tragedy, second as farce.”
On NBC’s late-night comedy show Saturday Night Live, in October 2006,
“Tuskegee” made an appearance. In a skit labeled “Trust Your Doctor,” star-
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ring black comedian Kenan Thompson and white actor Hugh Laurie (tele-
vision’s fictional Dr. House), a black patient lies in a hospital bed in pain
with a broken leg, although he keeps up his joshing with his wife (played by
Laurie in drag), as a black nurse and a white doctor come in. The assumption
in the skit seemingly is that the doctor is doing good for a patient who does
not really understand medicine. The patient’s name is Dallas Rivers (Dallas
as a symbol for a government led by Texan George Bush and Rivers as Nurse
Rivers). After the couple laughs to one another about why it is called a medi-
cal practice (because “they practice on you,” we are told), the doctor offers
medications. “We know what this is,” the patient and his wife tell one an-
other, and then begins the mantra “Tuskegee, Tuskegee, Tuskegee.”*°

The humor depends, of course, on the historical and cultural literacy the
viewer brings to the skit, and it works on multiple levels. Are we to laugh
because the patient is too untrusting in some minstrel sense to know that
they are going to help him? Or are we just to find it hilarious when an actor
who plays a gruff television doctor who eventually helps his patients is nowa
hairy-legged wife in a blond fright wig, aiding and abetting medical distrust
and demonstrating the patient’s stupidity? Or might we consider that the
“Tuskegee” mantra is a form of signifying on the doctors, a way to remind us
that the patient is not paranoid to be mistrustful and that he is telling us this
in a black vernacular? “Tuskegee” as a metaphor cannot be changed, how-
ever, if we do not reconsider what we know and, more important, what con-
ceptual framework we place it in and why we tell the stories that we do.”!

The stories are not the same, however, for every individual. As critic/law-
yer Karla F. C. Holloway has argued about the dangers of “the romance and
appeal of community,” it is imperative that there be no simple assumption
that every individual African American will remember the Study or see it as
having relevance for him or her.** There will always be a tension between the
individual and collective memory, between the needs for autonomy and the
construction of “community” as some racial “other.” To know “Tuskegee”
does not mean to know whether it has relevance to an individual or how it
will be used.

Does History Matter: What Now and Where?

In January 2007, I had an experience that illustrates the continuing com-
plexity of “Tuskegee” and the ways we retell the stories of the Study. I was
invited to speak informally about my work to a group of cpc professionals
in Atlanta who were planning the country’s response to a possible flu pan-
demic and also to give a Sunday afternoon sermon on the Study two days
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later from the pulpit of the Shiloh Missionary Baptist Church in Notasulga,
just outside of Tuskegee. David Sencer, the cpc’s former director and the
doctor who oversaw the 1969 meeting that allowed the Study to continue
and then negotiated its close, issued my invitation to his old workplace. Liz
Sims, a relative of several Study subjects and head of the Shiloh Community
Restoration Foundation, organized my visit to her church.

The contrast between those two worlds was still evident—even as both
have ties to the Study. At the cpc, David Sencer guided me through the
sprawling campus of buildings and then through a metal detector to a win-
dowless room. My talk on the Study’s story of complexity was met with inter-
est and the usual detailed questions. More important, even as I spoke on
“the Study,” the symbolic “Tuskegee” became the real cipher through which
black and white professionals within the cpc spoke to one another. Con-
cerns about who could represent black communities, how the planning for
the pandemic ignored the realities of black life, and what could be done
were in the end much more crucial than anything I could say. “Tuskegee”
once again provided a vocabulary that acknowledged its racial pain yet had
different individual meanings. It allowed a discussion about why misunder-
standings exist and what might be done. Atleast in this somewhat safe space,
where history provided cover, a painful conversation took place.

Then I drove the 127 miles from Atlanta to Tuskegee. I always get off
the interstate highway for the last twenty miles onto a two-lane back road
and meander through the rolling hills of Macon County. It prepares me for
where I am. I pass mobile homes and older wooden ones with wraparound
porches that signal families and friends, a juke joint with a falling-down
sign, the kitchen gardens and barking dogs. I drive over Osceola Creek. This
name calls up the power of government doctors— Osceola was a Seminole
Indian leader, born in Macon County, who died in captivity in 1838. Before
his burial, his head was taken and kept by a military doctor and then given
to a medical school. Just before I enter the city of Tuskegee, there are the
trees of the Tuskegee National Forest, signs for the va Hospital, and the new
Tuskegee Airmen National Historic Site, all of which remind me of the fed-
eral government’s power in the county. I know that it is no longer the De-
pression in Macon County, or even the 1970s, and that all of the men from
the Study and almost all of the physicians who oversaw it are gone.

Yet this portion of the Alabama Black Belt, which is 84.6 percent Afri-
can American, continues to have economic and social difficulties and health
needs. The median household income in 2005 was $24,781, “61.2 percent
lower than the median income in the State of Alabama” and “98.3 percent
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lower than the median household income level in the US.”* Johnny Ford,
the first black mayor of the city, who was elected in 1972 on the heels of the
Study’s disclosure, was in his seventh and last term as mayor. He was trying
to deal with the problem of abandoned buildings in Tuskegee, and the Con-
federate statue in the town square looks out on a beautiful courthouse, legal
offices, and a deathly quiet business district. Wal-Mart, which thrives in bus-
tling Auburn twenty miles away, closed here after a few years. The fast-food
restaurants, along with a conference center at Tuskegee University, provide
the major public eating options.

Health care in the county still is difficult. The John A. Andrew Memorial
Hospital is gone, closed for lack of use in 1987 and its space rebuilt as the Na-
tional Bioethics Center and classrooms. The Tuskegee va Hospital merged
with another institution and is now called the Central Alabama Veterans
Health Care System. It does not provide urgent care. The Macon County
Health Care Authority built a multimillion-dollar ambulatory care center
in 2005 and then ended up in a fractious fight with its doctor and with the
local newspaper and politicians over competence. The building stood empty
for more than a year and now houses a local private medical practice. Emer-
gencies mean trips to hospitals miles away, in Montgomery, Auburn, and
Opelika.** Of the county residents, 85 percent have health insurance, but
a feasibility study concluded that the county cannot support and does not
need a “full-service hospital.”*

The Study lives on—in the memories of family members, in the work
of the Tuskegee University National Bioethics Center, in the memorial/mu-
seum to the Study’s men and Macon County’s multicultural history that at-
torney Fred Gray and his family have built in an old bank building oft the
main square, and in the efforts to preserve the Shiloh site. The Bioethics Cen-
ter is attempting to “transform the legacy” of the Study. It provides courses
on ethics on the campus and is reaching out to do research on racial health
disparities.** Each year around the time of the anniversary of the apology
it provides a major lecture and workshop and honors the remaining family
members. Gray’s Tuskegee Human and Civil Rights Multicultural Center has
the men’s names printed onto its floor, surrounded by panels and videos that
cover the county’s history of African Americans, whites, and Native Ameri-
cans. Gray continues to struggle to fund this small museum and hopes it will
become the visitors’ center for the county.

For the families, the Study is etched in their memories and identities. I
learned this once again as I came to the Shiloh church. It was in its school
and yard that Nurse Rivers recruited dozens of the men, and it is in the
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church’s graveyard up the road that they are buried. It is where Lucious Pol-
lard, a man in the Study who died of syphilis, has his picture and the words
“gone but not forgotten” carved on his headstone. In the church, Charlie
Wesley Pollard, Lucious’s son and Liz Sims’s cousin, always sat in the second
pew and remembered to dispense quarters to children on their birthdays.””

The occasion was a chance for the men to be honored again and for me,
as the outsider and historian, to speak. Sims has worked tirelessly to get
the church, the adjacent small school, which was funded by the Rosenwald
Fund, and the graveyard on the Alabama Historical Register, and she is toil-
ing to get them on the National Register of Historic Places as well. She hopes
that the school can be cleaned up through the organizing she and others
have done and made into a community center, with computers and other
resources for the area’s children to use.

The crowded church was filled with nearly one hundred people, more
than a quarter of them family members of the Study’s men. Sims had orga-
nized the Sunday afternoon so that the Tuskegee University Gospel Choir
could inspire us, the preacher would have his powerful say, and others would
sing and read poetry. I spoke on the history of the Study, showed the cpc
pictures of the men, and then fielded questions, which ranged from “why us”
to “what now” to “why are you telling it this way” for nearly an hour.

Realizing I would be standing in the pulpit of a Baptist church, I reached
for a biblical metaphor. I told them that the men had wandered in a medical
desert for forty years, sometimes finding manna, other times not. I promised
I would do what Jews are supposed to do at Passover —remember the travails
and exodus from Egypt by retelling the story of this wandering and the es-
cape from slavery to their children. As with modern versions of the ancient
slavery story that Jewish feminists and reformers reconsider every year, by
adding an orange to the traditional items on the Seder plate or by linking
good fortune to responsibility for good works elsewhere in the world, I hope
that this book has told a new version of the Study and of “Tuskegee.” I, and
all of us, owe that congregation in Notasulga at least that much.

We also owe ourselves. Nations are built on the myths and stories they
tell themselves. “Tuskegee” is one of the foundational stories of American
racism in the twentieth century, and it anchors our beliefs about race, medi-
cine, and science. This retelling—with its emphasis on contingencies, pos-
sibility for escape, racial assumptions, and the whys of the doctors thinking
that they did nothing wrong—will probably not change the myths, or the
ways “Tuskegee” tends to travel, or the political work it makes possible. I do
hope, however, that in places as disparate as an open church sanctuary and a
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windowless medical room we start having these long overdue conversations
that will lead to change, or at least to more understanding.

The continued existence of “Tuskegee” ultimately depends more on what
happens every day in medical encounters than on what occurred during
those forty years.” I have then what is perhaps a strange hope for a historian:
may the Study be remembered but may “Tuskegee” be forgotten —because
we no longer need it to interpret injustice.
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APPENDIX A

Chronology

1891-1910, 1925-1927

November 1929

February 1930-
September 1931

May 1930

Fall 1930

1931-1932

Caesar Boeck hospitalizes approximately 2,000 white
patients with primary and secondary syphilis until
lesions heal, without treatment, in Oslo, Norway. His
deputy, E. Bruusgaard, attempts follow-up, beginning in
1925. The results become known as the Oslo Study.

The Rosenwald Fund votes to spend up to $50,000
from January through December of 1930 for syphi-

lis control and treatment demonstration programs.
The pHS recommends six locations for the program:
Macon County, Alabama; Scott County, Mississippi;
Tipton County, Tennessee; Glynn County, Georgia; Pitt
County, North Carolina; Albemarle County, Virginia.

The Rosenwald Fund Demonstration Project in
progress in Macon County, Alabama. 39.8 percent
are presumed to test positive for syphilis. 1,400 men,
women, and children are treated; 3,684 are tested.

Dr. H. L. Harris Jr. makes a site visit for the Rosenwald
Fund to Macon County.

Harris visits the Macon County site again, questions
the procedures, and recommends that a comprehen-
sive health plan be implemented. It is not because the
Rosenwald Fund cannot afford to continue the project
or expand it beyond September 1931.

Black Sharecroppers’ Union is organized and has shoot-
outs with sheriffs in Talladega and Tallapoosa counties,
near Tuskegee.



1931-1937

September 1932

October 1932

May 1933

June 1933

August 1933

September 1933-
March 1934

May 1934

1936

1937

Nine young black men are falsely accused of raping two
white women and are arrested, tried, and jailed near
Scottsboro, Alabama.

The PHs proposes to study untreated late latent syphilis
in Macon County. Tuskegee Institute officials and the
local and state health departments agree to the Study.
Nurse Eunice Rivers is appointed to the Study as a liai-
son to the men.

The pHs study of untreated late latent syphilis begins
in Macon County. The projected length of the study is
6 to 8 months and is supposed to include black men at
least 25 years old who have positive blood tests, have
had syphilis for at least 5 years (determined by onset of
chancres), and who have not been treated. Not all the
Study subjects meet this criterion. Subjects are then
administered less than the recommended amount of
therapy. Both men and women are being treated, al-
though men’s names are selected for the Study.

The Study’s men are subjected to spinal taps to diagnose
neurological complications of syphilis.

Dr. Taliaferro Clark retires from the pHs; Dr. Ray-
mond A. Vonderlehr succeeds him as head of the Vene-
real Disease Division and continues the Study. Autop-
sies are added to the Study. Men are now given aspirin,
vitamins, protiodide, and iron tonics.

28 percent of those tested are found to be positive
for syphilis.

PHS begins selecting a group of men as controls
for the Study.

The Milbank Memorial Fund gives $50 burial
stipends to families of subjects and controls con-
senting to autopsies.

The first report of the Study is published: R. A. Vonder-
lehr et al., “Untreated Syphilis in the Male Negro: A
Comparative Study of Treated and Untreated Cases.”

“Bad Blood Wagon” bus, funded by the Rosenwald
Fund and staffed by the pHs, returns to Macon County
to begin treatment program. Men from the Study are
supposed to be kept from treatment.

{242} Appendix A



1941

1943

1946

1948

1950

1951

1952

1953

1954

Draft for World War II threatens to undermine the
Study since draftees (ages 18-45) are tested and treated
if necessary for syphilis. Macon County draft board is
asked and agrees to not draft men in the Study.

The Tuskegee Airmen program to train the first black
military fighter pilots begins in Tuskegee at Moton
Field. These men are not in the Study, although the
program is called the “Tuskegee Experiment.”

The pHs’s John Mahoney and his colleagues report that
penicillin is highly effective in killing the spirochetes in
those with early syphilis.

The second and third reports of the Study are pub-
lished: John R. Heller et al., “Untreated Syphilis in the
Male Negro: Mortality during 12 Years of Observation”;
and Austin V. Deibert et al., “Untreated Syphilis in the
Male Negro: I1I. Evidence of Cardiovascular Abnor-
malities and Other Forms of Morbidity.”

The Nuremberg Code promulgates the principle that
“the voluntary consent of the human subject is abso-
lutely essential in medical research.”

The fourth report on the Study is published: Pasquale J.
Pesare et al., “Untreated Syphilis in the Male Negro:
Observation of Abnormalities over Sixteen Years.”

The pHs reviews the Study procedures and recom-
mends changes.

The Study’s files are reorganized, autopsy reports are
transferred to punch cards, and a single set of diagnos-
tic standards for syphilis and syphilitic heart disease are
adopted.

The fifth report on the Study is published: Eunice Rivers
et al., “Twenty Years of Follow-Up Experience in a
Long-Range Medical Study.”

The sixth and seventh reports on the Study are pub-
lished: James K. Shafer et al., “Untreated Syphilis in the
Male Negro: A Prospective Study of the Effect on Life
Expectancy”; and Sidney Ol