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ABSTRACT 
This study investigates the history of venereal diseases in Sweden in the period from 
1785 to 1903. Medicai and politicai percepüons of these diseases as well as the patients 
and their continued lives have been studied. Venereal diseases were considered a 
significant threat to the growth of the population throughout the period. They were 
recognised through the dramatic sores that they produced on the body of the patient, 
and were frequendy cured with mercurial therapies. In the late nineteenth Century, 
syphilis and gonorrhoea became the two most significant sexually transmitted diseases. 
They were believed to cause paralysis, mental illness, infant mortality and infertility. 

Sweden fought venereal diseases with a network of State-contro lied health mea-
sures. County hospitals that contained special wards for patients diagnosed with vene
real diseases were established in the late eighteenth Century. These hospitals were fi-
nanced by mandatoiy revenue after 1817. Medicai care was mandatory and ministers, 
law officers and heads of households could inform the provincial physicians about the 
incidence of venereal disease. Düring the nineteenth Century, the regulation of prostitu
tion was enforced which implied that women were blamed for the spread of these 
diseases. 

Patients with venereal disease belonged to a cross section of contemporary Swedish 
society. Most of them were from the lower- or working-classes. They suffered higher 
age-speeifie mortality in the first half of the Century, and high infant mortality through
out the period. It appears, however, that the constructed image of a patient with vene-
real disease had little impact upon their lives. Contemporary poverty and societal 
problems, such as unemployment and poor housing, probably played a larger part in 

their lives. 
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Foreword 

Ihave been Walking around for what feels like a couple of days now, won-
dering when the time would be right to write this foreword. There are so 

many people to acknowledge once a project like this is finished and yet one 
can only spend a few pages looking back at the years spent as a Ph.D. candi
date. In sum, they have been good years, filled with creative education, writ-
ing, travelling and camaraderie. I am sorry to say that I am probably grateful 
to more people than I can remember. This study is in many ways a product of 
all encounters that I have made during this time. 

I have been fortunate enough to have two supervisors. Docent and man
ager of the Demographic Data Base, Anders Brändström has kept a keen eye 
on past and present tabulations as well as looking straight through a text in 
order to see where its really going. He has relendessly tried to teach me about 
Computers but certainly succeeded much better in making me laugh too hard 
at his stories. By also making sure that I travelled, presented papers and met 
scholars from other universities he has proved himself generous, open-minded 
and encouraging. 

My team of supervisors would not have been complete without the other 
half. Professor Lars-Göran Tedebrand has paid an eager interest in this study 
since its beginning. Above and beyond the call of duty, Lars-Göran has made 
even me feel at home at the department. His comments and confidence in me, 
as well as the odd giare across a room has provided me with the courage to 
continue. As head of our department, he provides a work environment that 
has been inestimable and very much lies behind the compleüon of my studies. 
I thank them both for this. 

The department of historical demography and the Demographic Data Base 
has implied friendships and invaluable assistance to me. My fellow Ph.D. can-
didates Stefan Warg, Lotta Wikström, Per-Olof Grönberg, 01öf Gardarsdòttir, 
Maria J. Wisselgren and most recently Per Axelsson has put up with so much 
and been very good friends. More so than anyone my sister-in-arms, Ann-
Kristin Högman, has had to listen to my whining gibberish. We have worked, 
laughed and travelled together and I hope that we will continue to do so. 

Few people at the Demographic Data Base have managed to escape me. 
This study could not have been made in this manner without the data-retrieval 
from POPUM and for this I am very indebted. I have frequently bothered and 
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bewildered Pär Vikström and Abbas Haghjo with computer-problems and 
they have always been supportive. Solveig Axelsson, Siv Larsson and Anita 
Bengtsson, our three secretaries have helped me in the most odd situations 
and I owe them to. Sören Edvinsson, Inez Egerbladh and Peter Sköld re-
searchers at the database have paid much attention to my papers and pro-
vided good advice and constructive criticism. Nevertheless, without a certain 
thank you to all those "upstairs", for putting up with the music, whisding, 
cursing and hollering that I have subjected you to, this foreword would be 
useless. 

My studies started at the Department of history that has now become the 
Department for historical studies. When I first got the idea that I might want to 
try to write a thesis, I found support from two women, Christina Florin and 
Agneta Guillemot. Their convincing support of me has never really lefit my 
mind, even though it was a long time ago. Sune Åkerman that held the profes-
sorship at the department at that time also encouraged me and I wish to thank 
them as well as the entire department for informai, formal as well as financial 
help. More recently I have made contacts with Ulf Drugge at the Department 
of sociology in Umeå. His interest and comments concerning the work have 
influenced the study and been appreciated. 

As stated previously, I have had the pleasure of meeting researchers within 
this field from other universities. Yvonne Johansson from the Department of 
Economic history in Stockholm and I have exchanged information on the 
history of dubious women and their mischief s. Sofia Ling andjenny Björkman 
have taken so good care of me in Uppsala. No one can guide you through the 
streets of New Orleans quite like John Rogers and Marie Clark Nelson also 
made sure that I felt at home within medicai history. I also wish to thank Roger 
Qvarsell. Your letter and comments on an artide of mine was much appreci
ated. One of my first encounters with other medicai historians was with Profes
sorjan Sundin and his crew in Linköping. Many thanks to all of you. Professor 
emeritus Ove Groth, M.D. from Linköping and Anita Lundström, M.D. at 
Umeå hospital has taught me much about dermatology and venereology and 
I thank them both for this. The librarians in Umeå have done a splendid job of 
providing me with lots of books and it is appropriate to thank them also. I owe 
a lot to Karin Stenbeck at Carolina Library in Uppsala for taking the time to 
literary retrieve me from the mysterious corners of their attic. I simply would 
not have found my own way out if she had not returned to ensure my safety. 

Düring the last months and the completion of the thesis I have become 
especially indebted to a number of people. Gayle L. Davies from Edinburgh, 
who is on what sounded like a glorious vacation at the moment and unable to 
proof-read these pages, has helped me out with my English. Her flexibility and 
understanding as well as her ability to adapt to my needs made finishing the 
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thesis much, much easier. She has done a magnifìcent job but is in no way 
responsible for the mishaps and mistakes that most certainly exists in the fol-
lowing pages. I have managed them all by myself. Frej Palmkvist at Svenska 
Läkaresällskapet provided the photograph in the book. Kicki Nuottaniemi, a 
very old friend of mine, drew the picture and Berit Eriksson at the Demo
graphic Data Base made my manuscripts a book. Thanks! 

Writing a book about Swedish history in English implies asking for trouble 
in more ways than one. I have chosen to avoid the translations of different 
places and locations in Sweden even if this would have been possible. Geo
graphica! units have been translated to English though, in order to simplify the 
text. Certain names of authorities have been translated to English others have 
not. The inconsistencies and arbitrariness of this are due to the fact that I 
found some useful translations in other studies, but was unable to find suitable 
translations for other terms. The glossary in the beginning of the book will 
hopefully provide some help for foreign readers. The history of venereal dis-
ease in Sweden is very different from that in other European countries. I found 
it necessary to write this thesis in English even though the study has been 
crippled by the fact it has not been written in my native language. 

Personal thanks to; Rikard, my mum Anne-Marie, my extraordinary aunt 
Vivi and the best "in-laws" you could wish for: Alice and Kalle. Special thoughts 
often goes to my father, Karl Göran Lundberg who supported me becoming a 
PhD and would have loved to see me finish my studies. A bundle of adults 
and children have frequently brightened my days; Ullis, Hasse, Malin and 
Edwin, Sussi, Ricky, Julia and William, Kicki, Anders, Victoria andjosefin, 
Ann-Marie and Ida, Joanna and Ebba, Anita, Micke, Benjamin and Isak and 
Anita R.. I do hope that I have expressed my gratitude to you before, other-
wise this can be nothing but a small gesture. 

My work have been supported financially by Torsten och Ragnar Söderbergs 
stiftelse, J.C. Kempes minnes stipendiefond, Knut och Alice Wallenbergs 
stiftelse, Vänföreningen för Medicinhistoriska Museet, Edvard Welanders 
stiftelse - Finsenstiftelsen and Länsförsäkringar Västerbottens och Sparbanken 
Norrlands fond. Riksbankens Jubileumsfond provided me with a two-year grant 
to finish the book. 

- 9 -



Contents 

Foreword 7 
Contents 10 
Glossary 13 

I The History of Venereal Disease in Sweden 

1. Introduction 20 
2. Related Studies 23 

The Early History of Syphilis 25 
The History of Medicine and Venereal Disease 26 
Social Policies against Venereal Disease 29 

3. Frameworks for This Study 33 
Medicai Knowledge and Pracüces 35 
Social Policy 35 
Patients 36 

4. Sources 40 
Writings Concerning Venereal Disease in Sweden 1785-1903 42 
Sources concerning Patients in the Past 46 

II Diseases of the Agrarian Poor 1785-1873 

5. Medicai Knowledge on How to Recognise and Cure 
Venereal Disease 1785-1865 57 

Reporting the Incidence of Venereal Disease in the Early 
Nineteenth Century 58 
Late Eighteenth- and Early Nineteenth-Century Medicai 
Knowledge on Venereal Disease 63 
The Coming of a New Vocabulary 66 
Tar-water, Smoke or Diets — Medicai Measures to Cure Venereal 
Disease in the Early Nineteenth Century 70 
Mercurialists and Anti-Mercurialists 75 
Towards New Knowledge and New Elitism — the 1860s 77 
Lack of Frontfìgures — Swedish Venereology until 1869 83 
Summary Discussion 84 

6. Restoring the Sick - Social policy Against Venereal Disease in 
Early Nineteenth-Century Sweden 90 



Late Eighteenth-Century Medicai Care in Ambulatory Kurhus 92 
The 1812 Legislation - Social Control that Impeded against Vene-
real Disease 94 
Providing Medicai Care 97 
The Continued Use of a Mandatory Revenue 101 
The Costs of Medicai Care 106 
Summary Discussion 110 

7. Patients with Venereal Disease in Härnösand 1814-1844 115 
Early Nineteenth-Centuiy Medicai Care in Härnösand 116 
Age and Gender among Patients in the Härnösand Kurhus 119 
Social Structure and Geographical Origin 122 
Diagnosis and Treatment at the Kurhus 126 
The Essentiai Demographic Life-course Among patients from 
Härnösand 129 
Migration and Marriage 135 
Fertility and Infant Mortality 138 
Summary Discussion 142 

8. Conclusions 145 

III Diseases of the Urban Immoral 1846-1903 

9. Venereology — the Growth of Scientific Medicine 
1880-1903 155 

Altered Preconditions — the Increased Availability of Medicai Care 
in Late Nineteenth-Centuiy Sweden 157 
The Recognition of Syphilis and Gonorrhoea in Late Nineteenth-
Century Medicine 161 
Late Syphilis 166 
Hereditary Syphilis 169 
Gonorrhoea 172 
How to Cure Syphilis and Gonorrhoea — lodine, Mercury and 
its Usage 174 
Summary Discussion 179 

10. Restoring Virtue — Late Nineteenth-Century Social Policy 
against Venereal Disease in Sweden 184 

Early Suggestions on How to Prevent Venereal Disease in 
Stockholm 186 
Introducing the Regulation of Prostitution 1846-1875 190 
Reporting Venereal Disease in Urban Sweden 194 
Heated Arguments: The Continued Fight for Repeal in 
1887-1893 198 

-  1 1  -



Medicai Arguments Strengthened 204 
Summary Discussion 213 

11. Patients with Venereal Disease in Sundsvall 1846-1900 220 
An Expanding and Urbanised District — the Study Area 221 
Health and Health Care in Sundsvall 224 
The Patients 228 
Age and Gender among the Patients in the Kurhus 230 
Social Structure 233 
Geographical Origin 235 
Diagnosis and Treatment at the Kurhus 238 
The Essential Demographic Life-course of Urban Patients with 
Venereal Disease 240 
Adult Mortality among Discharged Patients 245 
Migration and Marriage 248 
Infant Mortality 252 
Summary Discussion 256 

12. Conclusions 260 

IV Summary 

Unprinted Sources 281 
Public print 282 
Litterature 283 

Appendix 300 
Name Index 303 
Index of Tables 307 
Index of Maps and Figures 309 

- 1 2 -



Glossary 

The first word is the word that has been used in the text. The second word is 
either the Swedish translation of that word, or, if the Swedish term is used 
throughout the study, a more thorough explanation of it in English. 

(Facts in this glossary can be found in National encyclopedin. English 
translations of some Swedish words have been found in Immergut, Ellen M 
(1992). 

SC Second Chamber 
AK Andra kammaren 
Founded in 1867. Popularly elected and gained parliamentary significance in 
the låter half of the nineteenth Century. A large number of its members were 
liberals at the end of the nineteenth Century. 

Collegium Medicum 
Swedish Royal Academy of Medicine 
Founded in 1663 to fight plague, it controlied physicians, surgeons, barbers, 
and all matters concerning medicine. Reorganised in 1812. 

County hospitals 
Länssjukhus 
Hospitals funded by the excess incomes from kurhusavgiften. 

FC First Chamber 
FK Första kammaren 
Founded in 1867. Elected from members of Landsting or City Councils. In-
cluded many wealthy conservatives and members of the Clergy. 

Generaldirektör 
Higher civil servant employed in a governmental department. 

Gymnasium 
Preparatory education. At this time these schools educated young boys aiming 
to become ministers, physicians or teachers. 
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Hospitalsfonden 
A governmental fùnd that fìnanced hospital care in the late eighteenth Cen
tury. 

Hovrättsrådet 
Judge of Appeal 
A member of the Civil and criminal court of Appeal, in this case in Stockholm. 

Justitie minister 
Minister of Justice 
Head of the Ministry of Justice, dealing with issues concerning the government 
and parliament, not issues concerning public order, the office of public pros-
ecutor or the judiciary; which explains why the motion concerning the regula-
tion of prostitution was so easily dismissed by this authority. 

Kungl. Maj:t. 
The Royal Executive 
The title of the King, the Supreme Court or the Supreme Administrative Court. 
In this case — the King. 

Kungl. Sundhetskollegium 
Health College 
1813-1877. The new reorganisation of Collegium Medicum. 

Kungliga Vetenskapsakademin 
Royal Academy of Science 
Founded in 1739, assigned to spread scientific knowledge among the learned 
classes in Swedish society. 

Kurhus 
Special wards for patients with venereal disease, ofiten consisting of certain 
rooms or beds within the County hospitals. 

Kurhusavgifìt 
A mandatory fee paid by every census-registered adult man and woman. 

Kyrkolagen 
Clerical Law 
Issued in 1686, gready increased the King's power over the Church. 
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Kyrkomötet 
National annual meeting of the Clergy 
Dating from 1863 onwards, a meeting between the leading members of the 
Swedish Clergy where the Ministry of Justice and the Ministry of Education 
and Ecclestiastical affairs were unable to interfere. 

Lifmedikus 
Title appointed to physicians that served sovereigns 

Medicinalstyrelsen 
National Board of Health 
1877-1967. The new re-organisation of Kungl. Sundhetskollegium. 

Medicinalrådet 
Civil servant. In this case — chairman of the Medicinalstyrelsen. 

Riksdag 
The Parliament 
Originally the name of meetings that were held among the wealthy, ruling 
classes in Sweden. Consisted of three Estates from 1527, the Nobility, the 
Burghers and the Peasantry. A fourth Estate, the Clergy, was introduced in 
1544. Was included in the Constitution from 1611. The Riksdag was reorganised 
in 1866 to include two Chambers. The parliament was re-organised in 1970 to 
include only one Chamber. 

Statistiska Centralbyrån 
Central Bureau of Statistics 
1858 - The new reorganisation of Tabellverket 

Sjukvårdsavgift 
The altered name of kurhusavgiften after 1873. 

Stadsfullmäktige 
Locai city councils. In Stockholm it had the same authority as a Landsting. 

Sturearkivet 
Part of Riksarkivet in Stockholm; includes medieval Acts from the Sture fam-
ily and dynasty that ruled Sweden on several occasions during the fìfteenth 
and sixteenth centuries. 
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Svenska Läkaresällskapet 
The Swedish Medicai Association 
Founded in 1807 to discuss and publish medicai matters. 

Tabellverket 
Central Bureau of Statistics 
Founded in 1749, assigned to compile statistics on the size of the population. 

The Burghers 
Borgarståndet 
The third Estate of the Riksdag. Included mostly members from cities, but 
included more representatives from foundries in the early nineteenth Century. 
Was pre-dominantly liberal in the mid-nineteenth Century. 

The Clergy 
Prästerständet 
The second Estate, which focused on educational and religious matters. The 
Clergy was chaired by the Archbishop since 1823, and began to allow mem
bers from the Kungliga Vetenskapsakademin and the universities in the nine
teenth Century. 

The County council 
Landstingen 
Founded in 1862 in order to carry out regional self-government. Assigned to 
control health, communications, education, social order and agrarian as well 
as other industries. Cities with more than 25,000 inhabitants governed these 
issues through their city councils. 

The County Governor 
Landshövding 
Locai representative of the government and Chairman of Landstingen. Coun-
ties such as Västernorrland, Stockholm county, Jämtland, have been investi-
gated here. 

The Nobility 
Adelsståndet 
The first Estate of the Riksdag; and the most privileged Estate. Started loosing 
ground in 1719 and volunteered to step down in 1867. 
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The Peasantry 
Bondeståndet 
The fourth Estate of the Riksdag, included yeomen and focused much of its 
interests on agrarian matters. It was excluded from foreign and fìnancial poli-
tics, and was the only estate that was positive about reforming the Riksdag in 
1867. 

The provincial physicians 
Provinsialläkare 
Physicians paid and employed by the government The first directive for them 
was enforced in 1744. 

Trivialskola 
Secondary school, focused on grammar and rhetoric. 

överståthållarämbetet 
The civil administration in Stockholm 1634-1967. 



Swedish monetary values: 
1 riksdaler was 48 Skillingar 
After 1873 1 krona was 100 öre. The annual kurhusavgiften became 50 öre for 
every census registered man in 1873. 

Day labourer's wages In Västernorrland; in 1812 — 0,62 kronor. 
In 1873 — 2 kronor. 

Abbreviatìons 
BiSOS 
Bidrag till Sveriges offentliga statistik — public statistics on different topics in 
Swedish society. 

FC 
First chamber in the Riksdag. 

KT 
Riksdagstryck — printed minutes, reports and other material from the Riksdag: 

SC 
Second chamber in the Riksdag. 
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I 

The History of Venereal Disease in Sweden. 
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1  

Introductìon 

In 1825 the locai minister of Falkenberg reported to the town magistrate that 
a maid had infected parts of the town's population with syphilis. J.G. Rising 

thought the woman and her illegitimate children should be sent to the town 
physician in Halmstad for inspection. The maid, Carin Arvidsdotter, suffered 
from sores in the corner of her mouth and behaved frivolously. The minister 
also argued that she should be sent to the hospital in Malmö if she was ill. 
Even though she was found healthy at first, and her employer provided a bill 
of heaith for her, she ultimately ended up in hospital together with her son. 
Arvidsdotter sued the town for forcing her to receive medicai treatment. 

The locai court was unable to hear the case because of the multitude of 
rumours and opinions that had circulated in town regarding whether or not 
the maid had caused syphilis to spread in Falkenberg. There was a signifìcant 
number of sailors in town, and it was difficult to assess their responsibility for 
spreading venereal disease. Thus the conflict was brought to the Göta court of 
appeal. Their ruling was based on a legislative Act that had been issued on 
June 10 1812 in favour of the minister and the town magistrate. This legislation 
entitled ministers who suspected venereal disease to flourish in their parish to 
subject their parishioners to medicai inspection as well as mandatory medicai 
treatment.1 The minister and the locai provincia! physician decided which 
disorder the woman and her children were suffering from. The idea that orai 
ulcers and unacceptable sexual behaviour characterised syphilis cailed the 
minister's attention to Arvidsdotter. Social policies against these diseases, as 
introduced by the Kungl. Maj:t and enforced by the locai authorities, forced 
her to accept inspection and medicai treatment. 

The general aim of this study is to fiirther investigate the change in percep-
tions concerning venereal diseases among the medicai and politicai elite in 
Sweden between 1785 and 1903. The study will also address who society 
recognised and characterised as patients, sufferers from venereal disease, and 
to what extent the perceptions of venereal disease damaged the ability of these 
men and women to parücipate in the continuity of population and locai soci
ety. It will be argued that medicai and politicai ideas had a great impact on 
who was admitted to the hospital but little effect on the continued lives of the 
patients. 
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Ideas about venereal diseases gets much more complicated by politicai, 
ethnic and religious conflicts. European and Northamerican historians frequently 
refer to the increased number of cases of venereal disease and altered percep-
üons of its importance. In an article on the creation of gendered perceptions of 
nationalism, Sonya O Rose uses the rise in female cases of syphilis as proof of 
societal concern for dangerous and immoral female sexuality.2 Anne Taylor 
Allen also argues that syphilis became the metaphor for "a larger moral crisis 
besetting women and society as a whole" when the German feminist move
ment fought for the purifìcation and regeneration of society.3 Despite the unique 
situation4 of Swedish society, Swedish historians have paid little attention to 
this problem. 

Since Swedish society was more homogenous and remained outside many 
of the conflicts which hit European countries Sweden provides an unusual 
opportunity to study how society reacted to this problem. Sweden suffered 
from no wars after 1809, faced no ethnicity problems until after the Second 
World War, and did not have to deal with conflicts between groups with 
differing religious beliefs to any extent. Social policy against venereal disease 
was especially characterised by prejudice against working-class female sexual
ity until 1919. The State had long-since aimed to intervene against these dis
eases and did so by regulating the prostitutes in large Swedish cities for 70 
years. The women's movement in Sweden intended to fight the regulation of 
prostitution as a threat against morals and took much of its arguments from the 
British repeal movement. It was however unsuccessful in its protests until the 
1910s. In 1919, Swedish authorities levied legislation that imposed an even 
stronger interference on the private lives of individuals. 

Since the late eighteenth Century, Swedish society has intervened to im-
pede the spread of venereal disease. Sweden was an agrarian country with a 
poor network of roads, and venereal disease was believed to spread through 
migrant labour who salted fish on the Southeast coast of Sweden. Since travel-
ling Weis difficult and took so long, the numerous inns where women reeeived 
their male guests were considered sources of contagion. Mandatory inspec-
tions and free medicai care were enforced upon the agrarian population dur-
ing the first decades of the Century. As Stockholm became a larger city, pros
titutes and the military became the primary targets of measures in the 1840s 
and 1850s;5 and by the second half of the Century most cases of venereal 
disease in Sweden were reported in the urban parts of the country. Between 
1785 and 1903 venereal disease went from being a disease that afflicted the 
men and women in the agrarian parts of Sweden to becoming a disease of the 
urban immoral. The altered medicai definition of venereal disease, consistent 
to a strong social policy against venereal disease provides two out of three 
comprehensive perspectives to this study. 
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As early as 1765, strong measures had been demanded to promote health 
among the populaüon. In his speech to Kungliga Vetenskapsakademin, (Royal 
Academy of Science) Abraham Bäck (1713-1795) stated that, even though 
God used disease to punish humankind, nothing prevented the use of prayer 
and knowledge, given by God, to transform disease into health. He argued 
that doing nothing would be a much gräver sin.6 Impediments to disease, 
controlied and governed by Swedish central government, were suggested in 
the mid-eighteenth Century. Social perceptions of venereal disease were influ-
enced by strong and exclusive bodies of power in Swedish society from very 
early on. The provincial physicians had been legislated since 1766 to co-oper-
ate with locai law enforcement and the locai minister to prevent contagious 
diseases. The physician was also to inform the Provincial Governor about 
those measures that should be taken, not only to cure the sick but also to 
prevent the further spread of these diseases.7 

This study of how perceptions of venereal disease in Sweden altered dur-
ing the nineteenth Century has a chronological and thematic structure. The 
first half of the study investigates the development of medicai knowledge and 
social policies against venereal disease in the first half of the nineteenth Cen
tury. It also looks at patient records from the County hospital in Västernorrland 
that received patients for medicai treatment against venereal disease. It will 
look into whether those believed to suffer from this disease were actually ad-
mitted to the hospital. It will also investigate whether the structure of medicai 
knowledge and social policies could affect a patient's essential demographic 
life-course when the patient was discharged from hospital. Did perceptions of 
venereal disease cause them to live different lives than other contemporary 
men and women? 

The second half of the study outlines a similar invesügation concerning the 
later half of the Century. In medicai terminology, "venereal disease" trans-
formed into "sexually transmitted disease", which had even more extensive 
consequences than had previously been believed. In politicai terms, these new 
diseases engendered new dangers and perceptions of sexuality as a threat to 
health that further called for strong and lasting measures. To some extent this 
affected the type of patients that were admitted to the hospitals in Sweden. As 
the debate on venereal disease widened, it also became more criticai. Its final 
part will discuss whether the altered structure surrounding the diseases af
fected the admittance of men and women to the hospital and their continued 
lives. 
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2 
Related Studies 

This study is tangential to many different fields of research. Numerous stud 
ies could be considered related to an investigation of expanding medicai 

knowledge, social policies that attempted to control health, or the historicai 
study of hospital patients. Extensive research has taken place within the his-
tory of venerea! disease on diagnostics, therapeutics and social policies to 
impede venereal diseases. Many of these studies also consider the way that 
these changes have altered perceptions of venereal disease, morals and sexu
ally. Very few investiagations have addressed who the patients with venereal 
disease were and what happened to them after medicai treatment. The follow-
ing passage will briefly outline the history of public health and then exemplify 
some studies of venereal disease in Europe. The interesting fleld of research 
relating to venereal disease and colonialism has been left out, since Sweden 
serves as an example of a more homogenous country and cannot be com-
pared to the history of India or Asia.8 

Dorothy Porter suggests that the historiography of public health has its 
outset in the research and writing of George Rosen. He studied the parallel 
developments of medicai knowledge and modern society. Rosen argues that 
mercantilism initiated the first interests in public health. Sixteenth-century 
monarchs believed that poverty and bad health among their subjects could 
cause and spread damage in the state. Rosen then outiined the continued 
history of public health as one of progress and triumph. Industrialisation, 
urbanisation, the growth of science and, last but not least, twentieth-century 
science triggered its progress. "Heroic" history of public health illustrates the 
work by successful physicians and effective social policies. Dorothy Porter, 
stresses that his studies became forerunners of work by other scholars. 

The positive outlook that Rosen took on the intent and structure of public 
health carne under challenge in the 1970s. Thomas McKeown argued that 
nutritional intake caused the declining mortality in Western society, rather 
than medicai successes. Michel Foucault portrayed the rise of public health 
impediments as a symptom of the power relations in society. Taking his outset 
in the Enlightenment he argued that the "new mechanisms of surveillance" 
and new technologies of power and punishment made use of health and medi
cine in order to subjugate the sick as deviants. Porter argues that many recent 
studies in the history of public health are influenced by the ideas presented by 
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Foucault, and stresses that this analysis of public health is "anti-heroic" since it 
provides deep criticism to contemporary society. AIDS has challenged the 
historiography of public health further, aud Porter indicates that the history of 
public health cannot be analysed in either of the fìelds.9 

Health is a complicated matter and cannot be analysed by looking at phy
sicians as either heroes of medicai knowledge or participants in a huge società! 
conspiracy. It is equally insufficient to look at disease as simply pathological 
processes or conditions that inflicted the "innocent" or "guilty" sufferers. It is 
important to look at disease from a defìned perspective that stresses the multi-
faceted nature of health and everything that surrounds it. 

The historiography of venereal disease can also be divided into heroic or 
anti-heroic history. Due to the fact that during the 1970s medicai profession 
considered diseases such eis gonorrhoea and herpes to be harmless and easily 
cured by penicillin, the history of venereal disease was written as that of consis-
tent successes. Books such as Theodore Rosebury's Man and Microbe10 de-
pict the history of syphilis as one of medicai progress closely related to a 
continued social Stigmatisation of the Sick. The fascinating history of early 
modern syphilis has been depicted by a mulütude of scholars, including Brian 
Inglis and Robert Hudson. In the 1980s, the historiography of venereal disease 
took a turn and became poised to explain "lessons for the past". The latter half 
of the 1980s saw numerous works on the history of venereal disease and its 
medicai, as well as politicai, contexts. 

The historiography of venereal disease changed in the beginning of the 
AIDS epidemie. It seemed unclear what horrible similarities could be drawn 
between the history of venereal disease and this new illness. The debate about 
AIDS took place in and between two camps, which Fee and Fox have chosen 
to call "alarmists" and "advocates of equanimity". These two viewpoints on 
the disease made use of history from different perspectives. The alarmists 
compared AIDS to plague, cholera, yellow fever and polio — other severe 
epidemics that had been fought by the introduetion of severely repressive 
measures in society. The latter camp exemplifìed the tragic consequences of 
repressive policies by reviewing policies against venereal disease and tubercu-
losis. However, as Fee and Fox stress, sufBcient interest was not paid to the 
chronic nature of these diseases. 

As AIDS continued into its second decade it became increasingly difficult 
to draw similarities between this illness and the acute epidemics of past times. 
AIDS is a prolonged disease that has moved from the heated discussions of 
social stigma into mainstream medicine and governmental public health. Fee 
and Fox suggest that analogues between syphilis, tuberculosis and cancer would 
provide a better insight and more historicai parailels.11 To learn from the past 
by studying the repressive policies in the United States or the social stigma 
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attached to homosexuality and venereal disease was very much the intent of 
studies such as those by Allan M. Brandt and Richard Davenport-Hines. Låter 
studies on the history of venereal disease, such as the work of Anette Mooij, 
take wider perspectives on the subject and investigate the different compo-
nents which helped construct different images of venereal disease. The follow-
ing secüon will look more closely at different studies on the history of venereal 
disease. 

The Early History of Syphilis 
Louis Magner introduced three different theories on the origin of syphilis. He 
noted evidence for the so-caQed "Columbus theory" in his book A History of 
Medicine. This theory argues that the crew of the Spanish explorer carried 
syphilis to Europe when they returned from the Caribbean in 1492. These 
sailors then supported themselves as soldiers, and as their armies went into 
war the disease spread across Europe. Several narrators have told stories about 
the appearance of a new, dramatic skin disease in late fìfteenth-century Eu
rope. Magner shows how it first appeared in Spain and Italy causing death and 
fear. Replacing leprosy as the major disease in Europe, it was known in Italy as 
"The French disease", it spread to France as the "Neapolitan disease", and 
eventually arrived in Japan as the "Great Pox" or "Portuguese disease". 

There were other theories on the origin of venereal disease. The "Leprosy 
theory" suggested that syphilis was simply the result of intercourse between a 
prostitute and a leper. The African theory also introduced syphilis as a social 
punishment, or, as Louis Magner writes, "a fitting lesson about the evils of 
slavery". According to this theory, the African skin disease yaws was transmit
ted to Europe along with the slave trade. Once in Europe, the disease changed 
its virulence and became sexually transmitted. Magner concludes that there 
might be several other theories on the origin of syphilis, but that none of them 
are sufficiently convincing. The disease has often been called "the great imita
tör" because of its many symptoms. Its real origins are stili a mystery.12 

Venereal disease has been perceived as a threat to society since 1492. 
Düring the Middle Ages, the new disease was considered a punishment from 
God. Ambroise Paré said that it was caused by "God's wrath, which ailowed 
this maiady to descend upon the human race, in order to cure its lascivious-
ness and inordinate concupiscence."13 In Europe, medieval measures against 
these diseases were often aimed at already stigmatised groups in society. Rich
ard Sennet exemplifìes the medievaljewish ghetto as a protective public health 
measure against venereal disease. Isolating the syphilitic Jewish bodies in a 
ghetto, the Christians thought themselves protected from disease.14 Venereal 
disease was perceived as a disease of "the others" and this idea was put into 
practise in early social policy. 

- 2 5 -



Bruce Thomas Boehrer shows how early modern syphilis became profit
able for the medicai and social elite in society. Syphilis being depicted as a 
punishment from God, the sick were blamed with blasphemy and defìned as 
undeserving of public care. The contemporary politicai fìgures gained social 
order and the physicians profìted with social status from publishing books and 
knowing how to provide the wealthy middle class with discrete medicai care. 
Boehrer argues that concerning syphilis "we are in social fact confronting two 
separate and exclusive ailments". One that the already powerful gained from, 
and another disease that the poor suffered from.15 Further investigation of 
percepüons of venereal disease in early modern England have led Kevin P. 
Siena to conclude that medicai and social authorities in England primarily 
aimed to control social behaviour, while secondarily preventing disease.16 

A multi-faceted outlook on the contemporary context of venereal disease 
has been represented byjon Arrizabalaga,John Henderson and Roger French 
in the study The GreatPox. Varied units of power gained from Controlling the 
pox. Different European nations profìted from blaming other nations for spread-
ing the disease, while the courts and the cities increased their status by en-
abling physicians and healers to restore the sick. Pox-stricken paupers could 
be taken care of by the Church, and thus the Clergy then gained a "captive 
audience". A conflict took place between the untrained and university-trained 
physicians since the ultimate cure against this disease was hard to find. 
Arrizabalaga, Henderson and French also point to the founders of hospitals as 
a group in renaissance society that gained from the pox. These authors main-
tain that these institutions were shaped to control the disgracefiil poor.17 Nev-
ertheless, most studies appear unable to study the actual lives of the patients 
and raise few questions concerning the public response to disease. 

The History of Medicine and Venereal Disease 
The history of diagnosücs, therapeutics and sufferings from venereal disease 
have been written since the renaissance. Most encyclopaedias of medicai his
tory cover venereal disease and how it has been recognised and cured over 
the centuries.18 This study does not attempt to comment on everything ever 
written about the diagnostics and therapeutics of venereal disease. Much of 
what was written on these diseases during the renaissance can be read as 
"heroic" history of medicine by modern readers. During the renaissance, medi
cai wriüngs often appeared to be poetic, a point which has been outlined by 
Brian Inglis.19 Robert Hudson has also exemplified this. Ulrich van Hutten 
argued that syphilis could be caused by nature itself and the contemporary 
Clergy saw the opportunity to control sexual behaviour. By promoting "coitus 
impurus" as unsure sex that transmitted disease, it was believed that male and 
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female sexuality could be regulated. Giralamo Fracastro discusseci the epide-
miology of venereal disease in the sixteenth Century. He thought that the vene
real diseases could spread by a distance, in cloths and linens as well as by 
direct contact.20 

Charles Clayton Dennie has provided a long perspective on medicai devel-
opments through history. He provides an overview of how physicians per-
ceived syphilis since the Middle Ages in Europe. His study follows through 
until modern medicai treatments of syphilis, and illustrates diagnostics and 
therapeutics against sexually transmitted diseases until the days of penicillin. 
Physicians often wrote poetry about observations on venereal disease. Juan de 
Vigo and Ruy Diaz de Isla wrote about the sufferings of their patients and 
depicted the effectiveness of mercury.21 Theodore Rosebury brings up to date 
the history of symptoms, diagnosis and eure in his book Microbes and morals. 
He emphasises the dramatic changes that took place when penicillin was intro-
duced, but also argues that poor morals will always be responsible for the 
spread of venereal diseases.22 

J.D. Oriel has written about the history of venereology in his book The 
Sears of Venus. He illustrates the way Europe and North America have 
recognised and treated the venereal diseases. OriePs study upholds older ideas 
about the history of medicine as he outlines the expanding knowledge of the 
French disease, early and experimental syphilis, late syphilis, and congenital 
syphilis. The history of gonorrhoea, increasing knowledge about chlamydiae 
and chancroid, and the increasing number of venereologists are outlined in 
his study. There is also a brief history of public health matters, while he ends 
with a chapter on the unhappy current state of venereology.23 Oriel depicts the 
progress of medicine relating to physicians and medicai scholars, but pays 
very little attention to the sick. This has also been the case with much of what 
has been written about venereal disease by Swedish medicai historians. 

Nils Thyresson has written the only lengthy work in Swedish about the 
medicai history of syphilis. In his book Från fransoser till AIDS, he concludes 
that syphilis and gonorrhoea have been present in Sweden since the Middle 
Ages. Thyresson shows that the medicai definition of venereal disease has 
changed during the course of history, and that different measures have been 
attempted to cure the diseases. His study also outlines governmental efforts to 
control these diseases. He writes about the growth of the hospital network in 
Sweden, the legislation from 1812 that enforced compulsory contact tracing, 
and the health poli tax from 1817. This health poli tax had a signifìcant impact 
on the conünuing hospital network in Sweden. Thyresson also details how the 
regulation of prostitution was introduced and repealed in Sweden. He has also 
written some articles on different subjects within the history of syphilis. He 
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covers the history of Giralamo Fracastro in one of his artides, and has written 
two other essays on the history of the education of dermatologists and 
venereologists in Sweden.24 

Earlier medicai historians in Sweden have also looked into the history of 
venereal disease. Fredrik Berg depicted opthalmia neonatorum and concludes 
that the disease was confused with syphilis in the 1840s and caused 25 % of all 
cases of blindness in Stockholm in the 1880s.25 Bo Bäfverstedt outlined the 
origin and causative agents of these diseases in a short artide, emphasising the 
difflculties in recognising which diseases were epitomised as venereal in past 
times.26 Sven Hellerström discerned the history of venereology in 1961, as the 
first chair in this field of research reached its first bicentennial. Inger Wikström-
Haugen introduced the history of syphilis in Sweden at a conference on medi
cai history in 1981. She briefly outlined the seriousness of the problem that 
agraiian venereal disease caused Swedish society from a social as well as a 
medicai perspective.27 

Among Swedish authors, the subject of syphilis is briefly raised in books 
that take a wide perspective on the history of medicine. Folke Henschen, Mats 
Bergmark, Robin Fåhreus and Carl-Magnus Stolt have written on the develop-
ment of medicai knowledge concerning syphilis. Folke Henschen outlines the 
geography of disease and argues that venereal disease spread in Sweden in the 
early sixteenth Century and during the wars against the Danish. In his two 
studies about folk medicine, Mats Bergmark briefly touches upon vernacular 
methods to eure venereal disease. Robin Fåhreus comments on the history of 
syphilis and gonorrhoea in his book Läkekonstens historia and shows how 
long it took for Swedish venereologists to outgrow what he called "humbug-
medicine". Carl Magnus Stolt looks at the implementaüon of medicai knowl
edge on patients with venereal disease in the south of Sweden. He exemplifies 
the various methods that were used among Swedish physicians to treat syphi-
litics.28 Among Swedish historians, nothing is said about the social implica-
tions of medicai knowledge concerning venereal disease. In the diverse com
ments that have been made on the history of venereal disease in Sweden, very 
little attention has been paid to the patients or their continued lives. 

Research on the social implications of medicai knowledge concerning ve
nerea! disease has been carried out by Karen J. Taylor, Gali Savage and Jill 
Harsin. Karen J. Taylor tries to elaborate upon the perceptions of venereal 
disease among children and how the transmission of this disease changed as 
medicai knowledge expanded. Taylor argues that the large number of young 
patients with venereal disease provides ampie evidence of nineteenth-century 
incest. She concludes that, even though physicians understood that children 
had been infected by sexual contacts with adults, their contemporary ideas 
about privacy and family life prevented them from taking action against sexual 
child abuse.29 
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Gail Savage and Jill Harsin take different perspectives on how venereal 
disease affected nineteenth-century women. While Jill Harsin argues that ve
nerea! disease proved a definite paradox for women. Savage portrays venereal 
disease as a useful argument for the nineteenth-century women's movement to 
increase the likelihood of divorce for women. While poor, femaie outcasts 
who supported themselves as prostitutes were coerced into medicai care by 
the regulation of prostitution in, middle-class women were prevented from 
taking advantage of this medicai care. Physicians frequently argued that in-
forming the wife of a respected family of the disease she was suffering from 
would endanger the family. Maybe it was due to the fact that, as Savage has 
proven, since 1858 women were entiüed to divorce a diseased husband.30 

Undoubtedly, venereal disease had a serious impact on the lives of those 
who suffered from it. Historicai writings on the medicai context surrounding 
these diseases have covered many more perspectives than have been illus-
trated here. Linda E Merians has, for instance, edited a study that gives elabo
rate insights into the medicai identity of venereal disease in eighteenth-century 
Britain and France.31 Nevertheless, the actual lives of these patients are still left 
untouched in their studies. 

Social Policies against Venereal Disease 
European historians have conducted extensive research on social policies against 
venereal disease. In the 1980s, much of this work was concentrated on suggest-
ing lessons from the past, primarily by emphasising how impediments to these 
diseases were based in prejudices against ethnicity and gender. More recent 
studies have looked at how these groupings in society have been reproduced 
when society enforces social policies against venereal disease. These investiga-
tions no longer suggest that venereal disease policy was enforced in order to 
control certain groups of society intentionaily. Scholars such as Roger Davidson, 
Lucy Bland and Anette Mooij argue instead that social policy against venereal 
disease was based on a continuum of previous perceptions of gender and 
race. Their work stresses the existence of medicai clinics against venereal dis
ease and the paradox of care and coercion. 

Society often chose to direct measures against venereal disease towards 
special groups in society. Ever since the renaissance, as has been previously 
stated, foreigners, loose women and vagrants belonged to the part of the popu-
lation that was especiaily stigmatised as carriers of venereal disease. Düring 
the nineteenth Century, policy against these diseases became engendered as 
guilt was aimed at women. Different social policies against venereal disease 
were introduced during the nineteenth Century. Poor women were perceived 
as potential carriers of disease when their behaviour became non-normative. 
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In many European countries, other social policies were triggered by the signifl-
cant increase in case numbers during the First World War. Men became the 
targets of social policies against venereal disease when their illness risked en-
dangering their function as usefiil soldiers. Social policy against venereal dis-
ease must be regarded as multifaceted and not only based on gender. The 
fìght against venereal disease was not part of a conspiracy against certain mem-
bers of society, but was instead consistent with contemporary ideals and was 
unable to renew ideas of sexuality and social roles. 

Books by Claude Quetel and Richard Davenport-Hines show how medicai 
knowledge and public responses coincided to fìght disease in the eighteenth 
and nineteenth centuries. Claude Quetel portrays the history of venereal dis
ease in France as a history of a dramatic illness that contributed to different 
cultural phenomenon, such as the diseased prostitute or the syphilitic genius.32 

Richard Davenport-Hines equals the Stigmatisation of homosexuais to that of 
patients with venereal disease in his study Sex, death andpunishment: attitudes 
to sex and sexuality in Biitain since the renaissance.33 He also depicts the history 
of syphilis from its heyday in the late fìfteenth Century to its counterpart AIDS. 
These two studies, among many others, reveal the uselessness of social policy 
that brands certain groups in society as predisposed to venereal disease. 

The study by Allan M Brandt, No Magic Bullet — a Social History of Vene
rea1 Disease in the United States Since 1880\ looks at the history of syphilis from 
a similar Standpoint. He intends to study the "social constructions of venereal 
disease" by discerning symbols that reflect social values and judgements on 
venereal disease. He studies the social use of these symbols and argues that, 
because of their predominant character, the therapeutic beliefs surrounding 
venereal disease have become secondary.34 Brandt's book is widely acclaimed 
but has been criticised. Anette Mooij suggests a wider perspective on the 
history of venereal disease. She interprets Brandt's study as being about the 
battle between medicai and moralist concerns over the spread of venereal 
disease. Mooij challenges the idea that the history of venereal disease has to be 
about either medicai knowledge or politicai reacüons against the diseases. Her 
own book takes a different standpoint. 

Mooij investigates the Dutch venereal disease debates from three param
eters. Intensity, the social function and nature of the debates are covered in 
order to find out who said what about venereal disease. She divides the partici
pators in the debates into narrators and characters, the latter being the vicüms 
of disease. Mooij notices the difficulties in finding out the genuine incidence of 
venereal disease as well as what actuaily took place in the lives of the sick. 
Nevertheless, her study indicates that società! problems concerning venereal 
disease remained a much wider problem than has been portrayed by Brandt. 
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Lucy Bland has written about the implicaüons of the venereal disease cam-
paign in Britain. As Britain experienced great panie over the increased num-
ber of venereal disease diagnoses, but also over the falling birth rate and the 
deterioraüon of the quality of British soldier, syphilis and gonorrhoea were 
cast as central flgures in the destruetion of society. British central government 
levied the National Council for Combating Venereal Disease in 1915. Severe 
legislation was administrated in Britain during the First World War. The leg
islation, which made infecting others with venereal disease punishable by crimi
nal law, was revoked once the war ended. British policy against venereal dis
ease was less repressive than the Swedish legislation and yet, according to 
Bland, it had a great impact on the shaping of social roles. Bland portrays the 
campaign as a continuum of older ideas about women, as either promiseuous 
prostitutes or healthy mothers. The venereal disease campaign would "clean 
the portals of life", in order to keep the mothers healthy and yet sufficiently 
ignorant about the diseases themselves.35 

Roger Davidson investigates policies on venereal disease in twenüeth-cen-
tury Scotland. Percepüons of venereal disease in the early twentieth Century 
divided those who contracted venereal disease into two groups, the innocent 
and the guilty. Mothers and children who had reeeived their illness from their 
immoral husbands or fathers were provided with poor relief and holidays. The 
married men who contracted venereal disease were portrayed as ignorant and 
ill willed. Young unmarried women with venereal disease were assigned to 
homes that could teach them to control their sexual and social behaviour. 
Likewise, the widespread use of contact tracing in order to prevent venereal 
disease from spreading in Scotland was carried out differently for men and 
women. Since male patients were often at work during the days, and since 
women were defined as mothers and keepers of the house and family, the 
private core of society, they were more often targeted by the health officers.36 

Mooij, Bland and Davidson study the history of venereal disease from a 
wider perspective than has been done among any Swedish scholars. They 
look at these diseases as components of contemporary society and not only as 
biological and pathological diseases. It is also concluded that percepüons of 
these diseases were shaped by medicai as well as politicai thoughts. These 
three authors are far from the only writers within this fìeld of research but they 
represent recent thoughts on what medicai history can provide. Besides outlin-
ing the debates surrounding these illnesses as metaphors for societal dangers, 
medicai history can look at sexually transmitted diseases from a much wider 
perspective, taking medicai knowledge and the patients into account. 

The history of social policies against venereal diseases is an almost un-
touched topic among Swedish historians. When illustrated, their history has 
been written from a number of perspectives. Karin Johannisson has outlined 
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the history of the cultural construcüon of disease, drawing particular attention 
to syphilis. She outlines the dramatic history of venereal disease, the 
Stigmatisation of the sufferers and the fears that accompanied catching these 
diseases. Almost congruent with illegitimate births, venereal disease caused 
disgrace and ostracism.37 Rolf Å. Gustavsson has, in his sociologica! study of 
the growth of the Swedish hospital network, concluded that venereal disease 
was important for this expansion. Kungl. Maj:t levied a poli tax that financed 
large parts of the Swedish County hospitals, and throughout the nineteenth 
Century it remained important to public hospital care.38 

Few attempts have been made to place the history of venereal disease in 
Sweden within a larger context. Mats Beronius introduced social policies against 
venereal disease as part of the expansion of the social sciences in Sweden. He 
introduced the measures taken against these diseases as part of a larger project 
intended to control society as a whole. Public education in the late eighteenth 
Century, increased usage of ministers, nursemaids and physicians as well as the 
social control of dangerous men and women, was perceived as not only im-
peding venereal disease but also increasing the size of the population and 
improving its health. The mandatory revenue and the opening of kurhus, 
special wards for the sufferers of venereal disease, were other measures taken 
to enhance the productivity of the population. Intending to strengthen the 
health of the population, it became necessary to enforce medicai care on the 
sick and control the social behaviour of those who spread the diseases.39 These 
ideas will be fiirther elaborated in this study. 

The historiography of venerea! disease has progressed signifìcantly since 
the 1970s, when syphilis and gonorrhoea were portrayed as cultural phenom-
ena that were sung about by renaissance poets and treated with dangerously 
large dosages of mercury. In the 1980s, historians wrote about "lessons from 
the past", signalling the uselessness of repressive public health measures and 
the consequences they could have. Today, the historical writings about these 
illnesses focus much of their attention on how medicine and politics influence 
each other. Syphilis is no longer conceptualised as a dramatic epidemie, but is 
instead looked upon as a long-term health problem in contemporary society. 
The multi-faceted role of AIDS and its emergence as a chronic disease has 
influenced the history of syphilis in the 1990s. 
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3 
Frameworks for This Study 

ntil recently, the majority of medicai history concentrateci upon success 
fui physicians and their successali scientific solutions. However medicai 

knowledge as well as the politicai measures taken against disease must be 
taken into consideration when writing an historical analysis of disease. Socio
logica! perspectives have become more important to the history of illness in 
the last few decades. The idea that medicine is limited to being either "right" 
or "wrong" has come under serious challenge. Medicai history has been in-
creasingly inspired by sociologica! methods and now looks much more criti-
cally at how medicine, health and individuals inter-depend on each other. 
This chapter will provide a brief history of medicai sociology. The following 
section will then discern how social constructionism can be useftil. 

Since medicine and health are centrai to life, they involve everyone in 
society and cannot be limited to physicians, medicai researchers or patients. 
When diseases are being recognised as such, images of the sick are created 
that touch every part of society. Images of men and women are constructed 
that fìt into contemporary power-relations, since being heaithy is aiways a step 
above being associated with any sort of disease or disorder. Any physical 
divergence from what is perceived to be the perfect body is to some extent 
made "difficult" or "worrisome" and needs to be corrected or adjusted. Some 
diseases are constructed as being brought on by the sick themselves, such as 
obesity or lung-cancer.40 This was left uncommented upon by sociologists until 
the 1930s. 

Uta Gerhardt claims that the sociology of health first became generally 
interesting to sociologists after the Second World War. As the consequences 
of Nazism and anti-Semitism became clear to society, sociologists sought to 
explain this by making analogues with health. Had the entire German society 
become insane, or could a society be defìned as sane even though people who 
had obviously committed the most horrendous acts governed it? Or must 
anti-Semitism be considered "normal" simply because so many participated in 
it? Talcott Parsons defìnes anti-Semitism as a psychiatric problem of society 
that could only be cured by the further study of its symptoms.41 Medicai soci
ology developed signifìcantly in the 1950s and by the time Gerhardt's book 
was published it was considered an accepted, albeit inconsistent, part of soci
ology in general. 
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Kevin White has outlined the expansion of the fìeld of the sociology of 
health and illness. White argues that social constructionism is a tool in sociol
ogy that can combine the previous strategies. Although Marxist and feminist 
ideas have also influenced ideas of health, White points out that the study of 
bacteriology by Ludwig Fleck appeared in 1935 as a forerunner of Michel 
Foucault. Using syphilis as an example, Fleck denies the existence of medicai 
facts. He outlines three points in the sociology of health and the sociology of 
knowledge. Firstly, medicai ideas appear as a result of the collective of society, 
which medicine takes part in. Secondly, he denies the existence of innate 
ideas, arguing that altered ideas are nothing but altered thought styles. This 
leads to the third point of his analysis: that scientific facts are not granted to us, 
but products of the creative collective.42 These ideas are important to the thinking 
that stili influences many historians of medicine today. 

This study will investigate venereal disease as a number of diseases whose 
socially constructed identity altered throughout the nineteenth Century. It is 
not primarily a study of syphilis or gonorrhoea but a study about different 
components in the construction of punitive illnesses. At the same time their 
medicai and politicai consequences also changed, with new consequences for 
the sick and suffering. The following will argue why this approach has been 
used and secondly, a brief history of the sociology of health will be outlined. 

Alun Munslow has introduced the new perspectives on historical work in 
his study Deconstructmg history, and he outlines constructionism as an histori
cal method that originated in the nineteenth Century. Munslow argues that 
Marxist historians were the first constructionists to turn against the previous 
empiricists or reconstructionists such as Leopold von Ranke. Constructionist 
historians, write history from a politicai commitment with the intention of study-
ing the marginalised groups of society.43 Since the 1970s, much has happened 
within this perspective. It has become heavily influenced by Michel Foucault, 
and often considers knowledge as a created process, rather than a natural 
given. 

The usage of social constructionism in the history of medicine has been 
recommended by Ludmillajordanova. She states that it includes a wide range 
of methods that have been utilised by different scholars for the last twenty 
years. Earlier medicai history set out in positivist fashion to find the "right" 
answers to soluble questions, while more recent studies of medicine and health 
have focused their energy on the study of processes and altered identities of 
medicai knowledge.44 Large parts of this study could stand on their own with-
out social constructionism. It outlines the social history of medicai knowledge, 
social policy and patients with venereal disease in Sweden. It will be argued 
that social constructionism becomes a necessary tool, since medicai knowl
edge nor social policy is deeply intertwined with the rest of society. 
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Medicai Knowledge and Practices 
It is important to find out how venereal disease was defìned by Swedish elite 
physicians between 1785 and 1903. Since both syphilis and gonorrhoea are 
very complex infections, it is impossible to find out exactly which diseases lay 
behind the numerous epitaphs and metaphors that were used to discuss vene
real disease. It is thus of primary importance to contemplate what signified 
these diseases. In different historical sources the definitions of which symp
toms were to be recognised as sexually transmitted diseases differed between 
the writers of such artides to the physicians in Sweden. Düring the first half of 
this period of invesügation, sexually transmitted disease was mostly called 
venereal disease, simply due to fact that physicians in Sweden or Europe could 
not fully understand its aeüology and progression. Syphilis and gonorrhoea 
became recognised as venereal diseases only during the låter part of the nine-
teenth Century. These changes had a significant impact on diagnosis, eure and 
public policy towards the diseases. 

Methods to cure and control venereal disease were considered essential for 
physicians in this period. Many experiments were carried out and the debates 
conünued throughout the Century. As knowledge was disseminated about how 
the different diseases progressed, medicai measures also developed and 
changed. These discussions show ambitions and expectations to cure the dis
eases. They do not illuminate what actually took place at the bedside. The 
different statements made by the medicai elite in Sweden become compo-
nents in the changing idenüty of venereal Disease over the Century. 

In chapters 5 and 9, the medicai knowledge and practices of the medicai 
elite in Sweden will be investigated by answering the following questions: 

1. How were venereal disease, syphilis, gonorrhoea or other sexually trans
mitted diseases to be recognised by physicians in Sweden during these 
years? 

2. How was the average physician in Sweden told to eure venereal disease? 

Social Policy 
Social policy against venereal disease illustrates how authorities in Sweden 
were expected to exert power over the sick. The ideas suggested, the debates 
and conflicts, and the legislation that was enforced, exemplify how society 
reacted to the medicai definition of venereal disease. When medicai knowl
edge defined these diseases as being spread by those migrating workers that 
returned home from the fisheries on the south-west coast of Sweden, this group 
was soon stigmatised in the 1812 Act against the spread of venereal disease. 
Medicai knowledge and practices defìned venereal diseases as infectious and 
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dangerous, resulting in the sick becoming punishable if they spread the dis
eases. Düring the second half of the nineteenth Century, sexual acüvity be-
came the primary instrument to identify these patients. The public reaction to 
social policy and its impact reveals to what extent these ideas were acceptable 
to Swedish society. 

Gender and social class became the most distinctive features of the spread 
of venereal disease. Women of the poorer classes were assumed to cause the 
increased number of cases in Sweden, while working-class men were assumed 
incapable of Controlling their own sexuality and heaith, as well as easily con
trolied by social policy. Social and medicai knowledge defìned women as the 
major vectors of disease, making use of old gender-roles while creating a new, 
even stronger, prejudice against women. Through social policy, venereal dis
ease was defìned as a punitive illness. 

In chapters 6 and 10 of this study, social policy as introduced and debated 
in the Swedish parliament and, later, among sections of the Swedish public, 
will be outlined by answering the following questions: 

1. What measures did Swedish society take to impede the spread of vene
rea! disease? 

2. What was the public reaction to contemporary social policy against ve-
nereal disease? 

Patients 
How was life among the average man and woman affected by venereal dis
ease? Peter Curson notes that highly interesting issues on how heaith and 
heaith policy affected lives in past times stili remain largely unanswered by 
historians. In his study of epidemics in Sydney he poses questions on the social 
consequences of disease such as fertility and marriage.45 The social history of 
medicine rarely gets the opportunity to study how heaith affected anonymous 
members of society. Those who did not bring their medicai condition to court 
or leave letters behind for the historian remain almost completely out of reach. 
The aim of this study is to analyse how medicai thoughts, the public response, 
and the average life intertwined or collided with each other. 

Several different questions will be investigated to introduce the lives of 
anonymous sufferers of venereal disease. Which people were admitted to the 
kurhus and how their lives were affected afterwards and whether venereal 
disease had a medicai impact on their continued lives will be discerned. 

The multitude of questions concerning the patients with venereal disease 
can be summarised into three different problems. Who was admitted to re-
ceive medicai care against venereal disease in Sweden between 1785 and 1903? 

- 3 6 -



What were the social consequences of receiving medicai treatment at the kurhus? 
Which medicai consequences could venereal disease cause the patients? Gen
der, age, the social and geographical distribution of patients at four different 
kurhus will be outlined as well as their diagnosis, treatment and the results of 
their treatment. Migration, marriage, family formation and remaining time of 
life46 are to be looked into concerning the continued social life of discharged 
patients. Quantitative analyses, combined with some qualitative analysis of 
individuai patients are to show that the consequences of venereal disease var-
ied gready from person to person. In order to outline the medicai consequences 
of venereal disease, causes of death, fertility and infant mortality will be ob-
served. 

This study defìnes an essential demographic life-course as a process that 
adds lives to a locai population. A positive essential demographic life-course 
suggests that men, women and children in an historical population were granted 
the opportunity to live in circumstances that did not prevent them from mar
riage and having a family in a specific location. Their opportunities to do this 
will be evaiuated for a fìve-year period after their discharge from the hospital. 

Whether or not the patients could continue their essential demographic 
life-course, that is, participation in the growth of a locai population, proves 
whether society's image of the punishable syphilitic affected their social abili-
ties. Life for the patient during the first fìve years after discharge from medicai 
care can be followed in the parish-registers. This will be revealed utilising 
narratives as well as the tools of historical demography such as marriage, mi-
gration, fertility and mortality råtes of cohorts of patients. The study will thus 
discern what happened to nineteenth-century patients with venereal disease. 

There is no definite dividing line between medicai knowledge, social policy 
and the life-biographies of the sick. The life and family biographies of physi
cians, politicians and patients influenced their activities and changed how 
medicine was performed, as well as the development of politicai measures 
against disease. The actors and structures in this study are interdependent as 
participants in a process that created the images of venereal disease that will 
be illustrated here. Seen as such, from a sociologica! perspective, the rhetoric 
from the Riksdag and the medicai elite in Stockholm constitutes a component 
in the construction of venereal disease. 

The social construction of health has changed over the centuries. Alfons 
Labisch has suggested that health and medicine became part of the mercantil-
ist intentions of the late eighteenth-century State in Europe. Keeping the Citi
zens free from disease would promote a growth in population and improve 
safety and wealth. As central government allied itself to medicine, it strength-
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ened its politicai and social power by assuring the existence of a docile popu-
lation. This also increased the powers of the middle class, which, Labisch 
argues, consequently influenced the continued definition of health. 

As European society industrialised and urbanised, the middle classes grew 
more influenüal. Most physicians were born into the middle class and the 
values of this group carne to influence the way health became secularised and 
increasingly moral. Labisch proposes that "health was now equated with good-
ness, illness with guilt", but differentiates epidemics from self-atoned diseases. 
In Europe, while epidemics could be relieved by society, illnesses that the sick 
had brought upon themselves were ignored. By the late nineteenth Century, as 
medicine was becoming further influenced by science, health became a sani-
tary issue and was depicted as being clean and virtuous.47 Labisch does not 
take venereal disease into account when he schematises the history of how 
health has been socially perceived in Western society. This study will argue 
that knowledge of venereal disease in Sweden progressed from conceiving it 
as a mercantile threat to a threat endangering late nineteenth-century culture 
and morals. 

The growth of medicai knowledge and new practices to recognise and 
eure venereal disease made it possible to administrate social impediments 
against venereal disease in Sweden. The social policies that were issued against 
venereal disease influenced which groups were admitted to hospital, as well as 
having a great impact on how venereal disease was perceived in society. Dür
ing the early nineteenth Century, men and women could be forced to undergo 
inspections and mandatory medicai treatment. Venereal disease had been 
defined by the medicai elite as a threat to the growth of the population. Mer
cantile reasons laid behind the arguments by elite powers and the medicai 
elite in Sweden. Here, self-atoned diseases were made punishable earlier than 
in other European countries. 

Nicola Beisel's study on anti-vice movements in the late nineteenth Century 
argues that vice was seen as a threat to the reproduction of middle- and upper-
class families as well as their culture. Much historical research points out how 
female sexuality was conceived as a danger to ideals, morals and culture.48 

The regulation of prostitution resulted in entire hospitals being filled with nothing 
but female patients and individuai women risking being arrested simply for 
Walking the streets of Stockholm in the evening. This legislation was enforced 
in Sweden for 70 years without women's movements ever succeeding in re-
pealing it. The punitive character of venereal disease was not questioned in 
Sweden as it was elsewhere. 
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Other studies have investigateci the growth of medicai influence and social 
policy in other European countries. The investigation also carries out an analy
sis of those who were sick and the events of their lives once they had been 
diagnosed as suffering from these diseases. A study of the history of venereal 
disease is incomplete without all three perspectives on the problem. The es-
sential demographic life-course does not look into how the sick perceived 
being diagnosed with venereal disease. Nevertheless, it can enlighten what 
actually took place in their lives, which reveals a great deal about whether they 
were shunned or accepted by contemporary society and whether they could 
function as they had done previous to their diagnosis. 

This part of the study questions whether the social construction of venereal 
disease reaily had an impact on the lives of the sick. Jocelyn Cornwell has 
opposed those sociological studies that place medicai knowledge at the centre 
of peoples' lives. In her study Hard-earned Lives — Accounts of Health and 
Hlness from East London she argues that defining medicine as social control 
constrains the analysis. Cornwell argues that social networks are more impor-
tant than health and that these are imperative to how people react to their 
health. The short time that men and women spend in hospital and the brief 
encounters they have with physicians cannot have as extensive an impact on 
their lives as that suggested by several scholars.49 The dichotomy that she 
suggests exists between a social constructionist perspective and her own stance 
appears exaggerated. To me, the two perspectives do not necessarily have to 
be that different from each other. Cornwell limits medicine to referring to 
professional medicine as carried out by physicians in hospitals. Instead, seeing 
health and medicine as physical conditions and whatever can be done about 
them, health stånds at the centre of a person's life, without necessarily conced-
ing essential power to the medicai profession and central government. A so
cial constructionist perspective is thought necessary to properly define what it 
actually was that affected the lives of the sick. The life-biographies of the pa
tients shed light upon the public image of venereal disease. 

In chapters 7 and 11 of this study, the patients with venereal disease and 
their life-biographies will be studied by answering the following questions: 

1. Who was admitted to receive medicai care against venereal disease in 
Sweden between 1785 and 1903? 

2. Did venereal disease affect their essential demographic life-course? 
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4 

Sources 

Sources from many levels of society have been used in this study. Since no 
academic study has been carried out on the history of venereal disease in 

Sweden, the debates from two different elite institutions in Sweden have been 
looked into. The definition of venereal disease was portrayed in the writings of 
the medicai elite, and the politicai elite expressed their ideas about the dis
eases in the minutes and reports from the parliament. Together, these two 
perspectives conveys how the State defined venereal disease. The different 
opinions that might have been expressed by other mediums in society have 
not been investigated here. The consequences of how centrai government 
experiences venereal disease can be studied in the life-biographies of the sick. 

The officiai debate amongst the medicai elite has been followed in the 
printed journals and in books written by the physicians. The debate in the 
Riksdag can be followed in the printed minutes from the different Estates, 
Chambers and committees. Statute books and directives outline the decisions 
taken as a result of the debates in the Riksdag and the limits of governmental 
powers in Sweden concerning the fìght against venereal disease. To a certain 
extent, unpublished material has also been studied, but the elite debates have 
primarily been covered by published and printed sources. 

It would go beyond the scope of the study to utilise all sources and partici-
pants in a study of the social construction of venereal disease. Instead, special 
attention has instead been paid to the executive power in the country. This 
requires special consideration. The selection of printed sources shows how the 
medicai and politicai elite discussed venereal disease between 1785-1903. 
Letters, diaries or other un-printed sources that concern specific situations or 
persons in time have not been traced to any extent. The actions taken by 
individuai physicians have not been studied outside the case studies that have 
been made concerning two different Swedish kurhus. Extensive parts of the 
history of venereal disease in Sweden have been left out, but it enhances the 
consistency of the study. There remains much work within this fleld of re-
search, but this approach introduces the implications of venereal disease in 
Swedish society. 

Identifying disease in the past has to be done with certain reservations. 
Historians are greatly limited by the remaining sources, and there is little to be 
done about this. Gerry Kearns argues that medicai historians are completely 
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dependent on contemporary epitaphs when it comes to recognising certain 
diseases in history.50 Due to the multitude of symptoms that venereal disease 
carried and still carries with it today, such a reflection is cruciai to the history 
of venereal disease. Historical sources can only illustrate which health condi-
tions were considered to have been "venereal" in past times. This study has 
assumed that what was called "syphilis" or "gonorrhoea" is actually the same 
disease that is being identified as syphilis and gonorrhoea today. Furthermore, 
the sources that include these terms must be identified as participators in the 
construction of knowledge concerning these diseases. 

The following will describe which sources have been used to investigate 
how venereal disease was located, diagnosed and cured in Sweden between 
1785 and 1903. Firstly this chapter aims to briefly outline the changing climate 
of the debate which these sources reflect. This is necessary since as these 
sources have been considered as something beyond their immediate content. 
The perception of venereal disease and the sources that oudined this percep-
tion remained consistently contemporary and altered as society changed. Eco
nomic, politicai and social changes in Swedish society had a deep impact on 
the perception of venereal disease. 

The medicai debate significantly altered in character during 1785-1903. It 
became much more elitist and was governed by a small number of physicians 
and editors. In the late eighteenth Century, short pamphlets and books were 
written in order to inform the average parishioner by being read publicly in 
church on Sundays or sold among those who had the money to buy them. 
Almost every physician in the country published reports on the prevalence of 
venereal disease in their district. A varied discussion on the symptoms of vene
real disease and eures for these diseases also took place in Swedish medicai 
and scientific journals. As physicians became professionals and were further 
influenced by bacteriology and pathology, their expert opinions became im-
portant and influential. Spreading the "correct" opinion on venereal disease 
became more important than suggesüng how to resolve the lack of actual 
knowledge concerning it. By the late nineteenth Century, professors of venere-
ology and similarly important figures in Svenska Läkaresällskapet produced 
medicai writings concerning venereal disease. This was consistent with the 
increased abilities of society to praeüse ever more repressive policies against 
those believed to spread the diseases. 

The politicai debate concerning venereal disease also underwent impor
tant changes during the nineteenth Century. The politicai debate concerning 
social policies against venereal disease was almost non-exisüng; in the Riksdag 
they were brief and involved only a few members. Implementing mandatory 
medicai care, compulsory health bilis and a mandatory fee in order to finance 
medicai care was not difficult in Sweden. The Öfverståthållarämbetet met 
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practically no resistance at all when it first introduced mandatory inspections 
of frivolous women in Stockholm during the 1830s and 1840s. Little debate 
was heard when a firmer regulation of prostitution was implemented in 1859, 
and no signiflcant protests were voiced when the final regulation was intro
duced in Stockholm in 1875. Not until the 1880s did the Swedish public be-
come concerned with issues that touched upon sexuality and prostitution. 
Most public debaters in this abolitionist movement were men, which signifi-
cantly carne to characterise the arguments that they proposed. Since sò few of 
the large numbers of concerned women actually spöke up about venereal 
disease in nineteenth-century Sweden, the contemporary debate against pros
titution weis characterised by a concern for social order rather than empathy 
for the women. The expanded industrialisation, urbanisation and the politicai 
movement among women and the working class obviously affected the debate 
concerning venereal disease. 

Writings Concerning Venereal Disease in Sweden 1785-1903 
Several different sources have been utilised to outline eighteenth-century medicai 
discourse in Sweden. Reports to the Kungl. Maj:t. on the incidence of these 
diseases were issued as early as 1760, 1765 and 1785. The reports from the 
provincia! physicians were published in journals such as Weckoskrift för läkaren 
och Naturforskaren and Läkaren och naturvetaren during the latter half of the 
eighteenth Century. This study also pays attention to printed acts from Kungliga 
Vetenskapsakademin (Swedish Royal Academy of Science), which published 
numerous reports on the incidence of venereal disease in Sweden during the 
latter half of the eighteenth Century. The members of the Svenska Läkare
sällskapet (Swedish Medicai Association) also published these reports and 
continued to debate the issue when their first journal was published in 1839, 
Hygiea. Its annual editions have been scrutinised for details of the public 
debate among medicai experts between 1839 and 1903. 

The increased debate on medicai issues in the late nineteenth Century pro
vides a large number of sources. However within the field of venereology, late 
nineteenth-century debate took place between a small number of scholars. 
Svenska Läkaresällskapet published their second Eira in 1877, intending to 
inform provincia! physicians on medicai matters. Annual reports by the first 
provincial physician were published after 1898. These reports reveal the medi
cai interest in venereal disease during the late nineteenth Century. Nordiskt 
Medicinskt Arkiv published artides by Scandinavian medicai scholars during 
the 1870s. 
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Düring the entire period from 1780 to 1903, various physicians published 
books and pamphlets to inform the public about venereal disease and its 
dangers. These sources also provide an important part of the medicai dis-
course and have not been overlooked. Eighteenth-century physicians such as 
Johan Odhelius (1737-1816), Johan Adolf Wadström (1724-1807) and Johan 
Lundahl (1763-1794) wrote small pamphlets which aimed to educate the min
isters so that they could teach their parishioners. In the mid-nineteenth Century 
very little was published for the uneducated public, and those books that were 
written on venereal disease were intended for other physicians. The Swedish 
translations of some of the international studies have been looked at within the 
scope of this study, but Swedish venereologists wrote very little on these mat
ters. By the early twentieth Century, Edvard Welander (1846-1917) had writ
ten a large number of artides on the character of venereal disease. He and 
female physicians such as Karolina Widerström (1856-1949) and Ellen Sandelin 
(1872-1940) also published in order to teach the public about the dangers of 
what were by then called "sexually transmitted diseases". 

Between 1785 and 1903, venereal disease became a quantitative issue. In 
1811, the Collegium Medicum (Swedish Royal Academy of Medicine) de-
cided to extend previous attempts to map the incidence of venereal disease by 
issuing a new directive to all physicians in Sweden. Two years låter a report 
was published, which has been investigated. The reports were then published 
annually, but proved to be inadequate. In 1822, these reports were replaced 
by statisücs. Every physician in Sweden was ordered to report the number of 
patients that they admitted to hospital for venereal disease. Medicinalstyrelsen 
published these statistics until 1900. They provide a thorough outline of where 
patients with venereal disease could be located in Sweden, but are useless as 
an epidemiological source. Primarily because of the character of syphilis and 
gonorrhoea, but also because they only report those patients who voluntarily 
or coercively were taken in for medicai care, we do not know the number of 
men and women that were actuaily sick. 

Many of the previously mentioned sources can be found useful when study-
ing social policy against venereal disease in Sweden. Unpublished reports of-
ten described those measures introduced by locai authorities, such as provin
cia!- and towns-physicians. Archival material, such as the story about the maid 
Carin Arvidsdotter from Falkenberg, and other remaining records from hospi
tals and inspecüons, also reveal considerable information about society's reac
tion against these diseases. To study the politicai debate on venereal disease, 
public records that dealt with politicai measures against venereal disease have 
been evaluated. Statutes, minutes from the Riksdag and the different parlia-
mentary committees, can be investigated to find how the executive powers in 
Sweden participated in construcüng knowledge of venereal disease as a puni-
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tive disease. It must be remembered that what actually took place in the coun
try is not investigated through these sources. This study discerns what the 
individuai members of parliament thought about venereal disease. Instead it 
looks at the arguments that were aired as sex, health and its regulation were 
debated. 

Statutes were issued for the provincial physicians and county hospitals as 
well as the ministers. In 1822 and in 1890 the directives for the physicians 
changed, and in 1874 a new circuiate was levied to control measures against 
poor health by locai authorities. The first Statute that was directly aimed at 
venereal disease was, as has been previously mentioned, issued on June 10 
1812. This legislation was supplemented by the regulation of prostitution that 
was administrated in Stockholm in 1859 and 1875. From the 1870s onwards 
several other cities in Sweden introduced similar laws. 

Measures against venereal disease became an issue for parliament during 
the nineteenth Century. The Riksdag discussed the fiscal revenue that was 
levied in 1817 and its continued existence until 1873. The different directives 
to the physicians concerning the hospitals were also discussed in the Riksdag, 
and by the late nineteenth Century issues concerning the regulation of prostitu
tion had also reached the two Chambers in parliament. Parliamentary debates 
on the poli tax, hospitals and health conditions in Stockholm have been very 
interesting for this study. The statutes that were issued during this period re-
veal important information on how venereal disease was fought in nineteenth-
century Sweden. The motions to repeal the regulation of prostitution pro-
voked a significant debate in the Riksdag that has not been overlooked. 

The fight against venereal disease was a much-debated topic in the late 
nineteenth Century, which provides the study with a wider ränge of sources 
than before. The parliamentary debates continued, along with the debates in 
Svenska Läkaresällskapet However, a large group of debaters got involved 
during these years. Early feminists, birth-control advocates and journalists wrote 
artides, pamphlets and books, arguing against the regulation of prostitution. 
Physicians became involved in this issue and published artides and books, 
attempting to prove the importance of the regulation of prostitution. Edvard 
Welander, the second professor of venereology, wrote informative as well as 
argumentative artides and pamphlets on how to avoid the venereal diseases. 
These sources reveal contemporary viewpoints on the regulation of health and 
sexuality as society changed. Personal or individuai opinions as expressed in 
private contexts have not been looked into. Instead these sources are being 
used as illustrations of the public discussion, as opposed to the politicai and 
parliamentary discussion that took place in the Riksdag. 
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Düring the first half of the nineteenth Century, severa! opinions were aired 
in books concerning prostitution and venereal disease in Stockholm. August 
Timoteus Wistrand (1807-1866), minister Nils Johan Ekdahl (1799-1870) and 
Pehr Jakob Liedbeck (1802-1876) argued the pros and cons of allowing broth-
els in the ciües. Wistrand argued that this would simplify protection of the 
numerous men who travelled through Stockholm annually, an idea that his 
opponents found completely incomprehensible. In the 1870s the debate con-
tinued in the essays by Fredrik Kullberg (1832-1882) and Pehr Axel Lewin 
(1804-1856). It was not until the 1880s that the issue started to involve debaters 
from other fields of society. 

Since the suggestions to repeal the regulation of prostitution met with no 
understanding in the two Chambers, those defending the regulation never 
needed many defenders. Edvard Welander wrote most of the artides that 
argued for maintaining the regulation. By the 1900s he was also wriüng books 
and pamphlets in order to teach the public how to recognise these diseases 
themselves and thus prevent them from spreading. Arguments as to why the 
medicai community wanted to keep this legislation can also be found in the 
remaining records of the Svenska Läkaresällskapet. 

The Swedish repeal movement published frequently. Otto Westerberg, their 
secretary, published an enüre book in order to prove Edvard Welander wróng. 
Minister and lecturer John Perssone also argued agäinst the conünuation of 
the regulation in his book Strindbergslitteraturen och osedligheten bland skol
ungdomen. Economist Knut Wicksell (1851-1926), feminist Frida Stéenhof (1865-
1945) and physician Anton Nyström (1842-1931) also argued that the regula
tion of prostitution was inefficient and should be repealed or altered to some 
other form of social control. The debate was strengthened when the Riksdag 
decided to introduce a committee that should suggest new legislation against 
venereal disease and prostitution. The discussion concerning venereal disease 
widened in the early twentieth Century. 

At the turn of the Century a number of writers started to outline the medicai 
history of the Swedish network of hospitals and State influence over it. Ernst 
Ödmansson (1831-1910), Edvard Welander, and Otto Hjelt are just a few 
examples of writers of medicai history during this period. Ernst Ödmansson 
wrote a book on St. Göran hospital, a brand new hospital. His study also 
outlined the previous medicai care for patients with venereal disease in 
Stockholm. Edvard Welander published a book on the history of venerea! 
disease in Sweden since the Middle Ages and also wrote thoroughly on the 
history of prostitution. Otto Hjelt wrote a three-volume work on the history of 
the national organisation of medicine in Sweden. Richard Wawrinsky wrote 
about the growth of a hospital network in Sweden. Wilhelm Kock discussed 
the history of public medicine in Sweden while Bergstrand illustrated the his-
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tory of Svenska Läkaresällskapet From a theoretical and methodological per
spective, these historica! writings have become out of date. However they are 
still of value, mostly they contain many quotations from original sources. 

Sources concerning Patients in the Past 
It is difficult to study the lives of individuai in past societies. Most investiga-
tions of the history of venerea! disease are unable to study the conünued life of 
the sick once they left hospital. In some cases, the continued life of sick per
sons can be studied since they wrote about their experiences. These studies 
are often biased to the general population, since they usually investigate the 
lives of upper- or middle-class patients or literary flgures.51 The continued 
marriage and migration patterns, family formation and mortality among ordi-
nary sick men and women have rarely been investigated in other studies. 

Two different sources witness the length of time these men and women 
stayed in hospital, and important events that took place during their continued 
lives. Patient records show who was 
admitted to the hospitals of Swe-
den in the past. Parish registers, eis 
computerised by the Demographic 
Data Base (DDB) in Umeå, teil the 
story of how men and women lived 
their lives before and after their dis-
charge from hospital. The follow-
ing passage will introduce these 
sources and their usage. 

In order to identify who was 
recognised as suffering from vene
real disease by Swedish society, this 
study has investigated patient-
records from two hospitals in the 
northern part of Sweden. 6,837 
records from the County Hospital 
in Härnösand have been investi
gated between 1814 and 1846. 
20,180 patient-records from be
tween 1844 and 1900 atthe County 
Hospital in Sundsvall have been 
analysed. The records from both 
of these institutions were brief and 
included very few case-studies. The Map 1. Sundsvall and Härnösand 

Härnösand 

r r 
Sundsvall 
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original records have been studied to discern the diagnostics and therapeutics 
among the patients. Such information was normally included as short nota
tions. DDB has registered the name, age, gender, social structure and geo
graphica! origin of these patients, and the data filés have been used to tabulate 
quantitative information about the patients. This material enables the study to 
compare the profìle of patients in the kurhus with the profìle of the patients at 
the County hospital. 

It is important to remember that these patient records only reveal those 
who were admitted to the hospital. The records do not in any way represent 
the morbidity in the towns of Härnösand or Sundsvall, nor do they indicate 
the incidence in the counties that the institutions served. Morbidity was prob-
ably much higher, since going to a hospital must have been a difficult thing to 
do for the average poor of nineteenth-century Sweden. Since the first symp
toms of syphilis only reveal themselves as small genital ulcers, it is also very 
likely that the patient-records from the kurhus only represent a small portion 
of those that were infected with syphilis. Nevertheless the records do indicate 
who was recognised by nineteenth- Century perceptions as having contracted 
venereal disease. 

The information in the records also demands careful attention. The infor
mation that can be found in the records carne from the patients themselves. It 
can be assumed that some of these patients left false identities and false infor
mation about their most recent whereabouts. Since the social control of pa
tients with venereal disease was so fìerce in the early nineteenth Century, the 
records from the earlier period can be expected to be more truthful. This 
became obvious when a number of patient records were linked to the parish 
registers from agrarian parishes. Approximately 95 % of the patient-records 
matched the notations of a person in the correct parish and the correct village. 
The patient-records from the låter period that were left by urban patients proved 
much harder to link. These patients were probably much harder to control by 
the locai authorities and clergy. 

Further difficulties can be found concerning the låter patient-records. These 
problems can be exemplified by looking at the information that was left by 
returning patients. Some prostitutes claimed to have lived in Finland the first 
time they were admitted, while they claimed to live in Sundsvall on their 
second admission to the hospital. Many men claimed to live far from the 
region although most of them must have supported themselves in the nearby 
sawmills. It is difficult to control the notations of professional status, but it 
appears that very few patients found any use in lying about their occupation. If 
the information in the records was false, this can indicate the stigma that was 
attached to venereal disease. However it might also indicate the fact that 
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Sundsvall was a very turbulent town in the second half of the Century and that 
it was easier for these patients to conceal their identity. It is quite likely that 
patients living in Sundsvall had less diffìculty in handling the social situation 
concerning their health than the men and women that lived in early nine-
teenth-century agrarian parishes. 

The life and family biographies of these patients can assert this. Sweden 
has unique sources for population history that will be used. Swedish authori-
ties aimed to control the size and location of the population, for mercantile eis 

well as military reasons. The church was ordered to administrate this in the 
Kyrkolagen from 1686. Swedish ministers were ordered to keep track of births 
and deaths among the parishioners. In 1749, Tabellverket (The Central Bu
reau of Staüstics) was founded, basing its activities on the work of the minis
ters. They were now held responsible for keeping Parishregisters. This involved 
making notes about every birth, baptism, marriage, migration and death that 
occurred in their parish. In the so-called catechetical registers, every house-
hold was registered and followed longitudinally. New opportunities for the 
central and ecclesiastical government to keep track of issues such as literacy, 
handicaps and vaccination against smallpox opened up because of the na
tional statistics. 

The birth and baptism registers can be used to identify those patients that 
were born in the parishes where they lived at the time of their last discharge. In 
this source, all children that were born into patients' families can also be iden
tifìed. Marriages among the patients can be traced in the marriage registers. 
The migration registers indicate how long a patient lived in one parish and 
whether the patient moved within the region or chose to move somewhere 
else. In the death registers, the death of a spouse, the paüent's children or the 
patient themself can be traced. The catechetical registers indicate where the 
patients lived within the parish and who lived in the same household. This 
register is also a good indicator of whether the patient remained in the same 
household after returning from medicai care. Since the urban catechetical 
registers are less consistent, the household structures among the patients from 
Sundsvall, are difficult to trace. 

Most patients were identifìed in the catechetical registers. Their biogra
phies were then built up from information that was found in the other sources. 
At first, 704 patients from the County hospital were identifìed. The 704 pa
tients were matched to men and women in the database who lived in the same 
parish as had been registered in the patient records at that time. The matched 
person was of the same gender, same age and a similar profession. Their 
names were also similar. For comparative reasons the computer program re-
trieved a comparative cohort. This cohort consisted of 1451 men and women 
that lived in the same parish at the same time and were of the same age, 
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gender and social structure as the identifìed patients. The men and women in 
the comparative cohort were randomly selected from the database in order to 
prevent bias. 

Låter, it was deemed possible to link the patient-records from the earlier 
cohort of patients from the County hospital in Härnösand. However, since a 
computer program could not be built for both retrievals, these two cohorts are 
different from the cohorts from Sundsvall. Nevertheless, 230 patients from the 
kurhus in Härnösand could be identifìed as living in parishes in the Sundsvall 
region. They were identifìed using similar criteria to the previous cohort, and 
a comparative cohort could be retrieved manually. This control cohort is at 
risk of social bias, but since the majority of nineteenth-century men and women 
in Sweden live agrarian lived in small villages the risk is probably quite small. 

Identifying patients implies certain diffìculties. Time is the most problem-
atic factor. Every life and family-biographies starts when the patient was dis-
charged from the hospital. They were discharged at various times in their lives 
during the nineteenth Century which will be further outlined in the specific 
chapters but warrant introduction here. Some patients were discharged as 
infants while others were discharged as elderly men and women. They natu-
rally had very different chances of survival after their medicai treatment. 

A further problem is that the continued life of a patient who migrated from 
the region six months elfter their discharge would be compared to the contin
ued life of a patient who lived in the same parish for another 30 years. Their 
chances of marriage and their likelihood of having a family are difficult to 
compare, since a life biography is truncated when the patients moved out of 
the district. Event history analysis would have been a good solution to such 
problems. Since the content of the biographies is so varied, the results of a 
Cox-regression analysis suffer from poor signiflcance. Instead, tabulating per-
son-years has proved a solution. This not only indicates the likelihood of death, 
marriage or the birth of a child, but also counts the waiting time for an event to 
take place. Categories among the different life- and family-biographies have 
been based made according to waiting time. Kaplan-Meier estimates the sur
vival of the patients and their infants by person-years and outlines it graphi-
cally.52 
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The recorded incidence of venereal disease increased in Sweden during 
the late eighteenth Century. It now infested almost every part of the coun

try and several provincial physicians filed alarming reports about infected pa-
rishioners. Symptoms and diagnosis were debated in published reports to the 
Collegium Medicum, frequent reports from individuai physicians were pub
lished in journals of natural science, and me ans to impede the spread of this 
disease were discussed in the Riksdag. Swedish society expressed great con-
cern about venereal diseases, intending to fight them with County hospitals, 
provincial physicians and locai ministers. 

Amid anxious debate between physicians, legislative acts were adminis-
trated by Parliament in order to protect and provide for impoverished patients 
who were unable to pay for their own medicai care. A Royal Circuiate from 
1812 allowed ministers, provincial physicians and heads of households to re
port suspected cases of venereal disease. Medicai care became compulsory 
for those found infected. In 1817, Kungl. Maj:t levied a mandatory revenue, 
forcing every census- registered man and woman to pay a mandatory fee in 
order to provide enough hospital beds for the patients. During the course of 
the first half of the nineteenth Century, medicai interest in venereal disease 
cooled of and became much more a matter for a small number of physicians. 
The mandatory fee became generally accepted as a philanthropic measure 
against disease. Swedish society enforced several strong measures against the 
diseases that affected the agrarian poor. In the 1810s the fight against venereal 
disease became a national concern. 

Swedish historicai sources reveal that venereal disease was considered to 
be a social menace in the late eighteenth Century and early nineteenth Cen
tury. In 1796, Johan Adolf Wadström, provincial physician in Närke, wrote 
"Like fire, it often spreads from one singular person to whole hamlets and 
causes irreparable damages to the entire society." In 1803, Carl Fredrik von 
Schultzenheim (1745-1808) noted that venereal disease was a disease which 
"visibly as well as secredy had destroyed the human race" more than plague. 
Schultzenheim argued that the venereal diseases had spread to Sweden dur
ing the fifteenth Century, and had become more frequent after every war. 
Patients with venereal disease had become a common sight in Swedish hospi
tals, representing more than half the total number of patients in the hospitals. 
It had become an issue of utmost importance to impede the venereal poison.1 

In 1809 the Swedish parliament debated increased financial support for the 
medicai treatment of patients with venereal disease, which was considered an 
important suggestion "due to the important topic and its human intentions." 2 

Syphilis was considered a "blazon of death" in the Swedish countryside.3 
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Peddlers, vagrants and other suspicious elements in society were consid-
ered to transmit these diseases. They were the guilty, that transmitted the 
disgraceful diseases to "several respectable families and honourable larger as 
well as smaller households, through wet-nurses and other, often innocent ser-
vants."4 Karin Johannisson depicts how social Stigmatisation followed in the 
footsteps of syphilis, and how this disease invoked fear in the early nineteenth-
century public. She argues that while venereal disease was a disease that could 
be easily dealt with by the upper classes, it caused ruin and despair when it 
was transmitted to the poorer parts of society.5 In the first half of the Century, 
measures against disease were aimed at these agrarian poor. 

Michel Foucault has argued that "the emergence of population as an eco
nomic and politicai problem" in eighteenth-century Europe further empow-
ered contemporary governments. The state of a nation became interdepen-
dent on the state of its population and, because of this, several new topics 
joined the societal agenda. Childbirth, heaith, work and remaining time of life, 
all stages of life became important issues with which society could control its 
Citizens.6 Mercantüism is often referred to as the politicai current with which 
Swedish government aimed to restore the nation in the early eighteenth Cen
tury. Having lost large territories through warfare, Sweden was no longer as 
powerful a nation as it had been in seventeenth-century Europe. Mercantüism 
was believed to enable the nation and its population to find its own great 
resources.7 

Peter Sköld has illustrated what he calls "the system of monopoly" concern-
ing the actions taken against the spread of smallpox in the eighteenth Century. 
Inoculation was non-regulated in other European countries. It could be car-
ried out by anyone who considered himself capable. In Sweden, however, it 
was strictly restricted to being carried out by physicians. Governmental con
trol of medicai practice continued to influence the practice of vaccination. 
Although the monopoly was lost, all vaccinators had to be approved of by the 
provincial physician. Sköld stresses that mercantilist ideas frequently 
characterised the debate on inoculation in Sweden.8 

The history of venereal disease exemplifies the continued use of govern
mental power to control the population. This part of the study will suggest that 
mercantilist ideas can be found behind large parts of what was carried out to 
impede venereal disease in the early nineteenth Century. Firstiy, a chapter on 
medicai knowledge and practice identifies venereal disease as a sickness which 
threatened the nation and its Citizens. Late eighteenth- and early nineteenth-
century physicians considered themselves able to restore the sick, and eventu-
ally society intervened to provide the necessary social policies. The second 
chapter of this section outlines these impedimenti. The social policies against 
venereal disease that were enforced by Kungl. Maj:t. identified sufferers of 

- 5 5 -



venereal disease. They were recognised as agrarian poor that posed a great 
danger to the healthy. Society coerced them into medicai care and they be-
came directly involved in the mission of restoring the population. 

The third chapter deals with the lives of those identified as suffering from 
venereal disease in Västernorrland in the period from 1814 to 1844. This chap
ter discerns who these patients were by investigating patient-records from the 
County hospital in Västernorrland. Secondly, it discusses whether their lives 
were destroyed by the fact that they had received medicai care for venereal 
disease. This enable the study to pose a question about whether the patients 
really were restored into useful Citizens or whether the stigma attached to 
venereal disease made an average life impossible for them. 
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5 
Medicai Knowledge on How to Recognise and Cure 

Venereal Disease 1785-1865 

This chapter will outline how Swedish physicians defined venereal disease 
between 1785 and 1865. It will firstly show where venereal disease was 

located in Sweden and then continue to describe the first discussions on the 
medicai recognition of venereal disease. It aims to show that venereal disease 
had first been defined as a disease which the parishioners should know about, 
and that numerous pamphlets were written to fulfil this aim. In the early nine-
teenth Century, many physicians from different parts of the country partici-
pated in the debate about this disease. As medicai knowledge increased and 
became more scientific, a new vocabulary emerged that influenced the debate 
among physicians. As different stages of syphilis and gonorrhoea became sepa
rate diseases, it became increasingly important to hold the right knowledge 
about them. It will be shown in the last two parts of this chapter that a similar 
process took place concerning therapeutics. The different diseases remained a 
medicai mystery, but the creation of knowledge concerning it belonged to a 
much smaller group of physicians in the 1860s. 

Internationally, a large number of physicians debated the character and 
progress of venereal disease. French and British physicians had argued about 
what was to be called the unicist and dualist theories since the eighteenth 
Century. The unicist theory argued that syphilis and gonorrhoea were one and 
the same, different symptoms of similar diseases. John Hunter was the stron
gest advocate of this theory. He had inoculated himself with what he thought 
to be gonorrhoea and he witnessed symptoms of syphilis appearing on his 
body. Thyresson states that this made most contemporary physicians accept 
the unicist theory.9 

The dualist theory argued that syphilis and gonorrhoea were two different 
diseases, and similar experiments took place to prove this. In Edinburgh, Francis 
Balfour expressed his doubts about syphilis and gonorrhoea being one dis
ease. By witnessing his student inoculating himself with matter from a chancre 
and then affìrming the existence of a similar chancre appearing on the very 
same student, he argued that the two diseases were different from each other. 
Claude Quetel stresses that the first beliefs on venereal disease were intro-
duced in Paris while the dualist school had its stronghold in Edinburgh.10 
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This conflict influenced Swedish nineteenth-century physicians and contin-
ued to do so even after Phillipe Ricord in Paris stated that he had solved the 
problem.11 Richard Harrison Shryock proposed that European physicians had 
been influenced by empirical methods since the seventeenth Century and that 
this had significant consequences for how they viewed knowledge. He argues 
that they sometimes stuck to their ideas for artistic or merely personal rea
sons.12 The following shows that an empirical outlook on knowledge 
characterised Swedish venereology for a long time. 

It will be suggested that comparaüvely little effort was put on emphasising 
medicai knowledge conceming venerea! disease in Sweden. Until the 1870s, 
there were no specialists in venereology and the subject was poorly integrated 
into the education of physicians. Writers on venereology defended different 
strands of international knowledge, and found no reason to carry out experi
ments of their own. Some of them died at a young age, which also implies that 
it took a long time to establish venereology in Svenska Läkaresällskapet An 
early nineteenth-century perception of patients with venereal disease was cre-
ated among large numbers of physicians who participated in the discussion. 
Contemporary mercanülist ideas forged the construcüon of syphilitics as agrarian 
poor. 

Reportìng the Incidence of Venereal Disease in the Early 
Nineteenth Century 
It is important to pay attention to the locations where venereal disease was 
frequently reported in Sweden during this period. In her arücle "The Country 
that Kept Track of Its Population" Ann-Sofie Käivemark (Ohlander) outiined 
how the need for knowledge and the need to number issues relating to the 
Swedish population became part of the mercantilist policy.13 Reports on the 
incidence were filed in Sweden since the mid-eighteenth Century and attempts 
were made to monitor its presence in society all through the nineteenth Cen
tury. It will be illustrated that this further strengthened the idea that fighting 
venereal disease was part of a national plan to enforce the population. 

In 1785, the Collegium Medicum filed a report to Kungl. Maj:t concem
ing venereal disease and its effect on the nation. The disease had spread be-
cause of warfare, trade, ignorance and lack of hospital care. Collegium Medicum 
depicted how the disease had infected a large number of men and women and 
made them incapable of continuing their lives as useful Citizens in the country. 
Every centre of trade, every town on the coastline, as well as every garrison in 
the country, had an annual number of cases. The authorities suggested severa! 
measures to fight venereal disease, such as increased inspections of suspected 
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groups and places. Journeymen, women making coffee in the inns, and mi-
grant labour from the south-west coast that had worked at salting fish, were to 
be controlied in order to prevent the disease. 

Venereal disease spread across the entire country. Österbotten in Finland, 
Västernorrland, Jämtland and Dalarna in the northern parts of Sweden had 
reported cases of venereal disease. The reported incidence was high in the 
mining town of Falun. Southern Sweden was even harder hit. 600 men and 
women were reported sick in the cities of Göteborg, Uddevalla and Vänersborg. 
The county of Östergötland had 600 patients and there were 300 patients in 
the two military towns of Karlskrona and Karlshamn.14 

Kungl. Maj:t soon found these reports inadequate. The high frequency of 
the more severe cases of venereal disease was rising quickly. In 1811 Kungl. 
Maj:t sent a circuiate letter to the physicians in Sweden asking them to report 
the number of cases they had treated. The reports were also to include infor
mation about how they had recognised venereal disease in their districts and 
how these cases had been cured. The letters were published in 1813 and give 
evidence of the incidence of reported cases in Sweden. The spread of vene-
real disease took on many different forms. In Skellefteå, for example, no cases 
of venereal disease had been reported until a crew of sailors decided to spend 
the winter in this small town. Two years later, venereal disease had become so 
common that the provincial physician had to establish a temporary hospital in 
Skellefteå in which he could receive many in need of care.15 Venereal disease 
was well known by the provincial physician Eric Acharius (1757-1819) in 
Östergötland. Every year he treated between 200 and 300 cases of venereal 
disease in the hospital in Vadstena 16 

The reports also give evidence of how the physicians viewed some of their 
patients. Physician Johan Henrik Ratzki (1769-1841) in Halmstad clearly dif-
ferentiated between those patients who caught the sexually transmitted primi
tive symptoms and those patients who suffered from the degenerate symptoms 
of the disease. He blamed the quacks and their poor prescriptions for causing 
these cases. Ratzki told of hundreds of sailors that returned home to the harbours 
of Malmö, Landskrona and Karlstad. They visited "the most wretched pubs" 
and were infected with the primitive symptoms which they then brought home 
to their families and households in the country. These men and women sought 
help from quacks, and bad medications made them even more sick. "Nose-
less" and suffering from sores on their legs, these patients ended up at the 
hospital. In 1813, Ratzki had treated 42 patients with venereal disease.17 

- 5 9 -



Figure 1: Numbers of reported cases of venereal disease in Sweden and 
Stockholm 1822-1873. 
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Source: BiSOS. Annual Reports from Kungl. Sundhetskollegium. 

Figure 1 illustrates the reported incidence of venereal disease in Sweden 
and Stockholm between 1822 and 1873. This figure cannot provide the actual 
numbers of men and women that feil ill from syphilis and gonorrhoea. Figure 
1 indicates how the ability to report cases of these diseases changed over the 
period. It does show the importance of Stockholm as the centre of venereal 
disease in Sweden during the nineteenth Century. The left scale indicates the 
number of patients in Sweden, and the right scale shows the number of pa
tients in Stockholm. It shows that in 1860 almost 40 % of the patients were 
found in Stockholm. 

In spite of the new directives for provincial physicians that were adminis-
trated in 1822, and the mandatory fiscal revenue that was levied in 1824, no 
dramaüc changes took place at the same time. After 1834, there was a signifi-
cant increase in the number of patients in Stockholm. The number of reported 
cases increased in the 1840s and mid-1850s, but venereal disease maintained 
its fluctuating character throughout the Century. 

An interesüng epidemiologica! change concerning venereal disease was 
the increase of the reported incidence of disease in the late 1860s. This is 
visible in figure 1. In 1865 and 1867-1869, the Swedish harvest was bad. The 
population in the northern parts of Sweden suffered badly from the fact that 
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the spring was so cold that the ice in Bottenhavet (gulf of Bothnia) did not 
break. This made it impossible to provide support for the peasantry, and in 
the inner parts of Västerbotten and Norrbotten families starved to death. Mi
gration råtes were high since those that had the strength abandoned their 
farms and migrated to the coastal towns to find labour.18 The numbers of 
reported cases of venereal disease reached an unprecedented rate in 1869. 
Johan Kjellberg argued, in an artide on the spread of venereal disease in 
Sweden, that poverty drove people to the hospitals. The kurhus acted as poor-
houses during years eis hard as these.19 

By tabulating how the numbers of reported cases of venereal disease al-
tered in three quinquennial periods between 1860 and 1875 in different cities, 
the following will take a closer look at this change. Ten cities have been cho-
sen for this tabulation. Stockholm, Göteborg and Lund represent the south of 
Sweden. Östersund and Falun kurhus allows us to study the inner parts of 
northern Sweden. Haparanda, Luleå, Piteå, Umeå, Härnösand and Sundsvall 
represent the coastal towns in the northern parts of Sweden, where it could be 
assumed that large portions of poor migrated during the diffìcult years. If 
Kjellberg's theory is correct regarding the kurhus acting, as a poorhouse for 
those fleeing starvation between 1865 and 1869, these cities should have the 
most signifìcant fluctuations in the number of reported cases. 

The results are shown in table 1. The first two columns show the numbers 
of reported patients in every town in two quinquennial periods, 1860-64 and 
1865-1869. The number of reported cases between 1860 and 1864 have been 
indexed for every town, in order to provide individuai comparisons. The third 
column shows the changed numbers of patients between the first two time-
periods. In Haparanda, the index is 5,7, which indicates that the increase in 
numbers of patients was 570 %. The fourth column computes the number of 
patients in every town for the third time-period, 1870-1874. The fifth column 
tabulates a similar individuai index, and reveals that the huge increase in 
patients in Haparanda continued after the starvation years. The number of 
patients in 1870-1874 was 550 % higher than in 1860-1864. 

The larger towns witnessed little change during these years. The number of 
patients increased, but Stockholm, Göteborg and Lund did not experience 
any epidemics of venereal disease during these years. Östersund had a signifì
cant increase during the starvation years, but the number of cases continued to 
rise in that county after starvation. Signifìcant changes also took place in coastal 
towns such as Haparanda and Luleå. However the individuai indexes remained 
as high in the early 1870s as they had been in the late 1860s, which would 
indicate that any assumed change which took place during these years was not 
unique. Rapid locai increases of venereal disease could take place during 
other times. Seen from this perspective, it appears that Kjellberg could be 
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mistaken. The fluctuations of venereal disease require a much more elaborate 
explanation than he provided. Paupers probably sought the help of County 
hospitals during ümes when there was no national starvation. The epidemiol-
ogy of venereal disease poses greater problems, and historical sources are 
insuffìcient to solve these issues properly. 

Table 1: Numbers of reported cases of venereal disease in ten Swedish 
cities/towns, and fluctuations during 1865-1869 and 1870-1874. 

Town from where 
cases were reported 

1860-1864 
Index =1 

1865-1869 Index 1870-1874 Index 

City of Stockholm 6974 8073 1,2 4866 0,7 
City of Göteborg 1410 2409 1,7 1811 1,3 
Haparanda 18 103 5,7 99 5,5 
Härnösand 250 352 1,4 604 2,4 
Luleå 4 32 8,0 35 8,8 
Lund 1271 1858 1,5 1578 1,2 
Piteå 43 10 0,2 9 0,2 
Sundsvall 128 468 3,7 558 4,4 
Umeå 39 46 1,2 141 3,6 
Östersund 69 264 3,8 359 5,2 

Source: BiSOS. Annual Reports from Kungl. Sundhetskollegium and 
Medicinalstyrelsen. For the geographical sites of these towns, see Appendix 
1. 

Venereal disease remained a medicai and social problem throughout the 
Century. Since the eighteenth Century, Swedish physicians had tried to recognise 
this disease and understand its progress in the human body. Physicians and 
county governors had asked for increased fìnancial help from the central gov-
ernment in order to provide medicai care for the impoverished sick while they 
debated how to prevent men and women from giving these diseases to each 
other. Soon society was to take countermeasures in order to impede these 
diseases. 
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Late Eighteenth- and Early Nineteenth-Century Medicai 
Knowledge on Venereal Disease 
Those Swedish physicians who discusseci venereal disease in the eighteenth 
Century were empiricists. In the report filed to the Collegium Medicum in 
1785, they emphasised the difficulties in Controlling disease without prevent-
ing the spread of lay medicine. It was considered important that knowledge 
about venereal disease was spread, and that the sick could receive medicai 
treatment. Only educated physicians were allowed to identify venereal dis
ease. They did this by informing themselves about the work of international 
physicians. They also informed each other about the diseases that spread in 
their respective districts, this forming the core of their empirical knowledge. 
Eighteenth-century physicians in Sweden also wrote specifìcally for the public, 
to provide them with information about these dangerous diseases. 

Nils Thyresson has observed several writings from the late eighteenth Cen
tury which aimed to educate the public about the venereal perii. Johan Gustav 
Hallman (1726-1797), Johan Lorens Odhelius and Johan Adolph Wadström 
aimed to illustrate the symptoms and means to cure these diseases in their 
writings from the 1790s. These pamphlets warned about the dangers of avoid-
ing medicai care, and the dramatic consequences that the diseases could have.20 

Sexual transmission was not ignored in these texts but it was included with 
other methods of transmission, such as poor diet and hygiene. The impor-
tance of impeding the diseases was more significant than protecting the morals 
of the readers. Ignoring eures and passing the disease to others was considered 
a much greater crime than becoming infected. 

Düring the first decades of this period, between 1785 and the 1830s, many 
physicians parüeipated in an ongoing debate about the symptoms of venereal 
disease. The following will exemplify this from the writings of different Swed
ish eighteenth- and nineteenth-century physicians. It will emphasise traces of 
an increasing specialisation, introducing the developing professionalism among 
physicians. Düring the eighteenth Century, medicai knowledge was aimed to 
inform the public about the threat of venereal disease. When provincia! physi-
cian Johan Lundahl wrote about the signs with which venereal diseases could 
be recognised, he had stressed that this was to be read aloud in the locai 
church once a year.21 Considering that church attendance was compulsory, 
this probably taught his locai parishioners in Norrtälje more about the disease. 

The small article that Lundahl wrote about venereal disease was published 
in 1791. It provides an insight into how eighteenth-century physicians recognised 
venereal disease. Lundahl stated that if a man had caught venereal disease 
from having had carnai relations with a woman, this proved itself by the symp
toms that appeared on the penis. He exemplifies this by defìning such symp
toms eis diffìculty in urinating, embarrassing erections at night and maybe 
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blisters. If a woman received the disease from sexual intercourse she suffered 
from pains, swellings and discharges. If a person got venerea! disease from 
simply spending the night in bed with a sick person, the disease appeared as 
scabies, itches and aches. 

The third form of direct transmission of this disease was when the disease 
was passed on from a woman to a child, or vice versa, by breast-feeding. If a 
woman was given the disease from a sick child this manifested itself as sores on 
her nipples, and consequently rashes ali over the body. An infected infant 
fìrstly developed sores in its mouth, later suffered from larger sores, insomnia, 
and eventually became excoriated. 

Lundahl then goes on to describe the later stages of venereal disease. Larger 
sores and more obvious symptoms on the face fìnally result in the patient 
loosing his or her nose. Lundahl also observed that aches resulüng from an old 
venereal infection were often called gout. He noticed that some patients with 
venereal diseases could suffer from partial paralysis. Lundahl advises these 
seriously sick men and women to seek medicai help before the fatal fevers 
arrive to end their lives.22 

Other studies on the character of venerea! disease were also published in 
the late eighteenth Century. Physician J.A. Wadström debated venereal dis
ease in two small pamphlets, published respectively in 1796 and 1797. "Anvis
ning tiü grannlåtsjukdomars kännande och botande "introduced a simple cure 
for gonorrhoea, whilst "Korta underättelser för allmoge och tjänstefolk om 
orsakerna till Veneriska Smittans kringspridande, faran af dess döljande samt 
sjukdomens allmänaste igenkännande" outlined the ways of transmitting the 
disease and also the signs with which to recognise it. Wadström speaks about 
pains in the throat and swollen glands that are followed by sores and difficul-
ties in swallowing. The symptoms found in the mouth, he argues, could be 
easy to confuse with symptoms of scurvy. Venereal disease was also recognisable 
as sores on the body, and if not, aching bones.23 

Besides writing pamphlets aimed at the literate public the physicians wrote 
reports, letters and artides which were published in two journals, Weckoskrift 
för läkare och naturforskare and Läkaren och naturforskaren. They provide 
detailed information on where venereal disease was acknowledged and treated 
by physicians. They frequently repeat the message of poverty, misery and 
disease. Johan Lyman (1734-1790) of Närke reported that "It is a great grief to 
see so many wretched, unhelped, due to lack of care and medicines, when 
otherwise no efforts would have been spared to save them."24 It was important 
to the physicians to emphasise the need for governmental support, so that the 
needy could receive medicai help. 
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In the large number of reports fìled to the Collegium Medicum, empirical 
knowledge about venereal disease was debated among the physicians. For 
instance, in 1794, provincial physician Lars Brandelius (1748-1811) argued 
that venereal disease was spread because of the fìshing industry on the coast of 
Bohuslän. The impoverished men and women travelled there to find employ-
ment, returned to their households and infected the members with these dis
eases. Brandelius argued that the connection between the fìsheries and the 
disease was obvious since those that had been to Bohuslän suffered more 
severe forms of the disease. He also stated that the disease was "masked" and 
fooled both physician and patient.25 

The provincial physician Eric Acharius in Vadstena reported that he had 
cured 111 patients during the first six months of 1795. He defìned venereal 
disease as a dramatic disease, the sick suffering from large sores on the face 
and body. The genital infliction was less severe on these patients, but they 
suffered from several complicaüons such as fevers, incontinence and epilepsy.26 

Acharius continued to describe his observations of the more severe forms of 
venereal disease in the early nineteenth Century. He maintained that the large 
wounds were a continuance of the primitive disease "lues" partly because the 
two diseases reminded him of each other, and partly because mercury had an 
undisputed effect on both conditions.27 The progression of venereal disease 
remained an unsolved mystery. 

Venereal disease became common in Jämtland in 1813. The provincial 
physician Pehr Rissler (1781-1866) reported large numbers of severely sick 
men and women that carne to him looking for help with their aches and de
generate sores. In 1818, Rissler treated 74 patients in a small hospital with 
twelve beds. He argued that it was not only the disease itself that caused these 
large numbers of sick. The peasantry insisted on seeking help from lay heal-
ers, took overdoses of the medicines and ended up in Rissler 's care. Some of 
his patients suffered from secondary complications such as scurvy and mercu-
rial poisoning. Rissler blamed the locai quacks for this as well. 

Several of his patients returned to the hospital with malignant sores on the 
nose or throat, six to eight years after their first visit. Since Rissler did not 
believe the patients could have been infected again or that some of the "vene
rea! poison" remained in the patients body, he concluded that the second 
infection must have been caused by mercury. He wrote that the disease "con-
sisted mostly of large sores in different parts of the body, that seems to be 
complicated with syphilis, mercurial-action, scurvy and roseola". In 1822, Rissler 
stated that "sores appeared on different parts of the body, but mostly in geni-
talia and anus" Since 1817, 223 patients had been treated at his hospital. The 
reported incidence of venereal disease decreased in Jämtland during the first 
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half of the 1820s. Rissler published no more reports after 1825.28 In 1852, 
Magnus Huss (1807-1890)29 concluded in his study of endemie diseases in 
Sweden that there was no venereal disease in Jämtland.30 

Swedish physicians commented on, and related their thoughts on venereal 
disease, to the works of some international colleagues. In 1812, Lif Medikus 
Johan Peter Westring (1753-1833) wrote a long report, in which he explained 
the different symptoms of venereal disease. In his essay, Westring refers to 
many long-since-important international scholars, like Massarius from the sev-
enteenth Century and Brassavolus from the sixteenth Century.31 The research 
by an Irish physician, Richard Carmicheal , reeeived a lengthy review and 
comment by Carl Trafvenfelt (1774-1835) in 1816. He mentions the works of 
Hunter and severa! others, in an attempt to sort out the true character of the 
severe forms of venereal disease that occurred in the Swedish countryside.32 

Kungl. Sundhetskollegium published a digest of the writings of a Scottish phy
sician. It discusses the similarities between the Scottish disease "sibbens" and 
"yaws", a disease from the West Indies. This publication was an attempt to 
help the Swedish physicians sort out the problems they faced when admitting 
patients that had symptoms in the larynx.33 

To provide information about these diseases to every physician in the coun
try, the reports that had been sent to Kungl. Sundhetskollegium were 
summarised and published in 1813. Most physicians considered venereal dis
ease to be a serious problem. Many reported several different populär names 
that spread in the countryside, but only a few districts had problems with 
quacks making the patients more ill than they already were. Venereal disease 
was considered by many physicians to be a disease that spread among women 
and children residing in poor environments. Damp, cold and a one-sided diet 
were considered to worsen their situation. A large numbers of physicians also 
reported feelings of fear and disgrace among the peasantry if someone in their 
village became infected.34 The fear that had established itself in the late eigh-
teenth Century concerning the spread of venereal disease was still a problem in 
Sweden by the 1810s. 

The Coming of a New Vocabulary 
The continuously important influence of European physicians signifìcantly af-
fected medicai knowledge in Sweden. The French venereologist Phillipe Ricord 
made a noteworthy impact on early nineteenth-century venereology. Histo-
rian Louis Magner insists that it was Ricord that titìed parts of what had previ-
ously been regarded as "lues venerea".35 As mentioned before, Ricord man-
aged to solve the old debate between the unicists and dualists by differentiat-
ing between gonorrhoea and syphilis in 1837. According to Claude Quetel, 
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Ricord introduced the schematic ideas about the three stages of syphilis and 
stressed the urgency to locate the causative agent of the disease.36 His thoughts 
about how contagious secondary syphilis were however wrong and caused a 
lengthy conflict between Ricord and his colleagues. J.D. Oriel shows how he 
held on to his own beliefs for twenty years until overwhelmingly proven wrong 
in 1858.37 The language used to describe venereal disease changed. Instead of 
being diagnosed as suffering from venereal disease, "saltfluss", "sibbens" or 
large ulcers, medicai terms became widespread. 

The extensive debate among Swedish physicians about how to define ve
nerea! disease continued in the first decades of the nineteenth Century. The 
published reports enabled a large number of physicians to exchange experi-
ences, but no conclusive answer was found about the character of the disease 
or diseases. Internationally, much progress was made on understanding the 
character of the disease. Medicai discoveries produced a new language for 
physicians and provided opportunities to describe venereal disease in detail. 
The growth of a new vocabulary concerning venereal disease can be studied 
in the diagnoses of 475 soldiers at a military hospital in Stockholm. The conse-
quences of this vocabulary will then be addressed by examining the argu
ments of some other early nineteenth-century physicians. 

In 1831, the Kungl. Sundhetskollegium published a report about the num
ber of patients with venereal disease in different Swedish hospitals since 1827. 
In this report, the Kungl. Sundhetskollegium called attention to the altered 
epidemiologica! character of venereal disease. The degenerate symptoms of 
venereal disease, such as rashes, ulcers in the throat, genital ulcers or condylo-
mata, were still common among patients at Swedish hospitals. Smaller genital 
ulcers were recognised in the different Stockholm hospitals and in the military 
institutions. This led the Kungl. Sundhets kollegium to believe that venereal 
disease was transmitted differently in Stockholm and among soldiers than among 
the peasantry in the rest of Sweden.38 

Johan Björkman (1800-1874), the physician in charge of the hospital in 
Stockholm supported this epidemiologica! idea. He filed an extensive report 
on the prevalence of venereal disease in 1836 and found that the primitive 
symptoms had increased during the 1820s and 1830s. Düring the first half of 
the 1830s, 84 % of the patients admitted to having contracted the disease through 
sexual intercourse. He still believed those more severe symptoms, such as leg 
ulcers and afflictions in the throat, were transmitted through carelessness, hu
mid air, poor diet and excessive drinking.39 

Venereal disease remained a complicated diagnosis to make in the 1840s. 
This can be quantitatively demonstrated by investigating the number of differ
ent symptoms that were diagnosed among 475 soldiers in the military hospital 
in Stockholm in 1839. The physician in charge, P.O. Liljewalch(1807-1877), 
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had experienced a signifìcant increase in the number of patients with venereal 
disease in 1839. The number of patients had risen 500 %. This, he argued, was 
because the soldiers were younger than before. They were not encouraged to 
marry and, because "sundhetspolisen were unable to smother the poison in its 
sources of origin", these young men were infected with venereal disease as 
they interacted with locai women. The epidemiological change in venereal 
disease had taken place at the military hospital in Stockholm. 

Table 2 lists the most common symptoms diagnosed among soldiers that 
received medicai care. The total number of symptoms can be found in appen-
dix 2. 158 of them suffered from different symptoms of gonorrhoea, 231 had 
been diagnosed as having primitive symptoms of syphilis, 32 soldiers had what 
were called secondary symptoms and 47 soldiers were admitted because of 
consecutive forms of disease. The table exemplifìes the detail with which 
Liljewalch grouped his patients according to symptom. Twelve of the 32 pa
tients who suffered from secondary syphilis had anal ulcers. Another eight had 
anal ulcers as well as ulcers in their throat and nose. Two other soldiers in this 
subgroup suffered from all three of the above as well as from genital ulcers.40 

Liljewalch exemplifìes how the new vocabulary concerning the recognition of 
venereal disease was practised. 

A large number of symptoms of venereal disease indicates new capabilities 
to diagnose and define disease among the Swedish physicians. Nevertheless 
nineteenth-century physicians found it difficult to diagnose patients with vene
real disease. The consequences of these difficulties can be found in contempo-
rary reports. Georg Engström (1795-1855), physician in Vadstena, differenti-
ated between primitive and degenerate symptoms of disease. He was never
theless unable to teil which one of two venereal diseases was most common at 
his hospital because he could not teil the different symptoms apart. 40 % of his 
patients sufifered from throat sores. Some patients had previously suffered from 
other symptoms, which implied that Engström found it difficult to decide how 
the patient had been infected.41 

Since venerea! disease still remained such a problem, the editor of the 
journal for Svenska Läkaresällskapet, a young physician, Johan Grill (1805-
1866), published a series of artides in which he reviewed international re-
search by French, British and German scholars. Grill had been asked to do 
this because of the lack of conclusive books on venereal disease. His writings 
continued until 1843, outlining his own experience and that of different inter
national scholars on how to define and eure venereal disease. Grill described 
the multitude of symptoms that he thought were signs of venereal disease. He 
paid particular attention to the chancre that he believed to be the only vene
rea! ulcer. Grill also observed that its appearance varied with the patient's 
bodily Constitution, age and circumstances of living. 
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Table 2. A selection of symptoms diagnosed among 475 soldiers admitted to 
the military hospital in Stockholm, 1839. (The complete table can be found 
in appendix 2.) 

Disease N- 420 

Gonorrhoea N=154 
Urethritis 80 
- et balanitis 1 posthitis 6 
- - et phimosis 1 paraphimosis 14 
- et epididymitis 30 
- condylomata acuminata penis 3 
Condylomata acuminata penis 12 
Balanitis, posthitis, phimosis 9 

Syphilis, primitive symptoms N= 231 
Ulcera genitalium 109 
- urethris, Condylom, acum, et phimosis 3 
- et bubo 7 
- - et phimois 1 paraphimosis 34 
- et bubo 62 
- et phimosis et paraphimosis 16 

Consecutive forms N=35 
Ulcera ani 1. Fissurae 1 condylomata plana et conifomria 12 
- et faucium 1 nasi 8 
- et geniatalium 2 
- et genitalium 3 
- - et phimosis 1 paraphimosis 4 
Exanthema tuberculosum 6 

Source: Liljewalch; P.O; "Rapport öfver Veneriska sjukdomens förhållanden 
å Kongl. Allmäna Garnissons-Sjukhuset under år 1839" In Hygiea — 
medicinsk och pharmaceutisk månadskriR. (1841) Table 3 and 4. 

Grill also covered the symptoms and consequences of gonorrhoea. Gonor
rhoea in women was recognised as green discharges, sometimes mingled with 
blood. Once the disease had infected the ovaries, the female patient suffered 
great pain. Grill drew attention to the severe consequences of untreated gonor
rhoea, and acknowledged that it could spread to the uterus. The severity of 
gonorrhoea suggested that a speculimi should be used to properly define the 
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conditìon. Male gonorrhoea could be recognised by discharges and pains 
while urinating.42 The medicai community was on the verge of dealing with 
new venereal diseases that took on a different face. Syphilis, gonorrhoea and 
chancre molle were new sexually transmittable diseases. 

This new vocabulary signals the oncoming professionalism of physicians. 
Many studies have looked at the status of the physician in the early nineteenth 
Century. Anne Digby described them as hard-working and subject to competi-
tion from colleagues. Irvine Loudon has indicated that the British general prac-
titioner was part of a subservient profession, unable to reach the status of the 
liberal professions such as the law, clergy or military. Ultimately the profes
sionalism of physicians coincided with the growth of medicai knowledge, as 
has been stated by a signifìcant number of historians of medicine.43 

The Coming of a new vocabulary in medicine coincided with the first traces 
of the professional medicai care. In the process, the patients were unable to 
identify with the language used by physicians, which made them unable to 
protest, thus allowing medicai knowledge to monopolise symptoms and 
therapeutics. This was especially evident in Sweden, where physicians were 
under such strict governmental control. Previously, knowledge about venereal 
disease had been spread to the public. In the mid-nineteenth Century, the 
correct perception of venereal disease was put forward by a few physicians 
whose ideas were left unquestioned. The larger number of symptoms that 
were presented further enforced the physician's position. Patients were less 
likely to understand what was happening to them, and were further distanced 
from the process of medicai cure.44 

Tar-water, Smoke or Diets — Medicai Measures to Cure 
Venereal Disease in the Early Nineteenth Century 
Düring the late eighteenth Century and in the first decades of the nineteenth 
Century, Swedish physicians started to form their own methodological opin
ions on how to eure venereal disease. Unable to find a definite method to 
recognise the different forms of venereal disease, they concentrated a lot harder 
on finding a method to control disease as well as to eure their patients. Medi
cai discourse was much more elaborate and advanced when it carne to cure 
than to the recognition of venereal diseases. 

Georg Engström introduced a new prescription against venereal disease in 
1827 he wrote: "a chaos of contradictions, and contradictions only, compose 
the image, presented by this disease — and, individually, one attempts to cure 
it in one's own way — some without taking responsibility, or as coincidence 
puts it."45 The multitude of difficulties that had previously characterised medi
cai diagnosis and therapeutics on venereal disease continued during the early 
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nineteenth Century. This secüon will outline some contradictions and difficul-
ües concerning therapeutics against venereal disease. It will be pointed out 
that the development of therapeutic knowledge concerning venereal disease 
progressed consistent with the previous development of diagnostic knowledge. 

An increasing specialisation occurred concerning therapeutics against these 
diseases. Swedish physicians commented on, and related their thoughts on, 
how to eure venereal disease to the works by their international colleagues. In 
the late eighteenth Century, almost every physician in Sweden suggested differ-
ent eures on how to help venereal disease sufferers. The multitude of partici-
pants in this debate decreased, as it had done concerning the diagnostics of 
venereal disease. By the 1840s, a small numbers of medicai writers debated a 
multitude of methods; an elitist knowledge had been created. 

The multitude of answers in the eighteenth-century reports and the 1811 
circular letter from Kungl. Maj:t. reveal the vivid debate. The following will 
relate some of their suggestions. The attempt made by Anders Johan 
Hagström(1753-1830), to heal patients with venereal disease by prescribing 
opium, was founded in experiments presented by German physicians/was 
founded in the experiments of German physicians.46 J.L. Odhelius also relied 
on observations by a German physician when he recommended the use of 
opium. Opium had been used to cure patients suffering from severe symp
toms of venereal disease. Odhelius described how it also cured insomnia, 
took away the pains and cured the gangrene. He recommended opium in-
stead of mercury. Some patients were given up to 25 milligrams of opium a 
day, and were happy with their treatment. Odhelius noted how the other 
patients at the hospital got jealous and requested the same kind of treatment.47 

Since large numbers of physicians participated in the late eighteenth-cen
tury debate on how to eure venereal disease, the method prescribed by Odhelius 
was tried and commented on by his colleagues. Carl Magnus Blom (1737— 
1815), physician in Hedemora, tried this cure on his patients and found it 
successful. It cured the large wounds, made the gangrene disappear and took 
away the stench so that the patients with venereal disease could stay in the 
same room with other patients. However Blom noticed that these patients 
became "sleepy" and slow in the mornings. He doubted whether opium really 
could eure venereal disease by itself.48 A year låter, Odhelius started to ex
press doubts of his own where opium was concerned.49 

Early nineteenth-century physicians introduced several different vegetable 
methods.50 In 1801 Eric Acharius wrote about tar-water that he found useful 
against venereal disease. Acharius worked as a physician in Vadstena, where 
a large hospital for patients with venereal disease had just recently been estab-
lished. His assignment here also gave him responsibility for flnding a medicai 
cure for venereal disease. The large number of patients in the hospital gave 
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him the opportunity to study the progress of venereal disease more closely.51 

In the following section, the two different methods that were introduced by 
Acharius will be outiined. 

The patients in Vadstena bathed in tar-water and Acharius also wished for 
his patients to drink it. The patients that found this revolting were, however, 
not forced to do this. He could also give his patients bandages, drenched in 
tar-water. He concluded that this was sometimes the necessary cure to heal 
large wounds, even if these patients suffered from subsequent complications 
such as scurvy. Out of 73 patients, 37 had been completely cured solely with 
tar-water and the other 36 had recovered due to a combination of tar-water 
and different medications, consisting of tar-water and mercury. Acharius con
cluded that since most patients with venereal disease in Sweden were seriously 
ill, every attempt to find a cure should be investigated and attempted.52 

Fifteen years låter he presented another method to fight venereal disease 
that he had chosen to cali "The smoking-cure" Acharius presented this as a 
300 years old method that had become discredited because so many medicai 
amateurs had used it. He had witnessed the consequences of this himself when 
he admitted tormented patients whose lives he could hardly save. This cure, 
he argued, could be effective only if physicians learnt how to perform it prop-
erly.53 Sweating had been used as a remedy against these diseases in Europe 
since the fìfteenth Century. 54 

Acharius wrote extensively on how to perform this method. The patient 
Weis to be dressed in a cloak made out of cotton cloth that had been treated 
with varnish. Låter, the patient was to stand, with his or her legs spread apart, 
over a tin-plate. The patient was then subjected to the smoke from the ün-plate 
where charcoal and different metalloids were burning slowly. Acharius anx-
iously pointed out that the physicians must take good care of the patient so 
that they were not subjected to too much smoke. He also commented that if 
there was no draft in the room, the attending physician might feel a certain 
discomfort.55 Acharius ended his artide by stating that he and his colleague 
had found this cure successful.56 

The most widespread method of treating venerea! disease during the first 
half of the nineteenth Century was invented by Carl Gustav Osbeck (1766-
1841).57 The medicai community in Sweden aeeepted that Osbeck had found 
"the magic bullet" against all forms of venereal disease. In his publication "Till 
den svenska allmänheten; fullständig uppgift af in brukade cur-methode emot 
urartade venereiska sjukdomar", Osbeck published his entire receipt. Strong 
diet, pills made out of herbs and decoct partly consisting of cinchona and 
mercury, were prescribed as the ultimate cure against venereal disease. No 
other diet was allowed for six weeks. Osbeck claimed that he had used this 
method for five years and that it had allowed him to treat both severely in-
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fected patients and those suffering only from primitive symptoms. He added 
that some patients, for example those who suffered from consumption, should 
not be subjected to this cure until the other diseases had been successfully 
treated.58 

The dietcure, as presented by Osbeck, became influential in Sweden. Com-
ments on how well it worked were made by several physicians in the printed 
reports during the first half of the nineteenth Century. In 1905, Professor 
Welander wrote about the extensive use of Osbeck's cure and commented 
that "one is struck by amazementIt was pracüsed at almost every hospital in 
Sweden, regardless of the symptoms the patient suffered from.59 

In 1827, a new prescription against venereal disease was presented to Swedish 
physicians. The method, presented by C.H. Dzondi, had been in use for a 
decade, and its creator claimed that it had caused no relapses during that 
period of time. Dzondi also stated that the duration of infection had no signifi-
cance for the efficiency of the cure. His prescription alleviated twenty-year old 
infections as well as an infection that had lasted 20 days. His method could 
also cure any venereal affection by slowly increasing the dosage of mercury 
sublimate. Dzondi's prescription suggested that the patient start out by taking 
100 mg of mercury, followed by another 50 mg, and then a daily increase in 
the dosage. Finally, after four weeks, the patient was prescribed a daily intake 
of two-three grams of mercury.60 Mercury was not completely forgotten, but it 
was to be a long time before it once again became the most important mea-
sure against venereal disease. 

Swedish physicians could cite several reports during the first half of the 
nineteenth Century. Empirical attempts led P. Rissler in Jämtland to an exten
sive use of the dietcure. In 1825, 54 patients had been admitted because of 
venereal disease. He claimed that the cold climate in his district worsened the 
side effects of mercury. Since no patients suffered from recurrences after hav-
ing been prescribed the diet, Rissler concluded that this was the best way to 
treat venereal disease.61 

J. Björkman, a physician in Stockholm, thought it within his field of respon-
sibility to find the safest and cheapest way to eure venereal disease. Between 
1822 and 1836 he chose to treat male and female patients with gonorrhoea by 
prescribing diets and injections of mercury. Rest and compresses cured the 
subsequent infections of gonorrhoea, such as swollen tesücles. Condylomata 
warts could be cut. Björkman considered these symptoms to be the most stub-
born symptoms of primary syphilis, and treated anal condylomata by dehy-
draüng ointments. Björkman did not use mercury even in the most severe 
cases of oral ulcers since he believed that patients with ulcers on their bodies 
had often been subjected to mercury previously. Instead, Björkman prescribed 
them chinea or calcium.62 
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Table 3: Percentage of patients treated with mercury or diets at the City and 
County kurhus in Stockholm 1822-1836. 

Year Stockholm City Kurhus Stockholm County Kurh US 

Number Number % 1 Number Number % 
of prescribed prescribed of prescribed prescribed 
patients diet diet patients diet diet 

1822 259 164 63 180 139 77 
1824 240 148 62 94 - -

1826 172 146 85 102 87 85 
1828 233 204 88 94 88 94 
1830 317 234 74 116 66 57 
1832 338 2 55 75 106 98 92 
1834 379 262 69 81 73 90 
1836 765 640 84 118 111 94 

Total 2,703 2,053 81 891 662 83 

Source: Svenska Läkarsällskapets Nya Handlingar. Second volume 
(Stockholm, 1838) p 182-183. Non-logie fìgures in the source for 1824 in 
Stockholm County Kurhus. 

Table 3 exemplifìes the use of the dietcure in the hospital in Stockholm. 
The first column tabulates the total number of patients treated at the kurhus 
for patients from the city of Stockholm, while the following two columns com-
pute the number and percentage of patients treated with dietary prescriptions. 
Until 1836, it exacerbated all other eures. The following three columns com-
pute the total number of patients, as well as the number and percentage of 
patients, treated by dietary methods at the County kurhus in Stockholm. Since 
the agrarian patients could stay away from the physicians for a longer time, 
they probably suffered from more protracted symptoms and were more fre-
quendy subjected to dietary methods. 

Between 1832 and 1836, George Engström treated 1,900 patients diagnosed 
with venereal disease in Vadstena. 69 % of his patients had been prescribed 
dietary measures, and Engström concluded that this was the best way to treat 
patients with venereal disease since only 6% of those patients returned to hos
pital with recurrences. However Engström chose to treat younger patients or 
patients with primitive symptoms or excemas with mercury. 10 % of the pa
tients that had been treated with mercury-based prescriptions suffered differ-
ent relapses and returned to hospital.63 
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Dietary methods remained important for several decades. Nevertheless, in 
the 1840 's, the assumed supremacy of diet began to be further quesüoned. As 
shown in the last section, the different venereal diseases were still difficult to 
define. Consequently it was complicated to assess the effects of the eures. 
Swedish physicians continued to discuss different methods of curing venereal 
diseases. Many eures were prescribed and large numbers of them involved 
mercury. The previous vegetable methods and smoke-cures had induced di
verse physical phenomena. These were left almost completely unmentioned 
in the medicai publications. Since prescribing the dietcure was considered less 
harmful than mercury but still required the supervision of a physician, it im
plied further control of the sick. The diet was also combined with pills and 
remedies that only a physician could provide. Therapeutics could support the 
medicai intention of Controlling the sick. 

Mercurialists and Anti-Mercurialists 
Since venereal diseases continued to be so difficult to diagnose and recognise, 
they remained complicated to cure. Swedish physicians debated and attempted 
to find different measures to ease the patient's pain. As the characteristics of 
venereal disease slowly altered, medicai measures were also transformed. The 
following will delineate how the therapeuüc discourse developed between 1820 
and 1840. It was characterised by conservative thinking as well as innovative 
thoughts on medicai prescriptions. The therapeutics at the Stockholm hospital 
for patients with venereal disease will be covered in this passage, since it was 
largely dominated by the use of diets. New methods to use mercury that were 
introduced to Swedish physicians in the late 1820s will be invesügated, as well 
as the mulütude of methods that were suggested to Swedish physicians in the 
early 1840s. 

According to Charles Rosenberg, mercury continued to £>e the most im
portant method of treating venereal disease among physicians in the United 
States during the early nineteenth Century. It was believed to control the fluids 
of the body, and its accessibility made it the most powerful drug of its time. 
The eager usage of mercury in prescriptions provoked visible symptoms and 
Rosenberg chose to cali this "heroic medicine", since the consequences of 
mercury made the physicians appear active. Not only physicians prescribed 
mercury; lay medicine used it as well. This sometimes caused even greater 
damage to patients. 

Rosenberg points to an upeoming scepticism to mercury that started to 
appear in the 1830s. The violent consequences of mercury gained attention 
and caused doubts among a growing number of American physicians. "He
roic" medicine was gradually repudiated and replaced by "rational" medicine, 
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which implies that the dosages of mercury became smaller. The doses were 
also adjusted individually. However mercury was still prescribed to infants 
and small children until the Civil war.64 Phillipe Ricord recommended mer
cury and, in France, no other suggested cure could threaten mercury as the 
most used treatment against venereal disease. Claude Quetel suggests that by 
the early 1840s, "other forms of treatment found it difficult to compete with 
mercury".65 The usage of mercury changed during the nineteenth Century, but 
the drug remained dominant until the next Century. The idea that Swedish 
physicians did not utilise "heroic" medicine on their patients is supported by 
the fact that they did not have to compete with each other. This could be one 
explanation why Swedish patients had so rarely to suffer from lengthy treat-
ments of mercury in the early nineteenth Century. 

Certain doubts about the superiority of diet were beginning to surface in 
the debate. Johan Grill exemplifìes the multitude of eures against venereal 
disease. He contemplated the conflicts between different groupings of physi
cians, and argued that none of them were completely correct. Grill thought the 
mercurialists had made a signiflcant mistake in believing mercury to be the 
only cure for syphilis. Grill pointed out that even the most fìerce anti-mercurialists 
often used a lot of mercury on their patients without admittìng it, simply be-
cause they could not cure their patients otherwise. Instead of joining either of 
these camps, Grill utilised a multitude of methods, arguing also for further 
research. Figure 4 presents a sample of these different suggestions. 

Mercury-based prescripüons for external use were, according to Grill, the 
oldest medicai methods used against venereal disease. Ointments such as 
mercury had been prescribed since the late fifteenth Century. Grill concluded, 
while referring to international scholars, that all steps should be taken to avoid 
salivation. He briefly reflected on the fumigation of mercury and other metais, 
since "most readers were well aware of these methods Internally, mercury 
could be used in a diaphoretic manner, to induce perspiration. The extend-
ible method to use mercury implied that the dosage of mercury was slowly 
increased for twelve to 18 days, until salivation occurred. To be treated ac
cording to the exhaustible method implied that mercury was taken on an 
empty stomach, therefore inducing diarrhoea. The last method of using mer
cury internally meant that both ointments and fumes could be prescribed to 
the patients. 

The differences between the mercurialists and anti-mercurialists were con
siderale. The latter recommended strong measures, and, besides mercury, 
they used several other metals. lodine, gold, silver, copper, bromine and ni-
tride acid could be prescribed as components in ointments or decocts. Grill 
urged his readers to be careful when using nitride acid, since he believed it 
could cause a nasty, someümes sanguineous, cough. The anti-mercurialists, on 
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the other hand, used only water, diet and laxatives to produce medicai effects. 
Grill specifically pointed out that patients treated by the non-mercurial method 
were to live in celibacy and only think chaste thoughts.66 Even behavioural 
methods became an alternative in this multitude of therapeutics against vene
rea! disease. 

A sample of debated eures against venereal disease presented by Johan 
Grill in Hygiea 1839-1843. 

Mercurv-based prescriptions against venereal disease 
Externat: 
Ointments 
or fumigation 
Internal: 
Diaphoretic 
or Extendible 
or Exhaustible 
or Alternatively 

Prescriptions without mercurv 
Diet 
Laxatives 
Rest 
Cleanliness 
Proper temperatures 
Different decocts 
Different baths 
Cold compresses 

Source: Grill, Johan; "Den veneriska sjukdomen enligt nyare åsigter, i 
synnerhet dess behandling" In Hygiea — medicinsk och pharmaceutisk 
månadskrift. (1839); p 366-371, (1840); p 63-79, 201-214,503-523,560-575, 
(1842); p578-586, (1843) p 79-87, 188-194, 455-464. 

To war ds New Knowledge and New Elitìsm — the 1860s. 
In the 1860s, venereal disease was still considered a diffìcult disease to com-
prehend and investigate. The following will suggest that Swedish physicians 
began to debate venereology in a different manner during the 1860s. Early 
attempts to compare international studies and to criücise and debate with 
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different scholars were made by young physicians writing artides in Hygiea. 
Surgeonjohan Björken (1833-1893) wrote a series of artides in which he intro-
duced international venereologi to Swedish physicians. Björkén debated old 
and new ways of perceiving venereal disease as a medicai problem. Young 
writers such as Samuel Troilius (1833-1864) and Ossian Sjövall (1839-1907) 
discussed venereology and argued in favour of a modernised outlook on medicai 
knowledge. 

Between 1864 and 1866 the surgeon John Björkén published a series of 
artides called Letters on Syphilis in Hygiea. Björkén had received a scholar-
ship to enhance his medicai knowledge, and as he travelled through Europe 
he wrote back to an unidentifìed reader outlining the context surrounding 
venereal disease. Previously without knowledge of this medicai fìeld, Björkén 
defìned venerology as "chaos, and chaos that one feels unable to sort out, 
even in ones own mind". He considered syphilis to be a chronic disease with 
a course that ran over months, years and decades. Compared to other medicai 
fìelds such as surgery, where conditions could be quickly altered through 
medicai action, syphilis had to be monitored in a multitude of cases for an 
extended period. Björkén admitted that empirical notes about such investiga-
tions provided the only respectable foundation for physicians that wanted to 
debate the course of syphilis. 

The multitude of ideas and beliefs that were held about syphilis were yet 
another problem when Björkén wanted to understand this fìeld of medicine. 
The old medicai authorities were no longer believed credible, and in times of 
"radicalism" large numbers of physicians tried to solve the problem posed by 
syphilis. Theories from past centuries competed with ideas of yesterday, and 
the different debaters in the fìeld based their thoughts on empirical evidence 
as well as on pure imagination. The multitude of theories was accompanied by 
a wide nomenclature. Different names were given to similar symptoms de-
pending on which theory the writer believed in.67 

A much-discussed problem within venereology was the difference between 
the two chancres. Previous generations of physicians had found that patients 
with venereal disease often suffered from either a hard or a soft chancre. In 
1852, the French physician Léon Bassereau declared that these two symptoms 
constituted two different diseases, and he therefore adhered to the dualistic 
school of venereology. Björkén agreed with Bassereau since he had witnessed 
two European physicians inoculating pus from hard chancres into healthy 
people. This always resulted in other indurated chancres and, låter, full blown 
syphilis. 

The unidentifìed reader of Björken's letter was assumed to be of another 
opinion, and Björkén took it upon himself to convert this reader to dualism. 
He remarked that his colleague would find evidence of the dualistic beliefs in 
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his own walting room, so long as he investigateci his patients thoroughly enough. 
A hard chancre would not be found on a patient that had the infection from a 
person with a soft chancre. By practising contact tracing among his patients, 
Bjorkén's colleague would find the necessary evidence to dualistic thought in 
venereology.68 

However, Björkén found the existence of a chancre insufficient for a defi
nite diagnosis of syphilis. First and foremost, since patients rarely carne for 
medicai help because of a simple chancre, this could not be investigated at the 
hospital. He pointed to European scholars that implied that the "irritation of 
virus" may be too weak to produce an ulcer. Since smallpox was transmitted 
without the existence of a primary ulcer, they believed this theory to be appli
cable to syphilis also. Björkén witnessed patients that had suffered from syphi
lis without having noticed a chancre. Two of these were "honest and trustwor-
thy young men" that kept a morning routine to aJways "submit genitalia to a 
thorough investigation." 

In the 1860s degenerate syphilis was no longer äs questioned and investi
gated as the primary lesions. Björkén argued that syphilis in its later stages 
could take different courses, but that it always remained an "exanthemic fe
ver" with a chronic course that progressed in a series of "dermatologie òut-
bursts". Finally, the disease healed itself, since it had exasperated itself in the 
different dermatological phenomenon. Björkén argued that mercury might be 
able to halt the disease somewhat, but denied its power to heal. According to 
him, syphilis was a disease that had to heal itself.69 

The later stages of syphilis were described in several categories by Björkén. 
"Regulär", "irregulär", "abnormal", "benign" or "intensive" were among these 
categories. By recounting case-studies that he witnessed in Italian hospitals, he 
contemplated how differently the later stages of syphilis could affect patients. 
This stage of syphilis caused psychological changes, headaches, fever and rheu-
matic pains. Björkén chose not to discuss these pains much since they were 
known to "northerners". These aches in joints and muscles were as familiar as 
their superior eure: "herring and port-wine".70 

John Björkén expressed much disbelief in contemporary abilities to eure 
venereal disease in his series of artides. "Therapy is the weakest side of medi
cine, its neglected stepchild, not being in harmony with any of science's other 
successes", was the sentence with which he began his last letter. Björkén ques
tioned the commonly aeeepted view that any syphilis must be cured by mer
cury and that any disease cured by mercury must be syphilis. He believed this 
theory went against everything physiology had previously shown about syphi
lis. Nor did he join the anti-mercurialists who prescribed syphilisation, water-
cures and diet. Björkén agreed with the French physician Paul Diday, and 
recommended the avoidance of mercury. He considered it unnecessary and 
useless in most cases.71 
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Even though mercury added a second poisoning to that of syphilis and 
weakened the patient, Björkén described mercury as a "double-edged sword". 
Mercury in "rapid dosages" had to be prescribed against more severe cases of 
syphilis, such as consistently appearing vesicle, pustulous and ulcerous symp
toms. Björkén recommended that "iritic syphilis", that is, syphilitic eye-infec-
tions, should be treated with an ointment of mercury three or four times a day 
for a couple of days. Once symptoms of mercury poisoning appeared, Björkén 
argued that the iritits also regressed. An acute mercury poisoning did not 
harm the patient as much as a chronic poisoning which would have been the 
consequence of a longer treatment.72 Even though much had been concluded 
about the character of venereal disease since the 1780s, much remained unre-
solved concerning how to cure the patients. 

Even though the opinions on venereology that had been published by 
Björkén had sometimes been somewhat unclear, the editor of Hygiea, Samuel 
Gustav Troilius, expressed strong opinions about syphilis. In 1863, he debated 
the content of a book by a Norwegian physician W. Boeck, as well as a book 
by Gustav Hjort (1818-1876) called "Observationer, samlade från Garnisson-
sjukhuset i Göteborg under loppet av år 1859". The latter book was reviewed 
because Svenska Läkaresällskapet did not want international physicians be-
lieving that the peculiar opinions held by Hjort were accepted by the rest of 
the medicai elite in Sweden. It had become increasingly important to uphold 
the "right" knowledge. 

Svenska Läkaresällskapet believed that it was important to argue against the 
physician from Göteborg. Extensive quotaüons and thorough explanations of 
why his ideas were denied made the review long, but the author found this 
important. He wanted his readers to make up their own minds about whether 
Hjort's ideas could claim acceptance. Troilius, who was deeply appreciated 
by Svenska Läkaresällskapet, thought that "Decaying, dusky and disarraying 
opinions, new paradoxes and contradictions, supported only by incomplete 
and untrustworthy facts" characterised his research. 

Gustav Hjort argued that syphilis was a "diseased condition in the organ
ism, provoked by an irregulär sex life". Troilius vigorously questioned this 
definition of disease, denying the existence of a material that spreads disease. 
He called the opinion by Hjort 'medieval', and points out that Hjort goes 
against millennial experiences and puts his own personal beliefs first. Since 
several attempts had been made to inoculate syphilis in "untouched" persons, 
Troilius rests his case. Troilius found it even more upsetting when Hjort de-
fined disease as "beneficiai". The symptoms of syphilis brought health back to 
the organism, since an "irregulär sex life" had caused imbalance and disrup-
üon. Having gone through all stages of syphilis, the patient could freely and 
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without risk subject himself to all sorts of impure intercourse. Syphilis, accord-
ing to Hjort, also made the patient a lot stronger and resistant to other dis-
ease.73 

Hjort found evidence for his theory in the improving health among the 
soldiers at the garrison in Göteborg. Hjort denied that he himself had any 
knowledge of these diseases, but still argued that his soldiers were healthier 
after any venereal disease than they had been before their sickness. Troilius 
argued that his subjects were young soldiers, much more used to army life 
once they had spent a few years inside the garrison, during which time many 
of them suffered from syphilis. Troilius doubts that a past infection of syphilis 
could make it easier to relieve sprains and broken bones.74 

Hjort was adamant not to believe in the ability of medicine. He did not 
want to be responsible for causing another lesion while taking out the first, 
which he implied "his insecure measures" could do. Instead he argued that a 
physician "could increase the strengths of the life-spirits" and thus enhance 
nature's own way of restoring health.75 S.G. Troilius found it difficult to deny 
that syphilis to some extent was a disease that healed itself and that mercury 
may not always be the best eure against it. He could not accept the fact that 
Hjort believed mercury invoked syphilis and gonorrhoea in the patient. Hjort 
thought that mercury was responsible for any symptom occurring while the 
patients was under care. Troilius pointed out that Hjort introduced his "sur-
prising" result without reveaiing his sources, which also made his theory im-
possible to question. 

Hjort used case-studies to prove that his therapeutics protected against other 
diseases. The eures that he recommended instead of mercury were rest, diet 
and hygiene. Hjort based this conclusion on an investigation carried out on 22 
patients. He found evidence of his theory since 12 of those patients had been 
ill before they underwent his cure, while only 7 patients had become inflicted 
with any disease afterwards. Troilius could do nothing but plead with his read-
ers to understand the importance of coincidence. The cases were much too 
few to prove anything.76 

Hjort defended himself in an extensive artide published in Hygiea in 1864. 
To defend his views on how diseases were spread, he quoted the bible about 
what sex between a man and woman was supposed to be like and how it was 
supposed to be conducted. This he could not question. If any person had the 
audacity to have sex against biblical guidelines, Hjort deemed it evident that 
they would be punished by disease. There was no better cure against "Syphi
lide affections of the skin" than hygiene and water. He found substanüal evi
dence of this too in the bible. However he also interpreted the French physi
cian Paul Diday as saying that hospital was unhealthy for the patient. Simple 
old-fashioned vice would heai their disease. Hjort also continued to deny that 
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syphilis had been brought to Europe by Columbus or that it had first been 
sighted in Naples.77 Since Troilius had died that year, this artide remained 
unanswered in Hygiea. 

The influence of international scholars became more evident during the 
1860s. Ossian Sjövall published a review on the writings of P. Picard called 
"History and Criticism of the new thoughts on Syphilis" in 1862. His review 
included dualistic as well as unitarian thoughts on venereal disease, aiming to 
give as broad a referral to the international debate as possible. Besides refer-
ring to numerous French physicians, Sjövall also commented on the results of 
three Germans. The dualist Felix von Bärensprung, the famous pathologist 
Rudolf Wirchow, and Michaelis, a new debater in venereology all appeared in 
the artide. Michaelis studied the anatomy of the chancre and stated that, among 
other things, constitutional syphilis might progress, even if the patients had 
unaffected glands. Sjövall found this preposterous, but the editor of Hygiea 
made much less decisive comments in the footnotes. S.G. Troilius remarked 
that no real evidence had been found to substantiate SjövalPs protests.78 

Phillipe Ricord still argued that unitarian thoughts were based on tradition 
and experience while the dualistic beliefs were the result of guesses.79 In spite 
of the doubts expressed by such an authority in the fìeld, Ossian Sjövall ar
gued dualistic thoughts on venereal disease. Based on knowledge brought 
forward by international scholars, he wrote extensively on how they were to 
be diagnosed. He recognised the soft chancre as inoculable on any available 
subject and completely without incubation time. The soft chancre was deep, 
grey, full of pus with loose edges and a soft bottom. This illness often pro-
gressed as an inflammation of the dosest gland. This consequently caused 
swellings and new ulcers, but remained locai. Sjövall weis adamant about the 
fact that a soft chancre had no further consequences for the patient. 

During the 1860s, a new kind of medicai discussion concerning venereal 
disease was carried out among Swedish physicians. Björkén and Troilius were 
able to debate instead of simply idolising the results of international scholars, 
and they strongly recommended or refused certain methods. To identify vene-
real disease with "a punishment from God" was considered an embarrassment 
to the medicai elite in Sweden. Opinions like this had to be seriously 
downplayed. Neither tolerated the prescription of water-cures or virtuous liv-
ing as a eure against syphilis or gonorrhoea. It became important to carry out 
the correct diagnostics and therapeutics against venereal disease since these 
were considered known. 
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Lack of Frontfìgures — Swedish Venereology until 1869 
Early nineteenth-century writings on medicai knowledge and practice con-
cerning venereal disease were much affected by the fact that central govern-
ment paid no interest to them. Swedish physicians had found it difficult to 
understand syphilis but few attempts were made to introduce medicai special
ists in the fìeld. Since Kungl. Sundhetskollegium witnessed the vivid debate 
that took place between physicians in the early nineteenth Century, this gave 
the impression that no further education was necessary. 

The only education on venereal disease given to students within medicine 
was the opportunity to practice on patients at Serafìmerlasarettet in Stockholm. 
Once the larger hospital in Stockholm had opened in 1816, these activities 
took place there. Carl Gustav Osbeck, renowned for his prescription but with-
out a formal medicai degree, was responsible for this education. He was not 
left to teach the students by himself. Teachers always accompanied medicai 
students from Serafìmerlasarettet when they visited to learn about venereal 
disease.80 

The issue of how medicai students were to be taught the facts of venereal 
disease was not further debated until 1842 when Osbeck had died. Axel Gabriel 
Carlsson (1804-1888) was appointed as his successor and he was paid to teach 
students every Wednesday and Saturday. When he was denied a chair, he 
consequently refiised to teach. He waited for his chair until 1856 when he 
resigned. Carl Mauritz Nyman (1816-1882) took over his assignment as physi-
cian at the kurhus in Stockholm despite the fact that the attempts to instali a 
professorship failed. Nyman was appointed Professor in 1861 but had to resign 
because of his health in 1863. The difficulties in fìnding competent teachers in 
venereology continued. Those who had previously published on matters con-
cerning these diseases had died. Grill died in 1866 at the age of 61.81 Samuel 
Gustav Troilius had died from consumpüon aged only 31 in 1864.82 

Neither of the two previous physicians in Stockholm kurhus had published 
or debated the progress of, or the eures against, venereal disease. Anders Erik 
Lundberger (1828-1883), who succeeded Nyman as physician at the kurhus, 
was declared incompetent as the Professorship was to be filled. Instead 
Karolinska Institutet suggested that Ernst Ödmansson, teacher in pathology, 
could render himself qualified and took on the job. The long-lasting leader
ship of venereology in Sweden could not begin until 1869 when Ödmansson 
had graduated within this fìeld and was appointed Professor. 

J.D. Oriel has shown that a similarly difficult situation arose in Britain in the 
mid-nineteenth Century. Because of the social stigma attached to venereal dis
ease, no scholars paid serious attention to venereal disease between the death 
of Benjamin Bell in 1806 and the career of Jonathan Hutchinson. When the 
latter published his first arücle on the subject in 1857, there were severa! Ger
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man and French venereologists active in the fìeld.83 As has been shown, there 
were physicians Willing to work as scholars within the fìeld in Stockholm, but 
there was no chair instailed by central government. When Ödmansson was 
appointed, it was to take a long üme for him to publish results of his own. 
Swedish venereology had to wait until the 1880s for their international front-
figure, Edvard Welander. 

Summary Discussion 
Large numbers of physicians participated in the early nineteenth-century de-
bate concerning venereal disease. Venereal diseases were recognised as dra-
matic skin-disorders that crippled and incapacitated those inflicted. Hardly 
any debate took place concerning the primitive signs of these diseases. Large 
sores on the legs and body, sunken noses and oral ulcers were common signs 
of venereal disease in the late eighteenth Century. Many of those sick with 
venereal disease had been sick for a long üme, while significant numbers of 
the patients suffered from secondary complications such as fevers, inconti-
nence, epilepsy and scurvy. These symptoms remained a common sight among 
patients in the kurhus throughout the first half of the nineteenth Century. 

There existed many different opinions on how venerea! disease progressed, 
almost every individuai physician holding his own opinion about the charac-
ter of venereal disease. Many of them suggested their own remedies against 
the disease. As international medicine developed and drew new conclusions 
on venereal disease, Swedish physicians continued to debate international 
results. By the 1830s the number of published arücles and comments decreased 
to the extent that knowledge on venereal disease was created by a small num
bers of experts instead. It became increasingly important to use the correct 
perception of disease and the accepted therapeuücs against them. 

Several methods were debated and considered in order to find the way to 
cure the sick. Düring the late eighteenth Century, many different vegetable 
methods were discussed among the physicians. In the 1810s dietary methods 
were introduced to Swedish physicians and these continued to dominate medicai 
prescripüons against venereal disease for several decades. While international 
scholars recommended, as well as used, mercury, Swedish physicians insisted 
on using the prescripüon that Osbeck had introduced. This prescription con
tinued to characterise medicai activities against venereal disease in Sweden 
until the early 1840s. 

In the late 1840s and beyond, those physicians writing on venereal disease 
used different terms to describe the symptoms. The experts introduced a medicai 
vocabulary that had been used previously by early nineteenth-century physi
cians in France, Germany and Britain. By the 1860s, there was much less 
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acceptance of those who did not accept syphilis and gonorrhoea as a patho-
logical phenomenon. The intention to find the solution to venereal diseases as 
a medicai problem was clearly defìned even if the tools to do this were as yet 
insufficient. 

The extended review by Johan Grill recommended a multitude of meth-
ods to ease the pain for patients with venereal disease. He had been asked to 
write a series of artides since there were so few books published on the matter. 
He carefully reviewed previous research done on the character of primitive 
venereal disease and argued that physicians should pay more attention to 
these stages as well. In the multitude of therapeutics that he recommended, 
mercury was reintroduced as a drug against venereal disease. Düring the 1830's, 
the diet lost ground to a large variety of eures presented by Swedish and 
international venereologists. 

In the 1860s, a new wave of publications emerged concerning venereal 
disease. Björkén, Troilius and Ödmansson were a few of those who reviewed 
international research on this subject. Låter stages of syphilis were paid atten
tion to, as well as hereditary syphilis and gonorrhoea. Samuel Troilius argued 
the severity of syphilis and gonorrhoea in the 1860s and strongly recommended 
careful use of mercury. By this time, the diet had become a rare therapy. 
When suggestions were made concerning the use of water-therapy the Svenska 
Läkaresällskapet decided to fiercely argue against it. This argument was partly 
made in order to protect the reputation of Swedish physicians. Svenska 
Läkaresällskapet did not want European Associations to believe that Swedish 
physicians perceived syphilis to be a disease that patients did not need to be 
cured from. 

Swedish venereology was not a well thought of field of research, and very 
little initiative was taken within central government to improve the situation. 
There was no compulsory theoreticai education concerning venereal disease 
among physicians; they spent three months as trainees at Serafimerlasarettet 
There was no long-standing representative of the topic until 1869, despite the 
fact that physicians claimed an interest in taking this appointment. In early 
nineteenth-century, medicine in general had not yet become important enough 
for Kungl. Maj:t. to invest much interest in it. 

Venereal diseases were defìned as medicai conditions that could severely 
threaten the mercantile intentions of central government. The diseases spread 
social misery and physical disabilities throughout the country, and made men 
and women incapable of participating in a produetive and strong population. 
Provincia! physicians claimed they were able to restore the sick, and, accord-
ing to the patient records frequently managed to do so. As mercantile ideas 
quietened down and bourgeois culture became more influential, the large 
numbers of physicians lost interest in the diseases. The large variety of percep-
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tions concerning venereal disease and its therapeutic cure influenced Swedish 
physicians. An early professionalism is traceable in the altered vocabulary and 
rhetoric among physicians in the 1860s. A diminished interest in these diseases 
is also clear among the physicians in Sweden. 
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6 
Restoring the Sick - Social policy Against Venereal Disease 

in Early Nineteenth-Century Sweden 

This chapter will detail early nineteenth-century social policies that were 
implemented to impede the spread of venereal disease. It will look into 

which measures Swedish society decided to take against these diseases, and 
the public reaction to this policy. In 1812 an Act was administrated that or
dered strong social control over the sick. It increased public responsibility to 
make mandatory medicai care available for the sick. In order to finance this 
new responsibility a fiscal legislation was levied in Sweden in 1817 which im
plied that a mandatory fee provided the impoverished with free medicai care 
for venereal disease. 

Conflicts and consensus concerning policies on venereal disease will be 
exemplifìed in the following. It will show how new ideas on health and its 
prevention were brought forward in propositions, protocols and committee 
reports from the Swedish Riksdag. Measures against these diseases were de-
fìned by parliament and implemented by ministers, provincial physicians, the 
locai law and the County governors. Society assumed that simply providing 
medicai care for those infected with venereal disease would be insufficient. It 
also enforced a network of coercion to ensure that medicai care was taken 
advantage of. 

Some scholars have claimed that syphilitics were left without medicai care. 
French historians argue that syphilitics were thrown out of Paris during the 
Renaissance.1 Charles Rosenberg points out that no patients with venereal 
disease were allowed into American hospitals until 1900.2 Patients suffering 
from venereal disease in Great Britain could only seek regulated medicai help 
in a few hospitals. The London Lock Hospital, founded in 1746, was one of 
these. David Innes Williams states that it contributed an important part of the 
London network of hospitals, since it provided charitable medicai care for 
those afflicted with the familiar venereal diseases.3 However the Swedish net
work of hospitals was no unique phenomenon. 

In Denmark, a public tax was levied in 1790 and helped promote a net
work of hospitals that was similar to the Swedish. The new institutions only 
helped patients that were considered to be curable. Mercantile initiatives made 
these hospitals institutions where the dangerous poor could be redefìned as a 
useful and less disgraceful part of society. Once the perception of health al-
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tered and became a matter of individuai responsibility, the hospital became 
much less charitable.4 This chapter will focus on the early half of the nine-
teenth Century and investigate whether similar ideas can be traced to lie be-
hind Swedish social policies against venereal disease. 

In their article on "The Rise of the Modern Hospital", Ulrich Tröhler and 
Cay Rudiger Prüll state that patients with "morally condemnable" diseases 
had long-since been excluded from European hospitals. However they point 
to 54 institutions in the United Kingdom which offered medicai treatment 
against, among others, venereal disease in the 1820s. Voluntary contributions 
financed most hospitals in the United Kingdom, Germany and the United 
States.5 Robert Jütte has shown how medicai care was provided for those in-
flicted with venereal disease in Germany as early as the late fifteenth Century. 
These institutions took care of the impoverished sick who could not afford 
their own medicai care. Jütte argues that these clinics became forerunners of 
the public health system. They still existed in the nineteenth Century.6 

A locai or a national authority has long-since governed the network of 
hospitals in Sweden. Arthur Engel points out that the Swedish Church was 
given responsibility for poor relief and the contemporary hospices in 1571.7 

Wolfram Kock showed that the county governor, the bishop, minister or locai 
minister was appointed responsibility to provide medicai care as early as 1686. 
To administrate hospitals at that time was considered too expensive. The first 
hospital opened in Stockholm in 1753. It was privately funded, had 8 beds, 
and was soon considered too small. The Kungl. Maj:t administrated the 
Medicinalfonden in 1756, so that the government could finance orphanages 
and asylums. In 1765, the locai county was given financial responsibility. An 
Öfver-direction took over the administrative responsibility of the hospitals in 
Sweden.8 

Different authorities had responsibilities toward the sick in Sweden. In 1787, 
the newly founded Seraßmerordensgillet took over the administrative respon
sibility of the hospitals. Hans Nilsson shows that this organisation started out as 
a charitable organ but continued to function as a governmental body of power. 
Until the new legislation in 1817, Seraßmerordensgillet alone were to finance 
hospital care. They were supposed to collaborate with Collegium Medicum, 
which was replaced by a new organisation called Kungl Sundhetskollegium 
in 1813. As will be shown below, the new revenue simplifìed medicai care 
fìnances signifìcantly in 1817. Seraßmerordensgillet then had national respon
sibility while locai authorities received a larger signifìcance in these matters. In 
1859, this administration was taken over by the Kungl. Sundhetskollegium.9 

The Swedish State was reorganised during the 1860s. Central government 
intended to increase the power of decision-making on a locai level during this 
decade. In 1862, the previous socknar were now to be called kommuner. 
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These were to maintain public educaüon and poor relief. In the agrarian parts 
of Sweden, this implied little change.10 Locai governing of medicai care was 
introduced in a new organisation called landsting in 1862. This involved every 
county being ordered to administrate a county council, chaired by the County 
Governor. Towns with more than 25, 000 Citizens were governed locally by 
improved and strengthened City councils. In Göteborg and Stockholm, the 
City councils were not only responsible for matters of the town but also for 
medicai care in the hospitals.11A new parliamentary organisation was admin-
istrated in 1865-66 when the old Four-Estate Riksdag was exchanged in favour 
of a Two-Chamber system.12 

In Sweden, health had been an issue of authoritarian control since the 
sixteenth Century. It will de suggested that this affected the way sufferers of 
venereal disease were viewed by society. The medicai definition had long-
since defined venereal diseases as a threat to society. The men and women 
that spread the diseases were considered to pose great dangers to the healthy. 
The socially constructed image of the sick through a medicai definition of 
disease was complemented by a non-medical definition. Venereal diseases 
became a health problem of national proportions which required societal and 
individuai responsibilities. Central government intervened and provided medi
cai care and confinement of the sick. To avoid compliance with medicine and 
social policy was punishable by the locai law. 

Late Eighteenth-Century Medicai Care in Ambulatory 
Kurhus 
In the late eighteenth Century, while the network of hospitals was still expand-
ing, a large number of patients with venereal disease received care in ambula
tory kurhus. To some extent, medicai care could be free of charge and made 
available to the most impoverished men and women in remote parts of the 
country. The patients that were considered "responsible" could be treated at 
home. Homeless patients were to be treated in certain houses that Collegium 
Medicum rented from the parish or the owner. In 1793, the number of patients 
with venereal disease had become so numerous in Östergötland that eight 
ambulatory kurhus had to be opened. The state and the County governors 
shared the cost of these establishments.13 Bringing emergency care to the peas-
antry would root out venereal diseases. 

Provincial physician Nils Apelbaum (1740-1809) fìled a report on his as-
signment at these ambulatory hospitals in 1794. Altogether 347 patients in 
nine hamlets had been treated for venereal disease, and the reports vividly 
reveal the extent of their suffering. Apelbaum stated that some of his patients 
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were so ill that they could hardly walk when they arrived. Some of their condi-
tions caused them to smeli so badly that they could not stay in the same room 
as the other patients. One of them slept in the stables until the physician made 
him well enough to come indoors with the others. 

Apelbaum was eager to show how happy his patients became when their 
health was restored. A thirty-three year old man that was unable to walk on 
arrivai left the hospital in tears. Although the disease had scarred him badly, 
the man was happy to be alive. Another male patient left the hospital "cheerful 
and happy", despite the fact that the disease had eaten away large parts of his 
penis. A seventeen year old girl that had suffered from venereal disease for 
two years hurried home to take care of her aged and sick mother as soon as 
she had been restored to health.14 The provincia! physician tried his best to 
make the Collegium Medicum realise that its investment had produced good 
and productive Citizens. Emergency medicine could restore these diseased to 
happy, thankfiil and useful Citizens who could take care of others that were 
chronically ill. State intervention was not a matter of charity since it served a 
societal purpose. 

In the following years, other similar projects took place.15 Serafìmerordens-
gillet transferred fìnances to the County Governors in order to provide pa
tients with venereal disease with free medicai care, food, warmth and lodg-
ings. However most physicians still argued that the ambulatory kurhus were 
inadequate. Eric Acharius insisted that the ambulatory hospitals were useless, 
since he constantly received patients that had been treated there. A couple of 
months after they had been discharged the patients showed up at the hospital 
in Vadstena, usually in urgent need of further medicai attention.16 

Different statements reveal a conflict of interests among the physicians in 
late eighteenth- and early nineteenth-century Sweden. Their different reports 
were probably part of the contemporary propaganda, in which all physicians 
struggled for financial support for whatever medicai care they were providing. 
Nevertheless, considering that patients in the ambulatory kurhus were left to 
their own devices, it is likely that they were discharged while the disease was 
latent. Social control of the paüent's behaviour was of course stronger within 
the walls of a kurhus that was part of a County hospital. Rolf Å. Gustavsson 
states that the withdrawal of the ambulatory kurhus became part of an in-
tended strategy to further enforce the social control and confinement of pa
tients with venereal disease.17 

In the 1790s there was a lively debate concerning medicai care for patients 
with venereal disease. The ambulatory kurhus were already declining in num-
ber. A Royal ordinance was issued for the hospitals in 1791, emphasising the 
importance of the fight against contagious disease. Its flfth paragraph stated 
that there should be a county hospital in every Swedish County. No cripples 
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or incurables were allowed in the county hospitals, since this was primarily 
aimed at restoring men and women to society.18 Düring the 1770s ten hospitals 
were founded, which increased the number of hospital beds from 79 to 196 in 
1781. Several alteraüons took place in pre-existing hospitals, along with the 
opening of 18 new establishments up until 1811. The number of beds in
creased to 692. By 1781, 730 patients had received medicai care in a County 
hospital. Thirty years later, this figure had increased to 4,053.19 

The largest of the eighteenth-century hospitals was founded in Vadstena in 
Östergötland. Its first physician, Eric Acharius, was appointed in 1795, and by 
1810 it could care for 40 patients.20 Düring the years that Acharius served at 
the hospital, he wrote several reports on how to cure patients with venerea! 
disease. Vadstena hospital soon became the primary institution for studies of 
medicai matters.21 Several historians have written about different locai hospi
tals in Sweden. In these hospitals, the individuai physicians tried to restore the 
patients but published no artides on their work. There was a similar situation 
concerning the patients in Västerås, Sunnerbo and Norrköping. Large num-
bers of severely sick were brought to the hospital in need of expensive medicai 
care.22 Patients with venereal disease were diagnosed as suffering from degen
erate diseases and large ulcers. The multitude of remedies prescribed for pa
tients indicates the commitment of the physicians. 

The 1812 Legislation - Social Control that Impeded against 
Venereal Disease 
In 1785, Collegium Medicum suggested several means to impede venereal 
disease, different legislative measures being among these suggestions. The re
port from Collegium Medicum detailed who were guilty of spreading diseases. 
Certain men and women should be specially controlied by society. Peddlers, 
journeymen, servants, gypsies, glass blowers and anyone that migrated from 
the fisheries on the West Coast were to be inspected. They were to hold a 
traveller's pass that included a bill of health. Orphans were not to be dis-
charged from the Stockholm Orphanage without a clean bill of health. Certain 
public places were to be controlied on a regulär basis. Coffee-houses, inns and 
pubs should be inspected to ensure that the personnel did not suffer from 
disease and pass it on to the visitors. Health spas, harbours and garrisons 
should be put under regulär inspecüon if venereal disease was to be exün-
guished from Swedish society. 

The Collegium Medicum requested further financial support. They also 
suggested other impediments against venereal disease. Surgeons were to help 
in the medicai care at the hospitals as well as at the military regiments. It was 
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also suggested that Kungl. Maj:t. should write a circular letter to every bishop 
and minister in the country. The Church was to participate in the fìght against 
venereal disease by educating the public. At every catechetica! examination, 
the Collegium Medicum wanted the minister to ask the parishioners about 
whether they suffered from venerea! disease.23 

Alvar Björverud has illustrated the fact that ministers had taken part in 
Swedish public health since the seventeenth Century. He stressed that it was 
the increasing incidence of venereal disease that made centrai government 
suggest the increased medicai education of its ministers. It was argued that the 
ministers could provide medicai care and comfort as well as protection against 
quacks wishing to profìteer from the sick and their illnesses. 24 As early as the 
late eighteenth Century, venereal disease was at the centre of attention for 
public policies. 

It took several decades before the suggestions made by Collegium Medicum 
gained a hearing. Anders Nordenstolpe (1756-1841), a member of the Nobil-
ity, fìled a motion in parliament in 1809-1810, asking for legislative measures 
against the spread of these diseases. It raised the issue of medicai care for 
patients with venereal disease before the Swedish parliament in 1809. 
Nordenstolpe argued that better care of orphans and those sick with venereal 
disease would increase the population of Sweden. More money was needed to 
introduce further medicai care and stop the dreaded disease. His suggestions 
had previously been met with doubt, and the Nobility had claimed that no 
such funding was possible.25 

The proposition was received and commented on by a parliamentary com-
mittee. Signed by members from every Estate in the parliament, the Commit-
tee argued that coffee-houses and pubs should be inspected and regulated. 
Glass blowers, gypsies, peddlers, racketeers, horse-traders and others that trav-
elled the countryside should be submitted to health inspections, if they wanted 
to continue to travel. The Committee also considered it important to inspect 
sailors and soldiers as well as every man and woman that returned from the 
fìshing-industry on the West Coast of Sweden. The medicai responsibility to 
provide medicai care was left to the county governors.26 The requests that 
Collegium Medicum had made 25 years ago were acted upon. 

The Peasantry objected to these suggestions. Its members defended the 
peddlers and "prominent sailors". They argued that an inspection of these 
men was totally unnecessary and that restricting their opportunities to travel 
would destroy them fìnancially. Certain groups of farmers, the Odal-böndernä27, 
found the suggestions offensive. The comparison between them and rascals 
were "severely insulting". The Peasantry argued strongly against the subjec-
tion of licensed peddlers to medicai inspection. Their arguments were suffì-
ciently strong and the paragraph was altered in favour of the peddlers.28 
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Not much was said other than this. The Nobility, Clergy and Bourgeoisie 
accepted this legislation, probably since it did not affect any of them. The idea 
of legislating the social control of these groups provoked no objections since 
the poorer parts of populaüon risked getting arrested for vagrancy anyhow. 
Swedish central government had no doubts about subjecting their sexual and 
social behaviour to control in order to protect the heaithy. It was equally self-
evident that venereal disease could not be found among the Nobility, Clergy 
or the Bourgeoisie and that these classes were in no need of control. 

A Royal circuiate was issued to all county governors in Sweden on June 10 
1812. This ordinance stated that the locai law enforcement should pay atten
tion to whether or not venereal diseases had infested locai inns. Vagrants and 
devious women should not be allowed to visit märkets or other public arrange-
ments. Women who had recently visited coastal towns were to be inspected. 
Peddlers from southwestern parts of Sweden, certain journeymen, 'Jews and 
similar people", were to renew their bill of health every three months. If they 
could not show this certificate, they were to be banished from the county. Wet-
nurses, orphans and soldiers were also regulated. 

Venereal disease became part of the responsibilities assigned to every county 
governor. They could participate in the fight against debauchery and provide 
better Citizens for the State. Conferring further responsibility on them could 
prevent venereal diseases. Information about the spread of venereal disease 
should be brought to the county governors that could call upon the provincial 
physicians and locai law enforcement to fight it. Kungl. Maj:t. also promul-
gated that all county Governors should establish county hospitals: "previously 
existing hospitals should be extended, new building to be raised and that 
surrounding building be bought". 

Kungl. Maßt, also issued a circuiate to the Collegium Medicum. It was or
dered to do its best in the fight against venereal disease, to control its presence 
in society and to collaborate with the county governors in order to "root out" 
the disease. The Collegium Medicum was directed to maintain the same legisla
tion as had been issued to the county governors, to control special groups in 
society, provide medicai care and keep statistics on the frequency of venereal 
disease. The same Act also compelled every head of household to reveal 
when someone in their house suffered from venereal disease. They could call 
the locai minister for help. According to the ordinance, ministers were obliged 
to take part in the fight against these diseases.29 The 1812 Act introduced social 
control of the poor, which could be enforced by every authority in society. 

Care and control coexisted in this legislation. The ordinance of 1812 for-
mally empowered every authority in the country to watch and report venereal 
disease. Provincial physicians, locai law enforcement, ministers, county gover
nors, and every head of household were to beware of those that were infected. 
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Parente were obliged to protect their children from infected wet-nurses. Male 
members of society controlied the fìght against these diseases, but it can be 
assumed that wives were to keep an eye on their maids. Women were sup-
posed to watch their infante when they were left to nursemaids. The Act could 
easily turn members of a small community against each other. One might 
easily assume that this Act was difficult to carry out. 

Some of the reports fìled by provincia! physicians in the early nineteenth 
Century can illustrate the consequences and effectiveness of this ordinance. In 
1813, Carl Johan Kjellman (1768-1823) in Värmland stated that he had not 
witnessed one single case of venereal disease over the last year. He argued that 
this was entirely because the new statutes of health bills had been carefully 
implemented in his district.30 The inspections were sometimes found ineffi-
cient. Provincia! physicians in search of venereal disease inspected large num-
bers of men and women. In Halland, Professor Johan Lorentz Westberg (1759-
1846) claimed to have inspected more than 3000 people, only to find 10 cases 
of disease. In Vänersborg, provincial physician Anders jonas Alm (1788-1818) 
had inspected 2800 people only to find 21 of them sick. He concluded hat his 
district was less infected by venereal disease than the neighbouring county 
Bohuslän.31 

The increasing social control and the widened responsibilities that were 
appointed to the county governors made venereal disease an even more im-
portant issue in Swedish society. In 1811, a circuiate was sent to every physi
cian in Sweden from Kungl. Maj:t in which the physicians were ordered to 
report estimates of the incidence of venereal disease along with information on 
what venereal disease implied to their county. Such reports frequently indi-
cated numerous cases of disease and a widespread fear of social disgrace 
among the parishioners. Besides social control, the financial funding of medi
cai care remained an acute problem that had to be dealt with by society. 

Providing Medicai Care 
The provision of medicai care for patients with venereal disease was consid-
ered important during the eighteenth and early nineteenth centuries. Swedish 
authorities, that had long-since controlied the care for the sick, gradually ac-
cepted this responsibility and found different ways to finance it. Consequently 
venereal disease became a financial matter. The large numbers of sick needed 
hospital beds, medicai care, food and warmth. During the 1810s, venereal 
disease was not considered to be solely a social and moral crime. It was also 
perceived as a medicai problem that could be solved. Relieving these patients 
from their conditions returned the sick to society as useful Citizens. 

- 9 7 -



The eighteenth-century funds that had paid for previous activities at the 
county hospitals could no longer be afforded. Hospitalsfonden were no longer 
supply the necessary finances to provide for the numerous patients with vene
real disease and Kungl. Mßj:t expressed great concern that the previous invest-
ments would be left unused and useless. The Kungl. Maj:t flled a proposition 
to the Riksdag in 1815, suggesting that some fiscal revenue should be levied in 
order to pay for the necessary medicai care. It did not define the sick as 
criminals but focused on fìnding a way to fìnance medicai care for those poor 
and sick patients that were unable to pay their own physician.32 The Riksdag 
granted this proposition, and administrated a voluntary revenue while the county 
governors awaited further directives. 

In 1905, Edvard Welander argued that the country "had benefited greatly 
from this taxation" since it had signifìcantly influenced the way in which medi
cai care was provided for patients with venereal disease. He also stated that, 
during the 90 years that had passed since the tax was first introduced, no other 
country had been able to provide free medicai care against venereal disease.33 

It had the perplexing consequence that venereal disease was put before all 
other diseases. The revenue was to provide for these patients and no others. 
Genereal direktör Carl Johan Ekströmer (1793-1860) concluded in 1840: "one 
is almost tempted to believe that egoism has played a larger part in the ar
rangement of our public heaith care than true humanity."34 

Few historians in Sweden have touched upon the mandatory tax that pro
vided medicai care for these patients. Arthur Engel mentioned it briefly.35 

Ingrid Hammarström showed that hardly any ideological arguments were put 
forward in the parliamentary debate concerning this tax. In her artide "Ideol-
ogy and Social Policy in the Mid-Nineteenth Century", she stated that humani-
tarianism and philanthropy determined social reforms in nineteenth-century 
Sweden. Hammarström found Swedish authorities unable to administrate a 
fair tax ordinance. She suggests that the heaith tax against venereal disease 
was introduced as a social and moral insurance for the poor, to remind them 
to "guard against venereal disease".36 

Consequently, the Kungl. Maj:t administrated a voluntary tax in 1815. The 
members of parliament were soon made aware of the inconsistencies and 
insecurities caused by voluntarism which made the usage of this income prob-
lematic. Two years låter, in 1817, it was altered into a mandatory fee. The new 
poli tax dictated that every adult man and woman had to pay a small sum of 
money to the county hospital. The care of impoverished venereal patient be-
came a civic duty. Questions on how to administrate the new revenue led all 
four Estates in the Riksdag to ask the Kungl. Maj.t. for directive legislation 
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concerning the Swedish hospitals. On December 17 1817, the Instructions 
were introduced, dividing the administrative powers between the Seraßmer-
ordensgillet and a locai Hospital board. 

The voluntary revenue was to be administrated by a locai dire ctorate, in 
which the County Governor presided over fìve other members. The fourth 
paragraph stated that patients were to supply a certificate from their parish to 
the physician, and that every patient would be inspected before their admis-
sion to the hospital. Patients with venereal disease were supposed to have their 
own wards and their own Utensils. Patients with other conditions were prohib-
ited from using these. The legislation also stated that patients were to pay for 
their own travelling expenses when they left the hospital. Patients from the 
parishes that had not voluntarily collected money for this group of patients 
were to be provided for as previously. If the finances were found insufficient, 
every directorate was ordered to apply for money to the Kungl. Maj:t. di
rectly.37 

Enthusiasm in favour of a public health tax against venereal disease could 
be found in the 1815 protocols from the Nobility. They presented severa! 
reasons why free medicai care should be provided for poor patients. AJ. 
Hagströmer, chairman of Kung:l Sundhetskollegium, as well as a member of 
the Nobility, presented several arguments for the introduction of free medicai 
care against venereal disease. He strongly emphasised the poverty of the pa
tients. "Since the peasantry, at times of epidemics and diseases, most often do 
not turn to a physician, if forced to pay for him or the drugs, and since a less 
positive effect has appeared by the legislation that issues a daily fee for every 
sick that must be admitted to a hospital or a kurhus" Hagströmer believed 
that a stronger enforcement of the legislation fromjune 10 1812 and the open-
ing of at least one hospital in every county could arrest the spread of venereal 
disease. 

County governor in Stockholm, Gustav Fredrik Lilljenkrantz (1801-1869)38 

argued that no more "patriotic contributions" were to be expected from pri
vate individuals. He feared that the parishioners hesitated to seek medicai care 
until it was too late. He found "the obligation to care and support these wretched, 
once they have become incurable and cause abomination to themselves as 
well as dread and danger to those that comes near them" a much more expen-
sive alternative. The suggested fiscal reform would provide institutions and 
inventories to impede a "devastating contagion", which he considered a neces-
sity to protect the nation's future. If locai hospital boards were allowed to 
administer the tax revenue from their locai county, this would cause a finan-
cial strain of the parishes.39 
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Certain equity problems soon arose concerning the tax revenue. Some 
counües that were not so badly aJBQicted with venereal disease ended up with 
a signifìcant surplus while other counües still could not afiford to provide medi
cai care for all those patients with venereal disease. At first, the Kungl. Maj:t. 
issued a Royal circuiate in July 8 1818, stating that any surplus should be 
administered to other counties facing fìnancial problems concerning patients 
with venereal disease. Several objections were raised at the parliament in 1823. 
On March 10 1824, a mandatory tax was legislated. It decided that the rev
enue would remain within the locai district. The health tax would vary be-
tween 1 and 5 skillings. Each county was allowed to regulate the size of their 
own tax according to their own need.40 

In spite of the discussions and arguments against the revenue, Kungl. Maj:t 
stressed the importance of forceful measures against venereal disease and ar-
gued for its continuance. A proposition on this was fìled on November 29 
1817. Several complaints had been fìled against the insecurity of voluntary 
contributions. Several counties found it impossible to build new hospitals, 
since they did not know whether the revenue could be collected to pay off the 
necessary loans. As a result of this, the 1817 proposition suggested that the fee 
should become mandatory. Any surplus was to remain within the county in 
question, and the directorates were to remain the same as before.41 

The Royal proposition of 1817 caused signifìcant debate among the Bour
geois. Several speakers enforced the importance of national efforts against 
venereal disease; it was argued that the measures against venereal disease 
remained a national issue. "Considering what was recently spoken concerning 
the Coastal areas, I must admit that the contagion is very common there, but 
there is no lack of examples on how she, also has at times rampaged several 
places inside the country and I find it most important that forceful measures 
for the impediment of this injurious disease, must, as soon as possible, be 
taken."42 Venereal disease was perceived as a danger to the entire country, 
that could strike anywhere and at any time. 

The Peasantry continued its forceful resistance against the legislation. Since 
venereal disease was considered uncommon, the locai patients numbered only 
a few in some districts. The opinion that the disease was best cured at home 
also enhanced the belief that there was no further need for an increase in 
revenue. As the district already supported a locai hospital, the increased in
coine would only provide a new, uncalled-for, institution that would eventu-
ally cause the district extra expense.43 Several other members aired similar 
opinions. They agreed to further oppose the Royal proposition on May 23 
1818. The Estate argued that venereal disease was rare in the Swedish country-
side, and that the previously administrated hospitals were sufficient. They 
pointed out that the previous agreement of 1815, concerning voluntary contri-
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butions to medicai care and hospitals, should remain valid, but rejected the 
siiggestion of a mandatory revenue.44 Those closest to the agrarian poor that 
could be identified as suffering from venereal disease denied that further mea-
sure had to be taken against the disease. 

Three out of four Estates, the Nobility, the Clergy and the Bourgeois, were 
in favour of the 1817 proposition. Consequentiy, it was decided that a manda
tory fee was to be paid by every adult man and woman in the country. This 
was a much harsher fiscal legislation than the previous. 75 members of the 
reinforced standing committee of supply granted the proposition. 44 votes 
were cast against it.45 Until the next Riksdag; Swedish men and women were 
compelled to pay a mandatory tax for the medicai care of patients with vene
real disease. It was collected in the locai parish and administrated by a locai 
authority. The Serafìmerordensgillet was no longer to fìnance the medicai care 
of patients with venereal disease. 

The Continued Use of a Mandatory Revenue 
In 1823, Serafìmerordensgillet fìled a report to the Kungl. Maj:t, about the 
state of the hospitals in the country and the fiscal legislation concerning vene-
real disease. Large payments had still been made to medicai care in Nyköpings 
län, because of the large numbers of cases with venereal disease in the parish 
of Julita. Seraßmerordensgiüet suggested severa! future problems in providing 
medicai care for patients with venereal disease. The unstable epidemiologica! 
character of venereal disease and the fact that several of the hospitals were 
deeply in debt made the Seraßmerordensgillet ask for a conünuance of the 
revenue.46 

The parliamentary debate detailed in the previous passage characterised 
defence against venereal disease as a financial issue. The Riksdag argued that 
the continuance of the revenue could be based on a mutuai understanding 
with the average citizen. As long as the parishioners understood that it was 
their responsibility to pay for the medicai care then venereal disease could be 
rooted out. These parishioners were the ones who would eventually require 
the medicai care that the kurhus could provide for them. It was implicitly 
understood that no one with sufficient means would degrade themselves by 
looking for medicai care in these institutions. 

The new directives that were enforced for the provincial physicians in 1822 
also took venereal disease into account. The County governor, the locai min
isters and locai police forces could be involved in trying to make a non-com-
plying syphiliüc join the inspections.47 Concurrent with the debate about how 
to provide medicai care for these patients, the social control of them continued 
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to increase. No efforts were spared in the fìght against venereal disease, and 
yet a surprising consensus characterised the parliamentary debate over the 
social poliücs concerning it. 

The Kungl. Maj:t stressed the importance of the mandatory fee in a propo
sition from 1823: "A large number of people had been taken from the state if 
not so forceful measures had been available to restore their health, as well as 
having spread the disease to others that consequently could have ended up in 
the same unfortunate situation." It was further argued that the fee was the most 
important income in the histoiy of the hospital network. The proposition strongly 
recommended that it be continued since a great number of patients still suf-
fered from the disease.48 

The parliamentary committees often found the necessary arguments to 
uphold the mandatory fee in reports from the Kungl. Sundhetskollegium and 
Seraßmerordensgillet. In 1828 the former reported the large number of pa
tients with venereal disease and emphasised the necessary continuance of the 
tax. Seraßmerordensgillet and Medicinalfonden suffered greatly from lowered 
incomes, and the increased costs of medicai care of the insane strained their 
fìnances.49 The substanüal sums that were collected from the revenue soon 
made it a necessity. In the 1834 proposition, Seraßmerordensgillet reported 
that the revenue amounted to 92,804 R:dr, while the collected incomes to the 
hospitals were 28,524 R:dr. Since the national expense for medicai care added 
up to 119,758 R:dr, there was no way the Kungl. Maj:t. could recommend that 
the tax be repealed.50 

Several members of the Nobility supported the continuance of the rev
enue. Casper Ehrenborg (1786-1844) argued that the tax and its locai admin
istration had taught the peasantry the value of fiscal contributions, state inter
ventions and thrift. He even stated that the tax could enhance "the physical 
well-being and the moral manners". Ehrenborg opposed the fact that the rev
enue was only to be used against venereal disease. He argued that the revenue 
should also supply the peasantry with midwifes and apothecaries. The new 
income could also imply that at least one person with some knowledge on 
medicai matters could be supported in the districts. He also pointed to the 
need for education. The revenue could finance some sort of school, which he 
thought would enhance their health.51 A need for greater open-mindedness 
and empathy for other medicai and social problems were being called for. 
This suggestion received no understanding from the committee and central 
government. 

There were those among the Nobility who resisted the continuance of the 
revenue. Several members of the Nobility agreed that the fiscal legislaüon 
could have unfortunate consequences. Some even argued for its repeal. Johan 
Gustav Hjerta (1791-1859)52 found the revenue unfair. While living in huts, 
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poor families had to pay signifìcant sums of money for "great palaces" they 
would never use. Hjerta concluded that it was a public rather than a locai 
matter to prevent venereal disease from spreading through the country. He 
nevertheless understood that the income was necessary to the hospital net
work. Hjerta wanted to keep the fee as low as possible, so that it would not be 
so hard for the poor peasantry to pay it.53 The decision-making committee 
ignored this sign of concern for the poor. 

The Peasantry still expressed certain resistance to the revenue. By now, 
they mostly concerned themselves with administrative issues of how to distrib-
ute the incomes and make sure that the parishioners paid the tax. Members 
from Värmland argued that the tax should remain in use since they found it 
served their county well. Instead they argued that Serafini er ord ensgille £, to 
which they had previously contributed to by collections made at weddings, 
funerals and other payments, should still support their need for medicai care. 
K not, the representatives stressed that their money should be paid back to the 
County of Värmland. Commenting on the administration of the revenue, the 
members strongly emphasised the need for locai government. A locai author-
ity provided the necessary trust that could persuade the peasantry to continue 
paying the mandatory fee.54 Much of the låter debate concerning kurhusavgiften 
related to similar issues. The issue of medicai care became a battle between 
locai government and central government. The debate on how to flnance 
medicai care clearly distanced itself from the sick patients. 

Further resistance from the Peasantry was expressed in the 1828-29 Riksdag. 
Caspar Wijkman (1795-1830) argued that the tax should be replaced with a 
contribution from Kungl. Maj:t.55 Wijkman stated that the tax hit the poorer 
classes unfairly. The committee did not agree with him, arguing that the tax hit 
everyone equally. The revenue "maintains Curanstalter, that truly had been 
opened for these classes and are used almost exclusively by them." 56 The 
parliament expressed no interest whatsoever in whether this sum was signifì
cant to the poor. How it affected different households was considered unim-
portant. It was assumed that the poor should take part in paying for the hospi
tals that were provided for them. 

In 1834, certain objections to the revenue were raised among the Clergy. 
They questioned the fact that patients with other diseases were treated so 
differently. Doktor Ruus, a representative from Gävleborg, discussed the con-
ditions of medicai care in his district. Since it was so sparsely populated, the 
sick had to travel a substantial distance. As a result of this, Kungl. Maj:t had 
allowed the county to administrate two kurhus, one in Hudiksvall and one in 
Söderhamn. However, since these institutions were to be fìnanced by the 
mandatory tax, they could not treat people with other diseases or injuries. 
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These patients had to travel 150 km to the hospital in Gävle. Doktor Ruus 
argued that the revenue could come into use for patients with other afQictions 
as well. 

Ruus' ideas met strong resistance in his own Estate. His opponents pointed 
out that the tax was a temporary measure to fight venereal disease. It was to be 
repealed "when the purpose was fulfilled".57 The Peasantry and the Clergy 
decided to support the Royal proposition in 1834 and the continued use of the 
revenue. The only discussion that took place at this Riksdag involved the 
Nobility and the Bourgeois. Members of these Estates argued for an enforce-
ment of the fee. Previously, every census-registered man and woman over the 
age of 15 had paid the tax. In 1834, the proposition suggested that this age 
should be changed to 17. The Nobility opposed this, since they believed it 
would decrease the incomes of the revenue. The committee chose to ignore 
these propositions and proclaimed the Royal proposition as it had before.58 

The persistent indifference to suggestions and ideas about how to provide 
medicai care was probably due to a general disinterest in these issues. Public 
health measures concerning infectious diseases had not yet been introduced 
to nineteenth-century society. Venereal disease was more or less perceived to 
be an issue of social order and confìnement of the sick. The professionalism of 
physicians was yet to come and it is not surprising that the contemporary 
parliament spent little time arguing over how to care for the sufferers of syphi-
lis. 

Through the early decades of the nineteenth Century, this fiscal revenue 
was considered to be a philanthropic protection of the poor. The parliamen-
tary debate quieted down in the 1840s and 1850s, until a young debutante, 
Lindeström, raised the issue in the Riksdag. In 1859, he questioned the impres
sion it would leave on other European countries if Sweden continued to ad-
minister a poli tax that implied a Constant presence of venereal disease and a 
widespread need for hospital care. Lindeström argued that the kurhus could 
not be abolished from Swedish society. Since the revenue was a necessity to 
"ali the bewitched that are in need of such care" he never suggested that it be 
revoked. Nevertheless, he suggested that it could be adjusted to the individuai 
tax-payer's income, which would protect the poor. The name of àie tax in 
itself posed a threat to the morals of spouses and virtuous women, and he 
suggested that it should be altered to something less provocative.59 The com
mittee did not consider his suggestions. They argued that, since the clientele of 
the kurhus mostly consisted of the poorer classes, the fee was fair. The pur-
pose of the fee was considered "noble" eis it aimed to restore health to the 
suffering. The committee argued that "a truly moral feeling should not be hurt 
by this proper term."60 The name of the revenue was not altered. It would be 
another 14 years before another debate concerning it took place. 
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In 1873, resistance against the revenue surfaced in the second Chamber. 
Certain opponents lead by Ola Bosson Olsson (1824-1907) suggested several 
changes to the revenue. They suggested that it should no longer be personal 
but income-based. It was also suggested that the revenue could finance differ-
ent kinds of medicai care, instead of focusing on venereal disease.61 The stand
ing committee of ways and means approved of some of suggestions to change 
the fee. They agreed to alter its name to sjukvårds avgift. Every census-regis-
tered man would pay this tax in full, while half the sum would be paid by 
every census-registered woman. Its first and foremost purpose would stili be to 
provide medicai care for patients with venereal disease, as well as any mea-
sures that were deemed necessary to prevent the spread of these diseases.62 

Generaldirektören of Kungl. Sundhetskollegium Olof Fredrik Hallin (1821-
1888) opposed the idea of altering the revenue. He believed venereal disease 
was still spreading its poison and undermining the nation. Hallin, who was 
also a member of the Nobility, thought that the network of kurhus provided 
protection for all Citizens in the country, while a hospital was a charitable 
institution. This was to be fìnanced by the different municipaiities, private 
donations or paüent's fees. Hallin provided the strongest opinions in this dis-
cussion, none of his colleagues refuting him. No-one implied that the fee would 
be anything but a protection fee, paid to fend off venereal disease.63 

Rolf Å. Gustavsson argues that providing free medicai care for the poor 
became an important issue for two reasons. It implied that they were granted 
medicai care for their diseases while the state were enabled to confine them to 
care. This was believed to provide the best protection possible and replaced 
the previous attempts to educate the public. Gustavsson also implies that the 
mandatory tax was an important part in the consolidation of acute care hospi
tals in Sweden.64 Undoubtedly, the building of a hospital network and the 
provision of medicai care for patients with venereal disease concurred with 
other themes in contemporary Swedish society. 

Sjukvårdsavgiften encountered much resistance during the 1880s and 1890s. 
Members of both Chambers filed motions against it in 1888, 1892, 1895, 1896 
and 1899.65 It was argued that the revenue was unfair since it remained per
sonal. By now, most medicai care was fìnanced by the taxes on liqueur sales, 
and opponents argued that the revenue was unnecessary. Mostly members in 
favour of these suggestions raised their voices during the debate in the Riksdag; 
saying it was unfair and outdated. The committees voted against ali these 
motions, stating that the tax was too small to cause the poor any harm. If the 
poor could not pay, they no longer had to. The abolishment of this revenue 
was also believed to cause patients with other diseases a higher rate at the 
hospital beds, and disorganisation in the tax-legislation. Furthermore, the com
mittee argued that the small, personal taxes aiways had "strengthened the 
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sense of belonging" among the peasantry. They also reminded the poor of the 
services rendered them from the community.66 Very little changed concerning 
this tax. Early nineteenth-century perceptions of venereal disease as a great 
threat to society continued to be the most effective argument to impede against 
disease. Whether it had made any difference will be addressed in the follow-
ing section. 

The Costs of Medicai Care 
A certain extension of the hospital network took place and a number of new 
hospital beds were administrated in the first half of the Century. In 1801 Swe-
den had 32 hospitals, and four more opened in the following twenty years. 
Between 1821 and 1841 the number of hospitals increased to 45, and accord-
ing to Richard Wawrinsky 28 other hospitals were repaired or extended at 
least once between 1811 and 1841. In 1821, there were 2,441 Swedes per 
hospital bed, which had decreased to 1,399 by 1841. By 1861, the number of 
patients admitted for medicai care had increased to 16,891.67 In spite of the 
introduction of the revenue, the real expansion had taken place in the eigh-
teenth Century. The next large increase in numbers of the hospital network 
took place in the 1870s. This will be elaborated upon in the following. 

The importance of the fiscal revenue can be studied in the annual Royal 
propositions. The proposition from the Kungl. Maj:t. argued the impressive 
sums that had been collected as the primary reason for continuing the rev
enue. Statistics based on the reports from the Serafìmerordensgillet and Kungl. 
Sundhetskollegium, showed that the County hospitals were financed by the 
fiscal revenue and by collections. Düring the 1850s and 1860s, these incomes 
grew considerably, since the Swedish population increased and the fee was 
raised. Medicai care also became increasingly expensive. Kungl. Maj:t. con-
sistently argued that the network of hospitals would be unable to last without 
this fiscal revenue. 

Table 4 shows that the revenue contributed a significant part of the neces-
sary incomes to the hospital network. The second column tabulates the rev
enue in Swedish riksdaler as it was presented in the Royal proposition the 
following year. The third column computes the other incomes from the same 
source. The Royal propositions also outlined the costs for the network of hos
pitals in Sweden and this is tabulated in the fiffh column. The importance of 
the revenue is computed as a percentage of the total incomes in the fourth 
column. 
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Table 4: The revenue as a percentage of the total income and expenses of 
the hospitals 1842-1862. 

Year Incomes 
From revenue Other incomes % from revenue 

Expenses 

1842 112,535 71,536 61 165,834 
1845 144,222 72,922 66 170,264 
1848 154,922 90,024 63 207,822 
1851 161,887 110,208 59 226,670 
1854 175,820 101,932 63 254,922 
1857 209,381 127,936 62 299,561 
1860 243,638 141,515 63 379,831 
1862 409,575 180,362 69 516,932 

Total 1,611,980 896,435 64 2,221,836 

Source: Royal propositions RT 1844 No. 15, RT 1847 No. 36, RT 1850 No. 
36, RT 1853 No. 21, RT 1857 No. 60/1857, RT 1859 No. 33, Committee-
report no. 4/1863, RT 1865 Royal proposition No. 63. 

Between 1842 and 1862, medicai care expenses increased fìvefold. The 
need for the revenue becomes increasingly clear in the national statistics, since 
the other incomes of the hospital network only doubled. The revenue contrib-
uted 64 % of the necessary incomes to the hospital network. Its contribution 
varied over the course of these 20 years, but its signifìcance was evident. In 
1862 the mandatory fee provided 69 % of the funding for medicai care. It 
maintained a great importance considering the medicai flnances through this 
period, since its contribution never receded below 59 %. The mandatory fee 
managed to keep up with the increased costs of medicai care and remained as 
important in 1862 as it had been previously. Nothing has yet been said about 
how these incomes were put to use in the different counties. 

Table 5 tabulates the number of hospitals and the number of hospital beds 
per person in Sweden between 1821 and 1861. The first three columns tabu
late the number of hospitals in every county and Stockholm City in 1821, 1841 
and 1861. The following three columns then compute persons per hospital 
bed in each county and Stockholm City for three years. The last row indicates 
the total number of hospitals in Sweden. 
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Table 5: Number of hospitals and number of hospital beds per person in 
Sweden 1821, 1841 and 1861. 

County Number of hospitals Persons per hospital beds 
1821 1841 1861 1821 1841 1861 

Stockholm City 2 3 3 420 165 175 
Stockholm 3 3 4 1,480 1,510 1,369 
Uppsala 2 2 2 2,005 1,220 873 
Södermanland 2 2 2 2,782 1,382 1,527 
Östergötland 3 3 3 1,569 1,245 1,400 
Jönköping 1 1 1 3,798 2,508 2,137 
Kronobergs 1 1 1 3,840 2,336 3,045 
Kalmar 2 3 3 3,407 2,197 2,085 
Gotland 1 1 1 2,964 990 1,067 
Blekinge 1 2 2 3,290 1,452 1,403 
Kristianstad 1 1 1 8,978 1,658 2,229 
Malmöhus 1 3 4 7,065 1,692 1,231 
Halland 1 2 2 5,339 1,158 1,960 
Göteb. o Bohus. 2 3 3 1,204 917 642 
Alvsborgs 2 2 2 3,544 3,416 1,673 
Skaraborgs 1 1 2 3,297 2,129 1,807 
Värmlands 2 2 2 5,491 2,173 1,716 
Örebro 1 1 1 2,511 2,501 2,527 
Västmanlands 1 1 1 2,854 1,363 1,377 
Kopparbergs 1 1 1 2,457 1,973 2,086 
Gävleborgs 1 3 3 7,647 1,591 1,512 
V ästernorrland 1 1 2 4,193 2,862 1,598 
Jämtlands 1 1 1 3,047 2,543 5,101 
Västerbotten 1 1 1 2,321 4,550 6,789 
Norrbotten - 1 2 - 2,446 1,923 

Total 35 45 50 2,441 1,399 1,267 

Source: Wawrinsky, Richard (1906) p 310-311. 
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The large extension of the hospital network had already taken place in 
1821, and little happened after 1841. It was Stockholm City, Stockholm County, 
Malmöhus and Gävleborg that increased the numbers of hospitals. Norrbotten, 
the northern-most and sparsely populated area in Sweden, doubled its num-
ber of hospitals from 1841 to 1861. These hospitals were small and made little 
difference to the large number of residents in the county. Norrbotten is a large 
county and large distances complicated medicai care for many of its inhabit-
ants. 

The number of persons per hospital bed increased until 1841 and then 
stagnated in most counties. In four counties in the south-east of Sweden the 
number of persons per hospital bed decreased to a certain extent. In some 
parts, this measure for the standard of hospital care even worsened. In Jämtland 
there were 5,101 persons per hospital bed in 1861 and in Västerbotten there 
were 6,789 persons per hospital bed. This was a severe blow to medicai care. 
Jämtland was a poor part of Sweden, where it was difficult to fìnance medicai 
care. The hospital in Östersund had long-since been subjected to harsh criti-
cism from Kungl. Sundhetskollegium.68 

The situation was similar at the County hospital in Västerbotten, situated in 
Umeå. The previous hospital had been partly destroyed during the Russian 
invasion in 1809, and was constantiy in need of further repairs. When the 
hospital physician moved elsewhere there was still room for only 12 beds. 
Generaldirektör Ekströmer also considered the hygiene and office facilities 
poor. The medicai facility was improved in 1863 and eventually included 34 
beds.69 The lack of funding for the facility probably had some effect on the 
availability of medicai care for the average parishioner in Jämtland and 
Västerbotten. Since social control was so hard on those affected by venereal 
disease, they risked being admitted for medicai care whether they wanted to 
or not. The poor could not avoid the poor standard of these hospitals. 

The revenue can be investigated much more thoroughly in tables from the 
Annual Reports of Kungl. Sundhetskollegium. Certain changes took place 
between 1862 and 1873. The 38 districts that had collected funds in 1863 had 
increased to 48 different districts by 1873. The income supported 43 hospitals 
and kurhus in 1863. Ten years låter the number had increased to 62 hospitals. 
The 2,222 hospital beds where medicai care could be provided for Swedish 
patients had increased to 3,439 beds by 1873. 33 % of these beds were still 
reserved especially for patients with venereal disease. In 1873, the revenue 
provided 427,002 Riksdaler to the kurhus, but by now the income from the 
hospital's own funds had increased to 643,510. The total expense of medicai 
care was 1,020, 756 in 1873.70 The revenue still provided a signifìcant income 
to medicai care in Sweden, even though other resources complemented it. 
When questioned, the fìnancial reasons for maintaining the revenue were stili 
sufficient for its continuance. 
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Summary Discussion 
Swedish society had intervened in health-related matters since the late six-
teenth Century. Governmental power in Sweden controlied every hospital and 
every physician in the country. Even though the responsibility for fighting 
venereal disease was appointed to locai government, the significant decisions 
were still being debated in the Riksdag. There was an interest in impeding 
venereal diseases in the late eighteenth Century, which grew in importance in 
the early nineteenth Century. By 1820, Kungl. Maj:t. had administrated two 
legislative Acts that intended to strengthen the measures against this disease. 

Medicai attention of the sick was carried out in ambulatory kurhus in the 
late eighteenth Century. One physician could provide medicai care for numer-
ous patients. These institutions lacked in supervision of the patients and they 
were replaced by County hospitals in the early nineteenth Century. Reports 
from ambulatory facilities indicate the physicians' willingness to restore the 
sick. Eighteenth-century Sweden saw venereal disease as a threat to society. 
The disease endangered contemporary mercantile ideas of a large, strong and 
healthy population. The importance of medicai institutions became an early 
motif for public debate on these diseases. 

Social policy on venereal disease was also enforced by emphasising social 
control of the sick. By assigning control mechanisms to every authority pos-
sible in Swedish society, those men and women suffering from venereal dis
ease would be located and taken into medicai care. Increased responsibilities 
were given to the county governors, and every locai authority was to partici-
pate in locating the sick. The patients were then to be attended to by the 
physicians and placed in a kurhus. In the Act of June 10 1812, vagrants, ped-
dlers, journeymen, workers in inns and fisheries, gypsies,Jews and glass-blow-
ers were defined as dangerous. As a result of their vagrant life style, they were 
portrayed as potential syphilitics. They were obliged to carry a bill of heaith 
with them. Any man or woman could easily be subjected to inspection and 
medicai treatment. The Act entitled and obliged any locai police, minister or 
head of household to report cases to higher authorities. 

In the early nineteenth Century, it was becoming difilcult for society to 
afford medicai treatment for the sick. The incidence of disease had increased 
significantly. The Act of 1812 was probably too difficult to carry out and can-
not be pointed to in order to explain such an increase. It is more likely that an 
actual increase of the disease took place. In 1815 the problem became acute 
and Kungl. Maj:t. levied a revenue in order to provide the necessary finances 
which implied that every census-registered man and woman was to pay a 
small sum of money to the parish. The revenue provided locai society with a 
protection, an insurance against venereal disease, and enable the county to 
provide medicai care for the impoverished. 
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Politicai consensus characterised the debate that followed this legislation. 
The bourgeoisie, clergy and nobility never feared Stigmatisation and had no 
hesitations about paying the tax or enforcing it upon their subjects. The peas-
antry argued that venereal disease was not present in their respecüve districts 
and that no revenue was necessary. Their worries were disregarded and the 
revenue was made mandatory a few years låter. There were administrative 
conflicts concerning locai or central government over this income. The social 
issues were not interesting, since the diseases were considered to affect "oth-
ers". The members of parliament appear to have had no fear of having this 
social policy inflicted upon them, since they could afford private medicai care. 
Poverty and vagrancy were important epitaphs of patients with venereal dis
ease. 

The Estates much appreciated the fiscal revenue. From the 1820s onwards 
some protests were raised concerning empathy towards those poor who could 
not afford to pay the fee. Objections were also raised about the fact that medi
cai care was free for those with venereal disease but expensive for anyone who 
became infected with other diseases or was injured. The decision-making com-
mittee ignored all objections. Until the 1830s the revenue was still considered 
a temporary fee which would be repealed when venereal disease had van-
ished from society. Not many members of the higher Estates protested against 
the revenue, and the Kungl. Maßt considered this income most useful. 

This revenue provided the medicai authorities with their biggest income 
ever. The Riksdag soon considered it too important to abolish. In spite of the 
fact that protests against it continued throughout the Century, the revenue was 
still effective in the early 1900s. Its primary aim was still to provide incomes 
that could fìnance the fight against the spread of venereal disease. Venereal 
disease was still considered dangerous. Metaphors that lingered on since the 
eighteenth Century hindered the progress and development of financial policy 
against venereal disease. 
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7 
Patients with Venereal Disease in Härnösand 1814-1844 

Swedish and international historians have frequently studied experiences of 
medicai treatment and institutional care. Much work is focused upon the 

sick and their contacts with the medicai profession. The traditional outlook on 
early hospital care suggested that hospitals claimed more lives than they saved, 
because of high mortality among the sick. However john Woodward opposed 
previous fìndings among medicai historians, claiming that British hospitals, far 
from killing patients, instead functioned as institutions of medicai care where 
those deemed incurable were rarely let in.1 Evelyn Bernette Ackerman shows 
that early nineteenth-century hospitals were used by both homeless and wealthier 
men and women. Patients with venereal disease were not allowed to receive 
medicai treatment in the hospital she has investigated. The hospital of Mantes-
lajolie cared for patients with gynaecological, respiratory and epidemie dis
eases. Ackerman clearly discerns how the usage of the hospital changed dur-
ing the Century.2 The following section will look further into how Swedish 
hospitals functioned to impede venereal disease. 

Johan Ponten commented on the function of an early County hospital when 
venereal disease increased in Örebro County. Most patients in Örebro County 
were brought to the hospital since their disease had been detected at inspec-
tions. According to Pontén, several epidemics of syphilis occurred in Örebro 
County during 1792, and the County Governor ordered inspections to be 
carried out by the provincia! physician. However large numbers of people did 
not comply with this and ran away. The provincial physician J.A. Wadström 
held a speech in church on how to protect oneself from the disease. He also 
left different medicines for the minister to hand out among the impoverished 
patients.3 This kind of ambulatory medicai care was not uncommon in Swe-
den, as has been previously shown. 

This chapter will flrstly identity those found to be infected with venereal 
disease by the physicians in charge by investigating the patient records from 
Härnösand kurhus. Secondly, it will look at how the disease and its medicai 
treatment affected the patient's ability to continue life as they had known it 
before their admittance to the hospital. It contemplates to what extent they 
could participate in increasing the locai population during the first fìve years 
after their medicai discharge. It was previously deflned as essential demo-
graphic life-course. To study a person's essential demographic life-course means 
looking at whether the person could stay at the geographica! place in which 
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they had lived at the time of falling ill. It also implies looking into whether a 
patient could remain a member of his/hers previous family or form a new 
family with any eventual spouse. 

* 63,123 people lived in Västernorrland in 1820. Its most important town in 
this period was Härnösand, which held 1,826 inhabitants in 1820. The town 
had been founded in 1584 for commercial reasons and had been a centre of 
religion, politics, education and medicai care in the northern parts of Sweden 
since the seventeenth Century. A trivialskola was founded in 1641. Already an 
important centre of commerce, the town founded its gymnasium in 1650. Af
ter a long period of difficulties, it earned its right to trade in 1765. In 1772 the 
town became the northernmost diocese in Sweden, which it remained until 
1904. Since 1778, Härnösand included the County Governor's residency. In 
the early nineteenth Century the merchants of Härnösand sold tar, timber, 
fabric, butter, game and fish. By 1845, the population in the county had in-
creased to 85,875 and the town now had 2,163 inhabitants.4 

The County hospital in Västernorrland was situated in a small yet impor
tant town of the county. Being the second northern-most hospital in Sweden it 
was obliged to take care of the sick in large parts of northern Sweden. An 
investigation of the patient records from this hospital will show who the pa
tients were and how they were taken care of. Firstly, this chapter will outline 
who was infected with venereal disease and admitted to the hospital. Sec-
ondly, life-course analysis among the patients will show whether their illness 
affected how these men and women continued to live their lives. 

Early Nineteenth-Century Medicai Care in Härnösand 
The reported incidence of venereal disease fluctuated in late eighteenth- and 
early nineteenth Century. The number of patients in Västernorrland also var-
ied signifìcandy over the years covered in this passage. In 1811 the provincial 
physician Johan Noreus (1769-1814) reported that venereal disease was fre-
quent in every parish in the County. It had infected almost every hamlet in the 
parishes of Fors and Liden, where salmon and alcohol was the common diet. 
Noreus believed this diet to have an effect on the occurrence of the venereal 
poison, since the disease disappeared when the salmon became less prevalent 
in the locai river. The sick suffered from an illness which eroded their limbs. 
Johan Noreus used ointments and decoctions to cure them. Until 1811 he had 
not tried any dietary methods.5 The frequency in reported venereal disease 
often fluctuated between 1822 and 1840; the Härnösand district annually re
ported between 12 and 72 patients. Härnösand reported less than 100 cases 
prior to 1853.6 
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In his 1838 Report the provincia! physician in Västernorrland, Tomas W. 
Hedlund (1791- 1847), presented his ideas about how venereal disease spread 
in his districi He pointed to foreign sailors who arrived during the summer. 
He also considered the immoral habits of the locai peasantry a danger, since 
"they enjoyed to mingle with the other sex on Saturday evenings." This made 
venereal disease a particular menace in Sundsvall. In Härnösand it was more 
common to employ locai men and, since the merchants used their own ships, 
Hedlund argued that there were few foreign sailors in the town. He argued 
that only a few cases of venereal disease were found in Härnösand.7 By the 
1830s, venereal disease were no longer conceived of as a disease of the impov-
erished but had become a behaviourai disease which affected those who com-
mitted wrongful acts. 

Serafìmerordensgillet flnanced a County hospital in Västernorrland in 1788. 
Six beds were made available in Härnösand for those unable to pay for their 
medicai care. Three beds were reserved for less impoverished patients.8 The 
hospital was a small, wooden building. The County hospital in Härnösand 
was supposed to provide medicai care for patients with venereal disease as 
well as patients suffering from other ailments. It consisted of two larger rooms 
and one small room on the bottom floor. The trustee lived on the second floor 
where the insane patients were cared for. In the late 1810s, the asylum WEIS 

moved to a new building outside the hospital. This was believed to improve 
medicai care for all patients. 

In 1838, Generealdirektör Carl Johan Ekströmer inspected the institution. 
He considered the rooms spacious, light and "joyful". Since Härnösand had 
expanded during the first half of the Century, the hospital was now situated 
outside town. It was dose to the only inland entrance that at the time was 
considered a noisy and heavily trafficked place. This was considered "less 
appropriate for the peace inside the institution."9 

In 1814, the previous hospital's physician and the previous provincial phy
sician died. Their successor was a young man from Borås, T.W. Hedlund. 
Born in 1791, Hedlund was the son of a merchant and had been educated by 
close fiiends of his father. He was considered gifted and matriculated in Uppsala 
at the age of 17. Disease halted his career for nine months but Hedlund took 
his first degree in 1812. He finished part of his medicai educaüon and was 
appointed Town's surgeon in 1814. During the following years he was also 
appointed Town's physician, hospital physician and Provincial physician in 
Härnösand. Four years låter he married the daughter of a merchant in 
Härnösand and fathered five children. 

Hedlund graduated as surgeon in 1816, and became a fully qualified Doctor 
two years låter. He became a member of Svenska Läkaresällskapet in 1816 and 
was awarded Assessor in 1823. Thomas Hedlund published writings concern-
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ing venereal disease in Härnösand, and was interested in malformations and 
surgery. In the 1810s he wrote about the usage of dietary eures. He also pub-
lished articles about ruptured arteries and abdominal tumours. In the 1820s he 
published studies on the locai smallpox epidemie in Härnösand and wrote 
consequent studies about autopsies he had performed. In 1831 he also pub
lished a study on cholera.10 

Anders Brändström has investigated the medicai care offered inside the 
County hospital in Härnösand during the early nineteenth Century. Venereal 
diseases, and surgicai infections, infectious as well as respiratory diseases, rep-
resented 58 % of the cases between 1814 and 1864. 19,5 % of the patients 
suffered from highly contagious diseases such as smallpox, typhus, pneumo-
nia and tuberculosis. Patients suffering from the consequences of their hard 
lives were also admitted, diagnosed with back pain and rheumatism.11 

Figure 2: Percentage of patients at the County hospital in Härnösand, 
diagnosed with venereal disease and treated in the kurhus. 1814-1844. 
N=2875. 

• % patients with venereal disease 

Source: DDB, Umeå. 

Brändström shows that most patients carne from Västernorrland. They were 
locai labourers between 20 and 39 years of age. Some patients were from the 
lower middle class. To some extent, the occupational structure in the hospital 
mirrored that of Härnösand. This would imply that entering a hospital was less 
stigmatising than expected, since men and women from different social groups 
in nineteenth-century society visited it when they were ili.12 He concludes that 

fthe hospital was a place where otherwise able-bodied men and women from 
different social classes carne for relief. It was not necessarily an almshouse for 

-118-



the old and incurable. Instead, the patients lived for at least ten years after 
their discharge, and died from some other condition than the illness which 
had forced them to seek help at the hospital.13 

Between 1814 and 1844, patients with venereal disease represented 45 % of 
the patients who carne to the County hospital. In this period, the hospital had 
an annual intake of venereal disease patients, except for fìve years. In 1818, 
1819, 1830, 1831 and in 1841, no patients at ali were admitted to the kurhus. 
Düring some years, as in 1820 and 1825, patients with venereal disease repre
sented more than 60 % of the patients. Over the course of these thirty years, 
this group never represented less than 20 % of the patients taken in for medicai 
care in Härnösand. Patients in the kurhus consisted of more than half the total 
numbers of inmates during ten different years, for instance 1820. Nevertheless 
over the course of this period, venereal disease became a less common dis
ease. Instead fevers, other dermatological conditions, and mental illnesses 
became more common, along with respiratory diseases. Epilepsy and respira
tory diseases as well as broken bones became more common at the hospital. 

Age and Gender among Patients in the Härnösand Kurhus 
Olof Olofsson, a 61-years-old farmer, was discharged from the kurhus in 
Härnösand on the 501 of June in 1826. He, his wife, a maid and two girls had 
been admitted from Gode Maij in Njurunda 52 days earlier for degenerate 
venereal disease. The hospital in Härnösand admitted only a few patients in 
May. Anna Njurenius suffered from a severe case of venereal disease and 
spent time in the hospital together with two men who had also been infected 
with venereal disease. A third male patient had hurt his leg. Most likely, the 
Olsson family and Anna Njurenius found their time in the kurhus different 
from their everyday life. It is also likely that their continued lives turned out 
differently. 

Firstiy, this chapter will detail the distribution of male and female patients 
and the age structure of the patients in the kurhus. This will show whether the 
ideas that had been put forward in publications concerning venereal disease 
concurred with practice at this hospital. Early nineteenth-century reports on 
these diseases stated that women were more likely to be infected by them. It 
was often thought that disease hit women of all ages. The following will also 
look at whether age and gender structure among patients with venereal dis
ease was different from the structure among patients suffering from other ail-
ments. 

Figure 3 shows that there were more women than men admitted with vene
rea! disease in Härnösand. Throughout this period they represented 61 % of 
the total number of patients. The female surplus characterised this group of 
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Figure 3: Male/female ratio among patients at the Härnösand kurhus 1814-
1844. In percentage. N=500 male patients and 791 female patients. 
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Source: DDB, Umeå. 

patients during the entire period, although there were years when the men 
were almost as many as the women. In 1814, 1815, 1826, 1827, 1828 and 1835 
the differences were smaller than otherwise. This was also the case in years 
such as 1839, 1841 and 1842. During all 26 years that have been tabulated in 
this figure, at least 50 % of those in the kurhus were women. Women were 
more likely than men to be admitted to the County hospital in Härnösand 
suffering from venereal disease. 

Table 6 further illustrates the distribution of men and women in the County 
hospital. Most of the patients that were admitted to the hospital, diagnosed as 
suffering from other diseases, were men. This might be explained by the fact 
that men earned their own incomes and could pay for this medicai care. The 
strong social control of female sexuality which prevailed in early nineteenth-
century Sweden14 provided an apparatus which subjected women to regula-
tion. This probably explains why women were frequentiy admitted to the 
kurhus. It could also result in making medicai care disgraceful to women, 
which explains why they did not appear in order to receive medicai care for 
other illnesses. 

Most patients at the hospital were adult males. 62 % of these men were 
between 15 and 44 years of age, while 15 % were older than 50 years. 60 % of 
the female patients could be found in the same age-category, and 23 % of the 
women were older than 45. Among the hospital patients there existed no 



signifìcant difference in the age-distribution among the patients. 15 % of the 
male and 14 % of the femaie patients were teenagers. Infants and children 
represented 16,5 % of the boys and 16 % of the girls. 

The femaie patients who suffered from venereal disease were younger than 
their counterparts in the hospital. 57 % of the women in the kurhus were be-
tween 15 and 34 years of age. 12 % of them were older than 45 years. Elderly 
men were also less common in the kurhus than in the hospital, with only 15 % 
older than 45. Men checked into the kurhus at different ages. 53 % of them 
were between 15 and 34 years of age. Femaie patients in the kurhus were 
slightly younger than their femaie counterparts in the hospital. While the fe
maie hospital patients between 15 and 24 years of age represented 20 %, 29 % 
of women in the kurhus were of this age. This is probably due to the control of 
single mothers and their children. Besides the fact that the patients in the 
kurhus were slightly younger than the hospital patients, no signifìcant differ-
ences can be found in the age and gender distribution of these two groups of 
patients. 

Table 6: Age structure among patients with venereal disease and among 
patients at the County hospital in Härnösand 1814-1844. 

Age Patients at the kurhus Patients at the hospital Age 
Male Femaie Male Femaie 
N=500 N=791 N=890 N=687 

N % N % N % N % 

0-1 34 7 70 9 82 9 46 7 
2-4 9 2 17 2 5 0,5 7 1 
5-9 21 4 25 3 18 2 23 3 
10-14 33 7 33 4 47 5 33 5 
15-19 61 12 86 11 87 10 61 9 
20-24 83 17 143 18 144 16 78 11 
25-29 66 12 120 15 97 11 76 11 
30-34 60 12 102 13 81 9 77 11 
35-39 46 9 51 6 70 8 55 8 
40-44 15 3 45 9 70 8 70 10 
45-49 23 5 26 5 59 7 57 8 
50+ 49 10 73 9 130 15 104 15 

Source: DDB, Umeå. 
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The Olofsson family and household represented a cross section of the gen
eral kind of patients found at the Härnösand kurhus. While they received 
medicai treatment they met other men and women. Some of the had their 
young children with them. Older children were probably left at home, to be 
taken care of by others while their family was away. The County hospital 
worked as a medicai institution for those who could be restored to health, 
although they had become infected by a venereal disease. 

Social Structure and Geographical Origin 
Christian Billström, a 23-year-old farm hand from Käfsta in Indal were dis-
charged from the kurhus in Härnösand on the sixteenth of April in 1841. He 
spent 46 days in medicai care because he had become infected with "primitive 
venereal disease." As will be discussed in the following passage, he belonged 
to one of the most common social groups among male patients at the kurhus. 
Düring April of that year another farmhand was discharged from the kurhus 
as well as a maid, a crofter's wife and her daughter. One 38-year-old sailor's 
wife was also discharged that month having spent 45 days at the kurhus for 
having severe venereal disease. The following section will discern the social 
structure of those patients with venereal disease. 

Anders Brändström argues that the occupational structure of patients in the 
hospital was quite similar to the structure of early nineteenth-century society. 
Most patients at the kurhus were poor men and women, their occupational 
structure shown in table 7. They were frequentiy "workers in industry and 
agriculture." 19,6 % of the patients were registered in the patient records with-
out a professional or social title. 20 % were sailors, soldiers or farmers.1515 % of 
the male patients and 8 % of the female patients were lodgers and crofters, 
which also indicates their low social status. A considerable number of male 
patients belonged to highly mobile professions, such as craftsmen, labourers, 
farm hands and sailors. 11 % of the men were craftsmen while 25 % of them 
worked as farm hands. Among the female patients, maids represented 48 %. 
39% of the female patients were either wives or daughters, which has been 
tabulated as "no occupation" in this table. It does indicate that the kurhus was 
not completely shunned by female family members in the early nineteenth 
Century. 

There were few discriminating social titles attached to the patient records. 
There were few prisoners, criminals, prostitutes, "loose women" or other such 
disgracing phrases used on their admission. 35 patients out of 1291 were 
recognised as having been fired, while four were called paupers. One patient 
carne from an insane asylum and one patients was defìned as a vagrant. 18 
patients were dependent lodgers. The majority of the patients that suffered 
from these stigmatising diseases had a social title which was perfectly accept
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able by the standards of contemporary society. The fact that Christian Billström 
was a troublesome drunk cannot be known from his patient-record. That is 
only revealed in the parish registers for Indal, where he can be found at the 
üme. I will investigate Christian further presently. 

Table 7: Occupaüonal structure of patients in the Härnösand kurhus 1814— 
1844. N=1291. 

Profession Male patients 
N=500 

N % 

Female patients 
N=791 

N % 

Lower civil servants 19 4 _ _ 

Farmers or fishers 61 12 21 3 
Crofters 52 10 56 7 
Sailors 50 10 8 1 
Craftsmen 54 11 7 1 
Labourers 9 2 4 -

Farm-hands and maids 123 25 376 48 
Lodgers 24 5 6 1 
No occupation 108 21 313 39 

Source: DDB, Umeå. 

The Olofsson family and household carne from a farm in Njurunda. Most 
patients in the kurhus carne from similar places. The geographica! origin of the 
patients has been tabulated in map 2. 77 % of the patients at the kurhus carne 
from the County. 18 % of them had no identifìed place of origin and less than 
5 % of the patients carne from elsewhere in Sweden. The geographica! spread 
of the patients was vast. 112 cases, less than 1 %, carne from the town of 
Härnösand. The town contributed the most patients, mostly farm hands and 
maids. As shown in the map, three other parishes also admitted signifìcant 
numbers of patients. The following will try to exemplify and characterise these 
geographical places. 

As shown in the map below three parishes besides the town sent the major
ity of patients to the kurhus. Vibyggerå, a sparsely populated coastal parish 
where farming provided for most of the families, sent patients from a few small 
villages.16 Ytterlännäs, a coastal parish where Ångermannaälven leads to the 
sea, was characterised by forestry. 20 % of the patients from Ytterlännäs carne 
from Lästa,17 but most patients carne from a varied number of villages. 24 % of 
the patients from Njurunda carne from Galtström foundry. Since venereal 
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disease occurred in Njurunda more or less during the entire period, the other 
patients carne from a varied number of places in the parish. These parishes 
had some sort of primitive industry such as foundries or forestry. It can be 
assumed that seasonal labourers passed through there and that this affected 
the incidence of venereal disease. 

The patients that carne from these four parishes represented approximately 
24 % of the total number of patients. It deserves a closer look at the sources 
from locai authorities in these parishes, as well as a fiirther investigation into 
who was responsible for the availability of medicai care in these parishes. The 
following passage will investigate the locai sockenstämmoprotoll, minutes from 
the locai authority, and the matriculates of locai ministers. Did the number of 
reported cases concur with the appointments of new ministers? Did the locai 
authority report the frequency of venereal disease, and if so, what was said? 

Map 2: Map of Västernorrland. Geographica! distribution of patients in the 
kurhus in Härnösand. 
N=1293. 
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NJURUNDA 

Source: DDB, Umeå. 
White areas: less than 20 patients. 
Light grey areas: between 21 and 52 patients. 
Dark grey areas: between 53 and 83 patients. 
Black area: The town of Härnösand, 104 patients. 
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New ministers were frequently appointed in Härnösand. Their appoint-
ments have no concurrence with increased numbers of reported cases of vene
real disease. The ministers in Njurunda, Vibygerå and Ytterlännäs worked 
through the üme period, so that the increase in reported cases of venereal 
disease cannot be explained by the appointment of a younger and more am-
bitious minister. Nevertheless special attention must be paid to the minister in 
Ytterlännäs. Carl Genberg (1762-1842) worked as a minister there between 
1813 and 1842 and probably had personal reasons for reporüng large num
bers of patients with venereal disease. He was married to Christina Margareta 
Rissler, the sister of Pehr Rissler. He previously appeared in this study as the 
provincial physician in Jämtland, reporüng large numbers of patients in the 
1820s. Since the brother-in-law died in their household, they must have been 
acquainted with each other.18 

The sockenstämmoprotokoü from the different parishes reveal nothing about 
the frequency of venereal disease. Concurrent with the large increase in re
ported cases of venereal disease in Långsele in 1836, some interesting informa
tion was found. The locai authority was greatly disturbed by the violence, 
drunkenness, and illicit liquor sales that took place at Forse foundry in July 
1836. Through this period 20 cases were reported from Forse foundry, 11 of 
them reported in this year.19 

A careful look at the patient records reveals that the economic and social 
structure of these parishes consütutes an insufflcient explanation of why vene
real disease were prevalent there. I need to investigate the majority of the 
cases in order to find why cases of venereal disease were reported. It has been 
proven that these diseases hit small villages in Västernorrland as epidemics 
and rarely returned to the same village twice. Långsele is one example of this 
epidemiological pattern. Ten out of 14 cases that were reported from Lästa, a 
village in Ytterlännäs, during these thirty years, were admitted to the hospital 
in 1835 and 1836. Nine of these cases carne from the Boman household, and 
two of these patients were children from the family that returned to medicai 
care twice that year. The same thing happened in several other villages. 

The high incidence rate of syphilis in eighteenth-century Scotland has led 
Guenter Risse to argue that because of "fear and exposure and the dangerous 
effects of treatment" syphilis was conceaied. The disease became "one of the 
inevitable risks of living and loving,"20 especially in Edinburgh. In agrarian 
Sweden syphilis was not this common and did not appear in the same form. 
Social control was strong and it was probably very difficult to conceai the låter 
stages of disease. Larger communiües, such as the Galtström foundry where 
migration was more frequent, sent more patients. In smaller municipalities, 
venereal disease often spread in single families and households. The risk of 
getting syphilis was not as high in early nineteenth-century Sweden as in more 
crowded areas at this time. 
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Diagnosis and Treatment at the Kurhus 
The patient records from Härnösand kurhus reveal very little about the pa
tients as such. The physicians' thoughts about the patients can only be gleaned 
from a few records. Vice and drunkenness were sometimes considered to 
have caused a patient's return to the kurhus. Christian, who did not return to 
the kurhus, was never commented on in this fashion. However some records 
reveal more about what patients looked like or what they might have suffered 
from. A seven-months pregnant woman had previously been admitted for 
large sores on her arms and legs. When she returned the next time, the disease 
had destroyed her whole face. Half her lip and her entire nose were gone. 

However the thoughts expressed in the records usually indicated a com
passionate attitude. Concernign a patient with a syphilitic eye-disorder Hedlund 
wrote that the patient suffered "unbearable pain" and that he feared that the 
patient would loose his eyes. Hedlund considered 17-year-old incurable Matilda 
to have been infected at the orphanage in Borgsjö. Her large and smelly leg-
ulcers were cured, but she was still forced to return to where she carne from. 
Matilda could not be restored to health, nor could the physician in charge 
change her social situation. One of the patients in the Härnösand kurhus suf
fered so badly from his illness that he begged and pleaded with the physician 
to have his upper arm removed. The amputation took fìve minutes in 1816. 
The physician also wrote about a nine-month-old girl that "the child was very 
much hideous to look at, and also very weak and ill in other respects." The 
poor were undoubtedly very sick and reluctant to visit the kurhus while their 
illness was limited. 

An investigation of the patient records cannot discern if the patients suf
fered from oral symptoms or large sores on the body. Hedlund rarely de-
scribed his patients. More than half of the men and women in the Härnösand 
kurhus suffered from degenerate symptoms, which implies that they had been 
sick for a considerable time. T. W. Hedlund used few expressions and diag-
noses to describe his patients in the kurhus. The diagnoses have been divided 
into fìve categories, as shown in table 8. 106 patients were diagnosed with 
syphilis, while the majority of the patients were recorded as having either 
primitive or degenerate venereal disease. 

More than 50 % of the men and women were diagnosed as suffering from 
degenerate venereal disease. 21 % of the men were diagnosed with primitive 
venereal disease. The less severe form of venereal disease was diagnosed among 
17 % of the women. 100 men, 20 % of them, were diagnosed as suffering from 
syphilis or venereal disease. This was the case among 130 female patients, 17%. 
Gynaecological diseases, such as ammenorrhoea and flour albus represented 
13 % of the diagnosis among the female patients. Among the men, 5 % were 
diagnosed as suffering from gonorrhoea, balanitis and chancres. 
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Table 8: Diagnoses of the patients in the Härnösand kurhus 1814-1844. 

Diagnose Male patients Female patients 
N=500 N=791 

N % N % 

Primitive venereal disease 105 21 138 17 
Degenerate venereal disease 272 54 418 53 
Syphilis 45 9 61 8 
Venereal disease 55 11 69 9 
Other diagnosis's 23 5 105 13 

Source: DDB, Umeå. 

A closer look at the diagnoses that Hedlund used can illustrate his develop-
ment as a physician. Some of the phrases were completely left out during the 
låter years of his time as acting physician in the kurhus. Hedlund might have 
been influenced by his education, since the major changes in his use of linguis-
tics altered at the same time as he took additional medicai degrees. Radesyge, 
saltßuss were never used after 1815, when he had graduated as Doctor. He 
never diagnosed any patient as suffering from syphilis after 1823, the year he 
was awarded Assessor. Instead, he used the diagnosis "venereal disease" or 
"degenerate venereal disease." Hedlund considered himself able to recognise 
genital ulcers and gonorrhoea during his entire professional career, but intro-
duced the diagnoses hereditary lues and venereal scabies in the 1840s. 

A team of Norwegian scholars has suggested that sores in the throat, inside 
the nose, and on the arms and legs could represent an endemie form of syphi
lis. Osteological findings of bones from Trondheim have been X-rayed and 
show that a similar disease was present in Norway as early as the sixteenth 
Century. They argue that this disease is similar to what used to be called saltßuss 
in Sweden and/or sibbens in Scotland. These diseases spread in crowded liv-
ing conditions, areas frequentiy characterised by extreme poverty.21 There is 
no way of asserting that all the cases Hedlund treated were sexually transmit
ted. The symptoms that he registered in his patient records are similar to that 
of endemie syphilis. This could also explain why it was so common that entire 
families became infected. 

In spite of the grave symptoms which the patients suffered from, most of 
them were discharged as cured. This has been delineated in table 9. The high 
percentage of "cured" did not change during this period. Hedlund rarely dis
charged less than 70 percent of the patients at the kurhus as cured. Approxi-
mately 90 % of the patients older than 4 were discharged as cured.22 In all age 
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categories 1 % were discharged as incurable, while 4 % of the adult men and 4% 
of the women died at the kurhus. The patient records reveal very little about 
their cause of death, although most of them had been infected with sequel 
diseases such as fevers or infectious diseases. Some of those that suffered from 
degenerate venereal disease died, mostly because of gangrene. No significant 
gender differences could be found in this tabulation, but the mortality rate was 
much higher among children and infants. Almost 9 percent of the infants were 
found incurable or dead at the time of discharge. 

Table 9: Results of treatments in the Härnösand kurhus 1814-1844. N=1291. 

Result All patients All male All female Children Infants 
patients patients 1-4 years old 

N=1288 N=497 N=789 N=45 N=85 
N % N % N % N % N % 

None noted 11 1 8 2 3 8 9 
Cured 1153 90 444 89 707 90 42 93 66 78 
Improved 65 5 22 4 43 5 3 3,5 
Incurable 14 1 5 1 9 1 3 3,5 
Dead 45 3 18 4 27 4 3 7 5 6 

Source: DDB, Umeå. 

The prescripüons that Hedlund used on the patients concurred with the 
contemporary medicai discourse. Düring the 1810s Hedlund often used 
"methodus mixta," the old prescription that implied rubbing ointment of mer-
cury onto the patient. As Osbeck's eure became aeeepted, Hedlund started to 
use dietary and vegetable eures. He often tried diet as the first attempt to cure 
them. Sometimes he tried to practice the smoke-cure on patients suffering 
from severe symptoms. Most patients were smoked three times although some 
could receive as many as 15 treatments. Bionide of mercury was commonly 
prescribed at the kurhus in Härnösand, but Hedlund preferred dietary and 
vegetable methods. 

Hedlund believed that the diet was difficult to manage and dangerous for 
the weak patients. Fevers, headaches, gangrene and diarrhoea often afQicted 
patients at the kurhus and Hedlund used vegetable prescripüons to help them. 
Cinchona, valerian, sal-ammoniac and compresses with warm or cold por-
ridges were used to relieve patients. On certain occasions nothing less then an 
amputation could help the patient. 
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The patient records reveal the importance of the kurhus and medicai care 
to restore the sick to healthy men and women. Hedlund frequently returned to 
the habits of the farmers, of how unhealthy it was for siblings to share beds or 
to let impoverished vagrants into the house. Filthy pants were frequently pointed 
to as carriers of disease and the physician often advised men not to share or 
lend clothing to other men. The strong diet that he put the patients on caused 
conflicts between physicians and patients. On one occasion in the 1840s, when 
he was not present at the hospital, one patient smuggled food to the others. 
Hedlund then explains that the patients were responsible for the subsequent 
infections they became infected with. When 28-year old Sofia ran away from 
the kurhus, she was taken back by the locai law. 

Olof Olofsson, his household, Anna Njurenius and Christian Billström were 
some of the patients exemplified as agrarian poor. Along with large parts of his 
family, Olof had ended up in the kurhus. The cathechetical, birth, death, 
migration and marriage registers reveal more about how life continued for him 
and his family. Anna Njurenius and Christian Billström were young and single, 
they worked in farms, and it is likely that they faced difficulties when returning 
home from the kurhus. Anders Tungström, a 42-year-old bookkeeper from 
Galtströms foundry was admitted from Njurunda in 1834. He carne to the 
kurhus together with his wife and infant daughter. The family might have 
known something about venereal disease, since so many others from their 
parish had gone to Härnösand. Anders and Ingrid, his wife, were diagnosed 
with primitive venereal disease. Sara, their daughter, was found to have vene-
real scabies on her body. Together they were treated for 91 days and then sent 
back home to Galtström in 1835. It remains to be seen what then happened to 
them. 

The Essential Demographic Life-course Among Patients 
from Härnösand. 
The social consequences of illness in an agrarian family have been illustrated 
by Margareta Åman in her study on the Spanish flu. This infectious disease 
spread to Arjeplog, a remote part of northern Sweden, and frequently infected 
and killed entire families. The hard life and cold climate made this family 
susceptible to the illness, despite the fact that the family had enough to eat. 
Three out of eight members of the Ruong family died within four days and 
soon thereafter another girl passed away. One of the sons in the family vividly 
remembered their deaths and the coffins 65 years låter. Åman låter concludes 
that lack of immunity often affected these isolated families.23 Health often left 
memorable marks on families. 
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Nothing much can be said about the way the patient that suffered from 
venereal disease experienced their illness. But the following secüon will inves
tigate whether these patients could participate in the locai populaüon as hus
bands, wives and parents of their own children. The previous parts of this 
chapter have shown that venereal diseases were defined as dangerous diseases 
which could only be cured by complying with the physicians advice and eures. 
Earlier chapters of this study have also shown that venereal diseases were 
profiled by strong legislation which forced every census-registered man and 
woman to pay a fee. Legislation surrounding venereal disease could also force 
every sick individuai to reeeive medicai treatment at a kurhus close by. An 
interesting issue concerning the patients that were recognised as suffering from 
these diseases would be whether they could form families and stay within the 
community they had left in order to get well. This could prove that the social 
image of venereal disease had little effect on their actual lives. 

This will be investigated in the continued life and family-biographies of the 
patients from the kurhus in Härnösand. Linking 230 patients to the parish 
registers from the Sundsvall region has formed these biographies and repre-
sent a signifìcant number of the patients that carne to the kurhus from the 
parishes in the DDB material. Details have been found in the parish registers 
of their name, sex, age and geographical origin. For comparative purposes, a 
cohort of similar men and women have been collected in the database. The 
individuai in this control cohort were born in the same year and lived in the 
same parish at the same time. They number 415. 

A quantitative and qualitative perspective has been used to investigate a 
cohort of patients and a control cohort. The patients were admitted between 
1814 and 1844 and their life courses stretch over a considerable number of 
years. The oldest of the persons studied was born in 1745 and the youngest 
was born in 1842. Consequently they died during different time-periods and 
under varied conditions. Since they were admitted to the kurhus at very diver
gent ages, ranging from infancy to old age, it is stili problematic to compare 
these two cohorts. Some patients and control persons can be followed until 
death, whilst others migrate from the region and are therefore lost to the inves-
tigation. Person-years24 have been used in some tabulations in order to avoid 
this problem. 
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Table 10: Number of linked patients, number and percentage of patients 
followed until death, and person-years per decade of discharge 1814-1844. 
N=230 

Period of N linked % linked N followed % followed Person years 
discharge patients patients until until from time 

death death of discharge 
N=95 N= 135 N=77 N=109 

M W M W M W M W M W 

1814-1819 7 10 7 7 6 10 86 100 303 332 
1820-1829 47 67 49 50 38 53 81 79 1178 1682 
1830-1839 19 38 20 28 17 31 89 82 368 885 
1840-1844 22 20 23 15 16 15 73 75 302 525 

Source: DDB, Umeå. 

Table 10 tabulates different data about the life and family biographies, 
which have been used in this chapter. The study has found 135 women and 95 
men, which coincides with the fact that a larger number of women than men 
were admitted to the kurhus. Most patients were discharged from medicai 
care in the 1820s and 1830s, but some of them can also be followed from the 
1840s. A total of 81 % of the patients can be followed until death, which indi-
cates a low tendency to migrate among the discharged patients. Among the 
patients that were discharged in the 1830s, 89 % of the men and 81 % of the 
women can be followed until death. 

The last column in table 10 tabulates the person-years among the patients 
from time of discharge until time of death or migration. Since the life and 
family biographies vary to such an extent, person years are necessary to avoid 
bias. The use of person-years enables the tabulations to measure the waiting-
time until an event took place, such as the birth of a child or the death of an 
adult. The table computes all person-years for each person involved, although 
most tabulations in the following passage concentrate on the first five years 
after discharge. 

The data retrieval that has been used in this chapter is troublesome in 
other ways. The 223 life-biographies of patients and the 415 life-biographies of 
control persons have been hand-picked from the database. Compared to the 
data retrieval in the next study of the patients life-course, they do not comprise 
the same amount of information as. I have not been able to locate as much 
information about the life-biographies as if a computer program had been 
utilised. Human error and the risk of inconsistencies prevents this cohort of life 
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and family-biographies from achieving the same richness of information as the 
following study in part two of the thesis. Because of this, migration råtes and 
marriage råtes cannot be tabulated. 

Firstly, this chapter takes a closer look at the extent to which patients sur-
vived the first fìve years after discharge, and whether their survival rate dif-
fered from that of the persons in the control cohort. Then, age- and cause-
specific mortality have been tabulated for the patients and the control persons 
to see at what age they died and their cause of death. Secondly, it will investi
gate where these patients went when they were discharged from the hospital. 
Where did they live when they returned from the kurhus and were they able 
to stay there? To what extent did they marry within the first fìve years of 
discharge? 

Olof Olofsson, previously mentioned as a patient at the kurhus in Härnösand, 
was identifìed in the parish registers as a farm owner in Gode Maij. The maid 
that accompanied him lived in his household and was married to his son, 
while one of the girls was his granddaughter and the second had been taken in 
as a stepdaughter to the older couple. Three years låter Olof was widowed at 
the age of 64, his wife having died from consumption. He continued to live on 
his farm and died 7 years låter from a similar disease. His daughter-in-law, 
Catrina, remarried when Olofs son died, and stayed in Gode Maij until 1873. 
Olofs grandchild also stayed in the village for the rest of her life, while his 
stepdaughter married 11 years after her discharge and migrated from the area. 

As shown previously, only a few patients died during their stay at the hos
pital. No causes of death are noted in these records. 45 patients died, mosdy 
during the 1820s and 1830s, when the majority of patients were admitted. 60 % 
of these were women, such as 30-year-old pauper Märta Jonsdotter from 
Ljustorp, or 42-year-old Ingrid Ersdotter, a farmer's wife from Njurunda. More 
than half of the patients that died suffered from some sort of degenerate vene
real disease. Considering how sick these patients were, their deaths are not 
surprising. 

Figure 4 plots Kaplan-Meier estimates for survival among those patients 
discharged from the kurhus in Härnösand. The verticai axis computes the 
cumulative mortality among the patients, while the horizontal axis shows the 
number of days from the patients discharge. The control persons have been 
followed from the same date. It tabulates mortality among the patients on an 
annual basis and shows the poor outcome of patients from the hospital in 
Härnösand immediately after discharge. 3 years låter, 10 % of these patients 
had already died. Fevers, pulmonary diseases, childbirth, old age and vene
real disease took their lives, but causes of death are only noted for 45% of these 
patients. However, according to these estimates, the patients that survived the 
first couple of years had just as good a chance of continued life as the men and 

-132-



women in the control cohort. Similar estimates have been done, dividing the 
patients and control persons by gender, without fìnding any signifìcant gender 
differences. 

Figure 4: Kaplan-Meier estimates of the survival among patients discharged 
from the kurhus in Härnösand 1814-1844; and a control cohort, in person-
days, within 1825 days from discharge or an equivalent time. 
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Source: DDB, Umeå. 

A total of 42 linked patients died within fìve years of their discharge. 51 % 
of these were between 15 and 44 years of age. A much smaller percentage of 
the control persons died within fìve years but the age-structure was no differ-
ent among those who died. 50 % of them were younger adults. Table 11 looks 
fiirther into this by tabulating age-specifìc mortality for the patients and control 
persons depending on which age the patients had been discharged at. Patients 
have been divided into fìve age-categories and mortality has been tabulated 
for each category. 
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Table 11: Age specific mortality in % for linked patients and control-persons 
in flve age-categories, by age at discharge. N=189 patients and 365 control 
persons. 

Age-specifìc Age-groups at discharge 
mortality Infants Children Youngadults Adults 
in % Linked Control Linked Control Linked Control Linked Control 

cohort cohort cohort cohort cohort cohort cohort cohort 

Infants 30 _ _ _ _ _ _ _ 

Children 10 15 4 2 - - - -

Young adults - 13 25 16 21 7 - -

Adults - 33 21 16 27 14 21 7 
Elderlies 60 46 50 66 51 78 79 93 
N= 10 15 24 50 108 212 47 87 

Source: DDB, Umeå. Comment: Infants: 0-1 years of age, Children: 2-14 
years, Young adults: 14-34, Adults: 35-49. Elderly: 50+ . Since elderly 
patients can only be tabulated in one mortality category, their mortality will 
be oudined in the text and has been excluded from this table. 

Table 11 illustrates the consequences of figure 5. The slight excess in mor
tality among patients can be seen in the age-specifìc mortality rates. The first 
horizontal line divides the patients in age-categories by the age they were 
when discharged from the kurhus. The last horizontal line tabulates the num-
ber of patients included in every category. The age-specifìc mortality in each 
category has been tabulated in every vertical column. The first column shows 
that 30 % of the infants that were admitted died as infants, while none of the 
infants in the control cohort died. 

This can be exemplified in ali age-categories. Among the children that 
were admitted, 4 % died before their fourteenth birthday and only 50 % of 
them reached fìfty years of age. Among the children in the control cohort, 
born at the same time and living in the same parish, 66 % reached fìfty years of 
age. 21 % of the young adults that were discharged from the kurhus died while 
belonging to that age-category and 27 % died while being 35 to 49 years of age. 
Of the control persons, 78 % died after their fiftieth birthday. 21 % of the adult 
patients died as adults and 79 % of them died over 50 years of age. Compara-
tively, 93 % of the control persons lived past that age. While the elderly patients 
rarely lived to see their eightieth birthday, 30 % of the control persons lived to 
be 80 years old or over. 30 % of the young adult female patients died as adults, 
without surviving to their fiftieth birthday. Only 6 % of the female control 
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persons in the same age-category died that soon. The patients that were diag-
nosed as suffering from venereal disease did not live as long as the control 
persons. 

An investigation of causes of death among the total number of linked pa
tients and control persons reveals a similar picture. Causes of death could be 
found for only half the deaths among the patients as well as for the control 
persons, and this further decreases the cohorts in this study. There were no 
significant differences in the two cohorts however. Among the deaths that 
were defìned in the death-registers, approximately 20 % were due to respira
tory diseases or consumption. 20 % of the patients and 25 % of the control 
persons died from old age. Circulatory diseases contributed to the death of 
10% of the patients and 13 % of the control persons, while 20 % of the patients 
and 17 % of the control persons died from accidents, suicides or crimes. 

Migration and Marriage 
All patients registered as coming from parishes within the Sundsvall region, 
slightly south of Härnösand, have been identifred in these parish registers. 
Table 12 indicates that these patients had lived in agrarian parishes and re-
turned to these parishes after medicai treatment. Most of these men and women 
carne from Njurunda and had lived in the Galtström foundry that Anders 
Tungström carne from. There were also significant numbers of patients from 
Hässjö, Indal Ljustorp and Selånger. 

No patients carne from Sundsvall, which at the time was a small town 
mosdy known for its merchants, fishermen and shipyards. It was, however, not 
a smaller town than Härnösand, and the fact that it did not send any patients 
with syphilis to the kurhus presents a problem. Middle class patients in both 
towns probably sought medicai care outside the county. Since the physician 
resided in Härnösand, maybe he never found reason to travel to Sundsvall to 
locate venereal disease there. The Sundsvall Citizens could have lied about 
their place of residence, or Hedlund might not have registered them as such. 
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Table 12: Geographical origin of linked patients from Härnösand kurhus 
1814-1844. 

Geographical origin Male patients Female patients 
N=97 N=118 
N % N % 

Industriai parishes (foundries) 55 57 64 54 
Non-industrial parishes 42 43 54 46 

Source; DDB, Umeå. Comment: Industriai paiishes include Skön, 
Njurunda, Alnö, Timrå, and Hässjö. Non-industrial parishes include Attmar, 
Selånger, Tuna Sättna, Indal, and Ljustorp. 

Most of the linked patients carne from Njurunda, but many carne from 
other similar parishes in the districi Some patients returned home and could 
be identifìed in Hässjö, Indal and Ljustorp. A smaller number of men and 
women were found to have returned to parishes such as Attmar, Selånger, 
Sättna and Skön. All parishes in table 12 were agrarian parishes at the üme, 
with a populaüon that lived in small villages controlied by a locai minister and 
the sockenstämma, the locai government. Some parishes were less agrarian 
than others, since they included small foundries. Most patients were found in 
exacdy the village that had been registered as their home address in their 
patient record. This proves that the social control of these patients was un-
doubtedly strong. 

Anders Tungström, the bookkeeper from Galtström that took his family to 
the kurhus in 1834, survived the first year after his discharge. However the 
family probably found themselves in a difficult situation when they returned 
home to their parish. They left Galtström that year and moved to Torp, an-
other parish in Västernorrland. The family cannot be retrieved in the source 
until 1851 when they moved to Sundsvall. By now, Anders was 58 years old 
and registered as a lodger. He died in 1855. Their daughter, Sara, married a 
locai merchant by the name of Buller. Ingrid stayed in Sundsvall, but lived 
alone. She hung herself in 1864. 

To what extent did patients with venereal disease and their families have to 
move? Farm hands and maids in nineteenth-century Sweden often moved 
between employers.25 The assumption was that a mald who had formerly been 
admitted to the hospital with venereal disease would be forced to change 
employer more often than young girls with a less impeached past. To some 
extent, the number of migrations among the investigated persons can be cal-
culated from the dataset. The following shows the percentage of patients with 
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a registered migratìon and what type of migration this was. As previously 
shown, the signifìcant numbers of the patients could be followed until death. 
The tabulated notations in table 13 signals that patients and control persons 
left and returned to the district. Patients that returned from the hospital had a 
slighdy higher tendency to be registered as a migrant, but their migrations 
were often registered as a national migration. Those that had not been to the 
kurhus were more often registered as moving within the district. 

Table 13: Notations of migration among the linked patients and the 
comparative cohort. 

Type of notation Linked cohort Comparative cohort 
N=367 notations N=503 notations 
among 53 % among 38 % 
of the patients of the persons 
N % N % 

Notation that indicates 1 3 
an international migration 

Notation that indicates 125 34 120 24 
a national migration 

Notation that indicates 241 66 380 76 
a regional migration 

Source: DDB, Umeå. Comment: Regional migration indicates that a person 
migrated within the Sundsvall region, the 16 parishes that have been 
registered by the DDB. 

A higher proportion of patients had notations in the migration registers. 
53% of the patients had notations of an actual or intended migration as a part 
of their life and family biography while 38 % of the control persons had one or 
more similar notations. Unfortunately it is impossible to verify whether these 
migrations took place or not. Among the notations that were made in life and 
family-biographies of the patients, 66 % concerned a regional migration. They 
moved within the parishes that have been registered by the DDB. A larger 
percentage of the control persons moved within the district, 76 % of their nota
tions indicating this. Few migrations within this investigation showed that these 
men and women wanted to move to another country. A higher percentage of 
patients, 34 % than among the control persons moved to another part of Swe-
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den. Investigaüng the migration notations could indicate that those patients 
that initiated an attempt to move more often than others did so in order to 
move far. 

Christian Billtröm returned to his home-parish after his medicai treatment 
and married there two years later. He moved frequentìy between different 
villages in the parish and in 1845 he settled in Sättna, a neighbouring parish. In 
1847 their first child was born. Anna, their second daughter, was born in 1848. 
The family remained in Sättna until 1859 when they moved to Indahl once 
again. Christian's wife had been born there and they now lived near his mother-
and sister-in law. Nevertheless, Christian was 41 years old at this time and 
when his family moved to Indahl he disappeared from the registers. His wife 
lived in Indahl until she died from a stroke in 1876. Their daughter Anna 
moved to Sundsvall in 1869. 

As stated previously, marriage rates have been difficult to compute on this 
material. Tabulations about whether the patients that did marry after a dis-
charge from the kurhus did this as quickly as the control-persons can indicate 
the consequences of social stigma. The average age of marriage indicates no 
difference whatsoever, being equally high for both groups. Since the propor
tion of age is similar in both cohorts, the waiting time until a marriage can be 
compared with the time it took from discharge until marriage. In both cohorts 
approximately 20 % of the men had married within fìve years. Within fìve 
years of discharge, 35 % of the women in both cohorts had married. The 
agrarian patients were not socially prohibited from marriage. Ethnologistsjonas 
Frykman and Orvar Löfgren have shown the necessity of spouses in early 
nineteenth-century Sweden. This might have contributed to the fact that even 
these men and women found someone to marry.26 

Previous research on criminals in Västernorrland during the early nine-
teenth Century has shown that marriage was an urgent change in their lives. 
The criminals that found a spouse once they returned from prison were not as 
inclined to commit new crimes. They instead devoted the rest of their lives to 
taking care of their spouse and children.27 In spite of the different age-specifìc 
mortality among patients, they could remain in the parish were they had lived 
before they were admitted. They could also marry someone there and start to 
form a family. 

Fertility and Infant Mortality 
Venerea! diseases pose a threat to female fertility and to the health of infants. 
This is well known by practising physicians in the developing countries, where 
medicine is unavailable and preventive care difficult to carry out. The diagno-
sis of female patients at the kurhus in Härnösand indicates that most of them 

-  138-



had been infected with gynaecological ailments for a long time. Gonorrhoea 
could not be located as a signifìcant disease among the female patients, but 
the "real" character of disease among these patients is difificult to find. 

Syphilis alone cannot be a sufficient explanation for any demographic or 
medicai consequences found among these life and family-biographies. Today, 
medicai knowledge has defined syphilis as a disease that threatens pregnan-
cies and infants. In itself, it poses no threat to female fertility. Genital warts and 
prolonged uterine infecüons can impair a woman's ability to have children. 
Genital warts can also cause cervical cancer.28 In spite of the low numbers in 
the cohorts, maybe this can explain the high excess female mortality found in 
the previous chapter. It is likely that this invesügation will be able to trace 
some demographic consequences of venereal disease. 

Table 14 computes the number of children that female patients from 
Härnösand gave birth to from the date of their discharge until either their 
death, or their forty-ninth birthday. 14 female patients that were between 15 
and 19 years of age when they received medicai treatment could be followed 
this way, and they gave birth to 16 children during these years. 25 similar 
women were identifled in the control cohort, and they were studied from the 
equivalent time in life until either their death or their forty-ninth birthday. 
During their fertile years they gave birth to 35 children, which implies that they 
had more children per person. 

The remaining person-years until 49 years of age have been tabulated in 
the second column of the table. The 13 female patients that were between 15 
and 19 years of age when they were discharged had 320 remaining person-
years left until they reached 49 years of age. That makes an average of 24,6 
years per woman. The 25 women in the control cohort had 647 person-years 
left, which makes 25,8 years per woman. While the female patients that were 
between 20 and 24 years of age at discharge had an average of 15 more years 
to live, the control women had an average of 24 more years to live until their 
fertile period was over. Not all female patients lived until 49 years of age. 

The difference in remaining person-years remains consistent in all age-cat-
egories. Previously it was proven that the patients died at a younger age, even 
though they did not die within five years of discharge. Adult mortality prob-
ably explains the low numbers of children born to female patients. Nothing 
indicates that these women became sterile from their venereal disease. Unfor-
tunately the uneven distribution of person-years in these cohorts makes the 
material insuffìcient to tabulate marital fertility. 

The young adult female patients had fewer children during the fewer years 
they were alive following a discharge from the kurhus. A signifìcant propor
tion, 30 %, of the young adult female patients died as young adults, which is at 
least 15 years before their fertile period was over. The younger the woman 
when she feil ill, the more likely she was to have her fertility impaired. Those 
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women infected with some sort of venereal disease in their early twenties only 
had 0,7 child, while their healthy counterparts gave birth to an average of 2,2 
children. This difference became smaller concerning women that were older 
when they were admitted to the hospital. Women that were in their forties 
when they were found ill still remained as fertile as their healthy counterparts. 

Table 14: Average number of children born during the fertile years of 
female patients and women in the control cohort, in age-specifìc categories, 
by the age at discharge or at an equivalent time in life. 

Age at Number of Person-years Number of Average number 
discharge women -49 years births of births 

of age -49 years of age 

Linked Control Linked Control Linked Control Linked Control 
cohort cohort cohort cohort cohort cohort cohort cohort 

15-19 13 25 320 647 16 35 1,2 1,4 
20-24 13 27 199 659 10 60 0,7 2,2 
25-29 18 41 292 807 26 71 1,4 1,7 
30-34 11 23 136 364 20 37 1,8 1,6 
35-39 12 22 110 225 4 5 0,3 0,2 
40-44 7 15 28 92 2 3 0,3 0,2 
45-49 8 15 7 21 - - - -

Source: DDB, Umeå. 

Infant mortality because of venereal disease has long since been a debated 
issue among physicians. Nils Rosén von Rosenstein (1706-1773) had raised 
the issue in his book on paediatrics,29 and the physicians that reported to 
Collegium Medicum in 181130 illustrated the frequent death of infants. Fredrik 
Theodore Berg (1806-1887) abandoned venereology because of the lack of 
support he received as physician at the Stockholm orphanage. 48,2 % of the 
infants died there. The death of a syphiliüc infant was considered a blessing 
since the destructive disease would have made any kind of life a torment.31 

The previous chapter indicates a high infant mortality among the few infant 
patients that could be linked to the parish register. To what extent was this true 
of the infants born within five years of discharge? 

Mortality among these infants was high. Within three months almost 30 % 
of the infants born to female patients within five years of discharge had died. 
These Kaplan-Meier estimates have been tabulated on 80 infants born to for-
merly infected women and 183 infants born by healthy women. 7,5 % of the 
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infante in the patient cohort were illegitimate, which can be considered insuf-
fìcient to explain the high mortality amongst these infante. In other contexts, 
this does not cause this high infant mortality rates. 

Figure 5: Kaplan-Meier estimates of the survival of infante born after 
infection among patients discharged from Härnösand 1814-1844; and a 
control cohort, in person-days, from discharge or an equivalent time in life. 
Infante born within 1825 days of discharge. 
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Source: DDB, Umeå. 

The age of the mother is another essential factor. 32 % of the infante were 
born to women that had been infected and were between 30 and 34 years of 
age. Women between 35 and 49 years old had given birth to 23 % of the infante 
in this study. Among the healthy women 27 % of the mothers were between 35 
and 49 years old. Age can conclusively be excluded as an explanatory factor 
for this high frequency of infant mortality. Similar estimates have been tabu-
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lated on births by female patients and women in the control cohort. Since 
infant mortality becomes much lower in other categories of infants — those 
born before the discharge or those born much låter in the women's life biogra-
phy — disease can be pointed to as an important contributor to this high 
mortality among those infants born to patients. 

Former patients faced certain problems with forming a family and partici
pating in the expansion of a locai population. Although they could stay in the 
same parish, find a spouse to marry and settle down, they still encountered 
health-related problems. Some of them died at an earlier age than their healthy 
counterparts. This contributed to the low number of children that they gave 
birth to. They were hard hit by infant mortality among the children born soon 
after their parent's illness. 

Summary Discussion 
This chapter has investigated which men, women and children were defined 
by society as suffering from venereal disease in early nineteenth-century Swe-
den. The patient records from the County hospital and at the kurhus in 
Västernorrland have achieved this. Düring these years, 1814-1844, this insti
tution was the only County hospital in Västernorrland. It was placed in 
Härnösand, the contemporary residential town of the County, and a centre for 
trade and education in the northern parts of Sweden. It consisted of two 
administrative wards, one hospital that took care of patients with various dis
eases and a kurhus that was reserved solely for patients with venereal disease. 

Between 1814 and 1844, patients with venereal disease represented more 
than 45 % of all the patients in the County hospital. Their number never fell 
below 20 %. Different venereal diseases were considered an important prob
lem and caused much concern for the locai physician and community. Women 
were more common than men, representing 61 % of all patients with venereal 
disease. The fact that women only constituted 44 % of the hospital patients 
indicates further that a larger proportion of women than men were defined as 
suffering from sexually transmitted diseases, and this was probably due to the 
much stronger social control that young women were put under by early nine
teenth-century society. 

The age structure and the social structure among the patients at the hospi
tal and the kurhus coincides with that of contemporary society. The female 
patients at the kurhus were slightly younger than the other patients, and a 
smaller percentage of patients older than 50 were admitted as suffering from 
venereal disease. Other than that no significant differences could be found 
between the two groups of sick in Härnösand. Large numbers of maids, farm
hands, craftsmen, sailors and wives were admitted to the kurhus as well eis to 
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the hospital. Most patients carne from small villages in Västernorrland. These 
places had only rarely been struck with venereal disease, and sent patients to 
the hospital on very few occasions. Very few disgracing epitaphs could be 
found among the social titles of the patients. There was no systematic 
Stigmatisation taking place in the public acts of the hospital. 

The acting physician in Härnösand at the time, Tomas W. Hedlund, was a 
highly educated, governmentaily appointed man from the south of Sweden. 
He had been appointed Provincial, Towns, and Hospital physician for 
Härnösand and Västernorrland and was very influential on medicai matters in 
Västernorrland until his death in 1847. Through his co-operation with the 
County governor and locai law he decided which men and women were de-
fined as sick from venerea! disease and entitled to free medicai care. 

Many patients in the kurhus appear to have been sick for a long time, 
since they were often diagnosed as suffering from degenerate venerea! dis
ease. Hedlund very rarely described his patients and therefore leaves very 
little information on what he believed degenerate venereal disease to be. On 
certain occasions the records witness patients suffering from hideous sores and 
aches. It can be assumed that Hedlund used the diagnosis "degenerate vene-
real disease" as it was formulated in the contemporary medicai journals. 

Most of his patients were cured. Throughout most of his years as practising 
physician he prescribed dietary measures against venereal disease. He was 
very cautious whenever he used mercury or other non-vegetable substances to 
heal his patients. Hedlund never intended to do his patients harm, and very 
rarely expressed opinions about whether or not they had brought disease 
upon themselves. If he criticised his patients he did so because they had failed 
to comply with his remedies or had behaved badly after their discharge. 

Hedlund used a very small vocabulary to diagnose his patients, but his 
diagnostics and therapeutics coincided with the ideas and rhetoric in medicai 
journals and articles. Hedlund was quick to use the dietary methods that were 
widely appreciated in the late 1810s. He also acknowledged the fear and doubt 
that was expressed concerning the usage of mercury. In the 1840s, he was less 
likely to diagnose his patients according to the wide vocabulary that had be-
come much more accepted in this decade. Hedlund continued to diagnose his 
patients as he had previously. 

T.W. Hedlund published very little on venereal disease as such. In his 1838 
Report it becomes evident that he denied the correct whereabouts of his pa
tients and claimed that no patients of his carne from Härnösand. However a 
closer look at the patient registers shows that Härnösand reported more cases 
than any other geographical location in Västernorrland. Instead of acknowl-
edging venereal disease as a locai problem in his town, Hedlund blamed 
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foreign sailors and young seasonal labour from the surrounding parishes. He 
claimed that venereal disease was much more frequent in Sundsvall, although 
he never reported one single case from Sundsvall.32 

The second half of this chapter focused on the conünued life-course of the 
patients. 230 patients have been linked to the parish registers from 16 parishes 
surrounding Sundsvall. 415 similar men and women form a control cohort 
with which the life and family biographies of the patients can be compared. 
These sources can discern whether any assumed social Stigmatisation of the 
patients affected their ability to have similar life-courses as the men and women 
in the control cohort. 

Certain differences could be found in this investigation. The agrarian pa
tients that succumbed to venereal disease showed slightly different mortality 
patterns. The Kaplan-Meier estimates revealed no excess mortality among the 
patients within five years of discharge. Nevertheless the age-speciflc mortality 
showed that fewer young adults that were discharged from the kurhus reached 
50 years of age. Their cause-specific mortality was not different; men and 
women in both cohorts died from tuberculosis, old age, violence and alcohol. 

The fact that most life and family-biographies can be followed until death 
suggests that very little migration took place. The younger patients often mi-
grated from one household to another, which was common among younger 
men and women at this time. Older patients that had formed a family and 
settled down when they carne to the kurhus rarely moved anywhere. The 
unmarried men and women in both cohorts eventually married at similar ages. 
There is very little indication that there were large social consequences to face 
when patients returned home from the kurhus. 

However, certain difficulties prevented the former patients from forming a 
family as quickly as the men and women in the control cohort. Although the 
material is insufficient for proper fertility analysis, very little indicates that the 
patients became sterile. Femaie fertility was probably impaired by the age-
speciflc mortality among the femaie young adult patients. Death prevented 
these women from giving birth to the same number of children during their 
remaining fertile years. Family formation among the early nineteenth-century 
patients was also prevented by high infant mortality among those infants born 
in the first five years after their parent's illness. 
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8 
Conclusions 

he advance of medicai knowledge concerning venereal disease in Swe 
den in the early nineteenth Century was in many ways parallel to its progress 

in other European countries. A widespread interest in the late eighteenth Cen
tury that appears to lessen in the early nineteenth Century characterised medi
cai knowledge in Britain as well as in Sweden. Diagnostic and therapeutic 
studies were carried out in Vadstena and Stockholm in the 1810s. The rhetoric 
among physicians altered in the period from the 1840s to the 1860s, and was 
now characterised by reviews from international scholars. When vegetable 
prescriptions lost popularity, mercury once again became the most common 
drug. Mercury was being used in Europe during the entire nineteenth Century. 

The identity of venereal disease altered during the first half of the Century. 
In the late eighteenth Century it appeared eis a protracted disease that inflicted 
its victims with great ulcers and incapacitated them completely. As medicai 
knowledge became more advanced, syphilis and gonorrhoea were recognised 
as two separate diseases. Syphilis first appeared as a primary chancre and later 
with the more renowned symptoms of ulcers and dermatological damage. Its 
consequences for infants and children were still left for speculation. The effect 
that these diseases had on the central nervous system was discussed without 
definite results. Swedish physicians imported European medicai knowledge in 
this field and added little of their own. 

Therapeutics against venereal diseases progressed according to a similar 
pattern. Late eighteenth-century physicians recommended a large numbers of 
methods and it was accepted that practically every individuai physician had 
his own way of curing these patients. In the 1810s vegetable methods became 
more widespread in Sweden than in Europe, primarily because of the high 
status that was attributed to its introducer Cari Gustav Osbeck. Due to the lack 
of initiative and lack of interest in these issues among central government, no 
chair was installed in venereology until the early 1860s. Then, its occupier was 
prevented to carry out his appointment by poor health. Eighteenth-century 
methods to eure venereal disease were refuted by medicai writers who were 
assigned to introduce knowledge of venereal disease to Swedish physicians. 
By the late 1860s, mercury was becoming a more commonly used prescrip-
tion. 
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Medicai knowledge and practice formed the foundations for the social per-
cepüon of disease. The early nineteenth-century concept of venereal disease 
was that of a dangerous disease that could be impeded by providing the poor 
with medicai care. The formerly widespread interest in the progress and cure 
of venereal disease weakened when it became linked more strongly with sexu-
ality. One third of the patients with venereal disease were found in Stockholm 
in the 1830s and 1840s. Venereal disease was not as interesting for the average 
pracüüoners as it appears to have been before. By the 1860s it was no longer 
perceived as a threat to the population at large. 

Early nineteenth-century social policy relating to venereal disease in Swe-
den was not unique. Small clinics that provided care against these diseases 
had long since existed in Germany, Britain and Denmark. The earliest impedi-
ments against venereal disease in Sweden were the first County hospitals where 
the sick could be confined and cared for. Ambulatory medicai care was also 
available in agrarian parts of Sweden, but was soon replaced by more hospi
tals where the kurhus became a special ward for those with venerea! disease. It 
is obvious that these institutions intended to restore the sick so that they could 
participate as part of a strong and useful population. 

Stronger social control was enforced in order to locate the sick. Those 
inflicted and non-compliant, that passed the disease on to others before look-
ing for medicai help, became public enemies. According to a circular from 
Kungl. Maj:t every head of household, locai minister and police officer could 
file a complaint to the provincia! physician. This then implied that an enüre 
parish would be inspected for venereal disease. Medicai treatment was de-
fìned as mandatory. The public rhetoric regarding sufferers from venereal 
disease was strong and intended to halt the spread of the disease. However it 
can be assumed that the Act from 1812 was difficult to implement. 

Medicai care of venereal disease was expensive and in 1815 a revenue was 
suggested by Kungl Maj:t. Although some social issues were debated con-
cerning the unfairness of a personal tax and the unjust treatment of patients 
with other illnesses, large parts of the debate were characterised by poliücs. 
Every suggestion made that could have developed the revenue was denied 
importance on the ground that any reorganisation of the tax would imply 
leaving society unprotected from venereal disease. Debate on the kurhusavgiü 
quietened in the 1840s, but the revenue still made a signifìcant impact on the 
national incomes for the hospital. It was still collected until 1920. 

The fìnancial support of the hospitals became a bigger issue than the social 
control of the sick. Sufficient finances could provide medicai care and social 
confìnement for the sick. This was how the protection of the healthy could be 
most effectively carried out in society. Previous research by Rolf Å. Gustavsson 
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has shown that the kurhusavgift became an important contributor to the hospi
tal network in Sweden, and therefore part of the development of the early 
welfare state in Sweden.33 

Mercantile motifs structured the medico-moral rhetoric and perception of 
venereal disease. The syphiliüc was perceived as deviating from contempo-
rary ideals since the disease crippled and hindered men and women from 
their daily chores. Men could no longer provide for their families; women 
could no longer provide for their children. The syphiliüc was a useless mem-
ber of society who had to be restored, otherwise this unproductive member 
could spread his uselessness to other men and women. Non-compliance and 
avoidance of medicai care represented an unforgivable crime in early nine-
teenth-century Sweden. Venereal disease was fought with every politicai means 
available. Its victims were stigmatised as deviants in need of recovery. 

Much of what took place inside the County hospital and kurhus in 
Härnösand coincided with the contemporary rhetoric concerning venereal 
disease. Hedlund diagnosed severely sick men and women with large sores as 
suffering from venereal disease, and treated them with vegetable or dietary 
prescriptions. He expressed compassion for the sick, and disappointment with 
the patients that deviated from his medicai advice. Hedlund viewed his pa
tients as suffering from a disease that he knew how to cure. He exerted the 
power that was his as a physician. Only by complying with the physician the 
patient could return home healthy. 

Social control in the countryside made it possible for physicians to find 
cases of venereal disease in small remote villages. Such social control was 
aimed at locating the poor. Entire families and households as well as single 
farm-hands and maids were diagnosed as suffering from this contagious dis
ease. The kurhus enabled society to confine the sick to hospital-beds that 
would prevent them from spreading the disease as well as restoring them to 
health. The social construction of syphilitics went beyond the medicai image 
of characteristic symptoms and recommended remedies. It also implied de-
fining these sick men and women as incapable or hindered from knowing 
which medicai assistance to look for and when to receive it. 

Previously it has been shown that early nineteenth-century medicai knowl-
edge and social policies on venereal disease constructed an image of the pa
tients as severely sick paupers who had to be coerced into not spreading the 
disease to others. Society portrayed the men and women suffering from syphi-
lis as roaming the countryside, posing a threat to the non-infected. This chap-
ter has shown that not all syphilitics sufifered from such Stigmatisation. Life and 
family-biographies of patients reveal that the first few years of a patient's life 
could be severely affected by their health. Some of them died prematurely. 
The children that were born to female patients within the first few years of 
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infectìon suffered much higher infant mortality than infants born to other women. 
Nothing indicates that these diffìculties continued to affect their lives. If the 
former patients survived the first years after discharge from the kurhus, most 
men and women could form families and continue their lives as they had done 
before. 

In the earlier half of nineteenth Century, the venereal diseases were por-
trayed dangerous illness of the poor. Earlier research has shown that it spread 
fear among the peasantry. The disease or diseases had been familiar for a long 
time, but were yet undefined by Swedish physicians in the 1860s. The diseases 
threatened the re-production of a healthy and moral population. The fact that 
the physicians knew little about how to explain these diseases made it an even 
more important medicai problem and despite the fervent discussion among 
Town's and provincial physicians, no solution to this problem could be found. 
The lack of interest among Swedish physicians in the mid nineteenth Century 
strengthened the idea that venereal diseases were dangerous illness that should 
be prevented by social policy. 

Medicai knowledge constructed the idea that venereal disease were puni
tive fìrstly by perceiving them as diseases among those that threatened the 
growth of the mercantile population. The venereal patients were identìfied by 
characteristics that defìned those man and women that already threatened the 
useful population for other reasons, the immoral, the vagrant the poor. Health 
became another indicator. Secondly, medicai knowledge allowed the idea 
that venereal diseases were punitive partially by not paying any interest to 
these illnesses at ali. These were the diseases of the immoral, and there were 
no need for medicai knowledge to be explored concerning these illness, for 
two reasons, European physicians were to a certain extent solving the issue, 
secondly strong social measures had already been introduced to coerce these 
patients into medicai care. 

Politicai powers in early nineteenth Century strengthened these ideas. Coer-
cion similar to that of other European countries was enforced in Sweden, and 
ambulatory medicai care and the County hospitals provided for their sick. 
Participants in society that had had power from before became further em-
powered in the fìght to impede venereal disease. The sick were recognised by 
signs of poverty, and they were coerced into medicai care by the general 
health revenue that they too had to pay if they were able to. Charity and the 
common good made it more punitive to be sick and refuse to accept medicai 
care than to be sick and accept the will of the many, to be treated and returned 
to society a restore sick. 

The patient-records of the kurhus in Härnösand revealed the locai percep-
tion of these diseases. The sick were recognised as suffering from huge sores, 
and they were mostly treated and restored to society, if they complied to the 
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physicians orders and accepted medicai care. Entire families and households 
were rounded up as suffering from venereal disease. These patients were sick 
and in need of the medicai care that society provided for them, not the medi
cai care of their own choosing. 

Their illness shortened their lives and prevented them from forming a fam-
ily within the first five years of discharge form the hospital. Besides this, vene-
real disease had relatively little effect on their continued lives. Migration and 
marriage patterns were not much different among the patients than among 
those men and women in the control cohort, and signals that lives in agrarian 
parishes in the early nineteenth Century were bad enough for certain groups 
and good enough for other groups. Young married couples might have cho-
sen to migrate for other reasons, young single men and women probably did 
migrate for other reasons. If they could stay on in the parish were they had 
been infected for five years, their lives continued as it had been continued 
before the person's illness. 
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III 
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-  151 -



The identity of venereal diseases in Sweden changed significantly in the 
latter half of the nineteenth Century. Sweden underwent rapid 

industrialisaüon and urbanisation in the 1890s. By then, Stockholm had be-
came a centre of commerce and manufacture, not least for the numerous 
migrants who could no longer support themselves in agrarian parts of Sweden. 
Significant parts of the process of industrialisation in Sweden also took place in 
Västernorrland and Sundsvall. As shown previously, the rate of venereal dis-
ease increased in the late 1860s but then remained rather stable. Syphilis and 
gonorrhoea became known as urban diseases. In the late 1870s, 40 % of the 
cases were reported in the civilian kurhus in Stockholm. In 1897, when 4,499 
patients were treated at different kurhus in Sweden, 2,615 of them were treated 
in institutions in Stockholm. 

The social consequences of venereal disease can be vividly illustrated by a 
tragic event that took place outside the kurhus in 1882. The locai minister later 
noted in the death register that Nils Olof Gidlund, "an honest hardworking 
man", had run out of the hospital and drowned himself in Selångers ån, a 
small creek that ran through the town. Nils Olof had been admitted to the 
hospital for syphilis, and it is possible that he simply did not want to return 
home to his family. 16 years earlier he had taken his wife and three children to 
Skönvik and provided for them there. He had started out living as a lodger, 
but soon managed to find a better place for his family. According to his regis
ters, he was a frequent visitor at the communion although his cathechetical 
hearings were not well noted. Without a doubt, something deeply disturbed 
Nils Olof about being a patient at the kurhus. 

Owsei Temkin has illustrated the altering image of the syphilitic. He di-
vided the history of the disease into four periods. While the first period saw 
syphilis being defined as a Divine punishment, the second period marked a 
time in the eighteenth Century when venereal disease was considered "a badge 
of cavalier life" or an accepted sign of bad luck among the poor. He argues 
that the third period started as the bourgeoisie arose as a dominating social 
class. Düring the nineteenth Century the image of those sick with venereal 
disease developed from having been the disease of immoral individuate into a 
disease that was spread by those who were "guilty of crimes against the body 
politic, and against them the state moves with force and retribution."1 

Raymond Anselm provided a more versatile outlook on perceptions of 
venereal disease in the eighteenth Century. He objects to the way Temkin 
argued for the widespread acceptance of syphilis in the eighteenth Century. 
Anselm stresses the continued awareness among patients and emphasises the 
widespread respect that was found among the sick.2 In Sweden at least, it is 
impossible to outline one period of time when centrai government paid no 
interest to impeding these diseases. The previous section of this study showed 
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that infected syphilitics that did not comply with societal rules were considered 
threats against mercantile intentions in society. This section of the study will 
suggest that venereal disease, alongside vice, posed great threats to virtuous 
men and women becoming "rightful" members of society. Venereal disease 
became a threat to contemporary culture. 

It has argued that large parts of nineteenth Century anti-vice movements 
fought the spread of moral deviancy because it threatened the reproduction of 
middle- and upper-class Victorian culture by Nicola Beisel. Abortion, Free 
Love, prostitution and nude painting could destroy family life as known to the 
Victorians because it influenced men and women regarding extra-marital sex 
and relations outside Victorian norms. Beisel exemplifìes this by investigating 
the arguments for a strong anti-vice movement and pro-censorship movement 
in New York, but only mentions the issue of venereal disease briefly.3 This 
section of the thesis will argue that venereal disease epitomised this danger, 
since it constituted evidence of such extra-marital and deviant activities. The 
perception of venereal disease as a danger painted the disease as a threat to 
individuai morale. The perception culminated in the late nineteenth-century 
as individuai morale became the core of national morale. Then, if venereal 
disease threatened middle class families, it also posed a threat to any procre-
ation of the state and nation as such. 

The pre-conditions for perceptions of health had altered during the latter 
half of the nineteenth Century. It became increasingly important to stay healthy. 
Health has undoubtedly always been a stigmatising factor for men and women, 
but by this time, health became a matter of individuai moral. Poor health 
opposed Victorian ideals of middle-class families, male temperance and fe-
male virtue. Tuberculosis and venereal disease spread across internationell 
borders. Actions against health became a societal responsibility during the 
second half of the nineteenth Century. By 1900, international actions were 
taken to prevent the spread of tuberculosis and venereal diseases. Those suf-
fering from epidemie illnesses were not only a disgrace to themselves and their 
family; they were unproduetive workers or useless soldiers. 

The meaning and consequences of medicai care underwent several changes 
during industrialisation and urbanisation. Increased medicai knowledge made 
it possible to recognise those consequences of disease which had previously 
been undetectable. A wealthier nation provided better hospitals, and stronger 
legislation stigmatised the urban immoral as carriers of the sexually transmit
ted disease. During the course of the nineteenth Century, the role of a physi-
cian changed from having been at the hand of empirica! research to perform-
ing scientific and laboratory research and meeting at international conferences. 
As shown by Eva Palmblad in her study Medicinen som samhällslära, their 
newly found knowledge made physicians responsible for much more than the 
physical well-being of the Citizens.4 
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The three chapters in this passage of the study will aim to illustrate how 
venereal disease was perceived as a threat to culture in the late nineteenth 
Century. Since the family was located at the centre of mid-nineteenth Century 
culture, when venereal diseases were made known as a disease that would 
destroy the foundation of society. Medicai knowledge defìned these diseases 
as not only a threat to the infected individuai, but to the future of his or her 
family. Social policies saw no other possible way of destroying this threat than 
by aiming at another, equally damaging and contemporary, phenomena, 
prostitution. Female extramarital sexuality was regulated, which implied that 
society could control behaviour as well as disease. While the first chapter of 
this section looks at medicai knowledge and practice, the second chapter fo-
cuses on social policy in Sweden and the debate surrounding it in the second 
half of the Century. 

The third chapter then studies the lives of male and female patients in 
Sundsvall, a centre of an expanding saw-mill district that witnessed a heavy 
increase in venereal disease and prostitution during these years. By identifying 
the sick in patient-records from the kurhus in Sundsvall and further investigat-
ing the continued life-course of 704 men and women, the final chapter can 
resolve the question of whether the sick ever posed a threat to the culture they 
lived in. This chapter will also discern if they were stigmatised too harshly by 
contemporary society to continue to live in the culture that was known to 
them. 
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9 
Venereology — the Growth of Scientific Medicine 

1880-1903 

The following chapter deals with the medicai perspective on the history of 
venereal disease in Sweden between 1880 and 1903. It will exemplify how 

leading physicians in Sweden debated the medicai symptoms of syphilis and 
gonorrhoea. Much of what was written and published among them between 
1870 and 1880 was based on the work of international scholars. Modesty and 
caution sometimes prevented physicians in Sweden from publishing their own 
results. Venereology competed with other fields of medicine for journal space. 
The monthly journal was the only way to distribute medicai thoughts and 
results in Sweden at this time. By the early twentieth Century, new journals 
opened up possibilities for Swedish scholars in venereology to publish their 
results, and a new generation of physicians participated in the debate on vene
rea! diseases. Ernst Ödmansson and Edvard Welander became the two lead
ing figures in this field. By the early twentieth Century they were followed by 
younger students, who developed the old diagnostic and therapeutic ideas 
further. 

The physician became an important member of Oscarian society. The 
following section will argue that the development of Swedish venereology, the 
expanding recognition of syphilis and gonorrhoea as dangerous diseases, co-
incided with the increasing notion that venereal disease represented a sickness 
that could threaten society as a whole. Swedish society could not stand idly by 
as international medicai scholars introduced the consequences of syphilis and 
gonorrhoea as threatening the health of the breadwinner, femaie fertility and 
the health of infants. Medicai knowledge had introduced society to a danger 
that had to be dealt with. This chapter will look further into how medicai 
knowledge in Sweden introduced these medicai dangers. 

Previously, venereal disease had been conceptualised as being sexually 
transmitted. Düring these years, sexually transmitted diseases became part of 
the scientific debate, which deeply affected the way its symptoms, its geo
graphica! spread and the consequent therapeutics were debated. In 1879 Albert 
Neisser discovered the causative organism of gonorrhoea, and in 1906 the 
spirochaeta pallida was discovered by Fritz Schaudinn and Eric Hoffman.5 

Explorations into the pathology of venereal disease were eagerly followed by 
Swedish medicai journals. Several medicai scholars in Sweden commented 
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the early works of Sigmund Lustgarten concerning the cause of syphilis. H 
Nordenström argued that the research by Lustgarten would eventually find 
the virus that caused syphilis and "fight one of mankind's worst scourges." 
Edvard Welander stated in his review of the works by Lustgarten that the only 
certain definition of disease must be founded on bacteriological findings. Syphilis 
could only be safely defined if its bacteria's were found.6 Bacteriology pro-
vided the medicai elite in Stockholm a new way to define disease. 

As has been proven earlier in this study, much of the medicai writing of 
Swedish physicians concerning venereology until the early 1880s focused on 
references to international scholars. Grill, Troilius, Björkén and Ödmansson 
debated the findings of others and rarely related these works to their own 
studies. Ödmansson wrote some articles in the 1870s, in which he debated the 
consequences of mercury as prescribed against syphilis. He remained active 
professor in venereology at Karolinska Institutet until 1896, when he was re-
placed by Edvard Welander. Welander, the third professor in venereology at 
Karolinska institutet in Stockholm, produced his own scientific results and 
travelled extensively in Europe. 

Previously, the situation concerning venereology had been very difficult. 
The physicians in charge of training future venereologists had not been ap-
pointed venereologists themselves. With the increasing status of the medicai 
profession, the lack of scientific debate concerning these diseases had a great 
impact on how venereal disease was perceived in Sweden. By 1903, every 
leading physician in the field had previously been a student of Welander's. 
Ödmansson and Welander alone influenced venereology in Sweden through-
out the second half of the Century. When Svenska Läkaresällskapet was asked 
to comment on public health measures against venereal disease, all physicians 
on the committee were influenced by his ideas on how to prevent the diseases 
from spreading. 

The following section will first outline how the situation concerning vene
real disease had changed during the latter half of the Century, and how this 
might have affected the conception of these diseases. This chapter will then 
continue to show how the previously introduced medicai vocabulary contin-
ued to define syphilis and gonorrhoea among physicians, and also outline 
whether prostitutes was defined as suffering from other symptoms than less 
stigmaüsed patients. The growing debate concerning the later stages of syphi
lis, hereditary syphilis and gonorrhoea will then be outlined in the following 
sections of this chapter. 
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Altered Preconditìons — the Increased Availability of 
Medicai Care in Late Nineteenth-Century Sweden 
The availability of medicai care increased as new hospitals and out-clinics 
were built in order to cure those afflicted with syphilis and gonorrhoea. The 
extent of the medico-moral politics also increased in Stockholm, as the regula-
tion of prostitution was introduced. Care and confìnement became even more 
apparent in the late nineteenth Century. At the same üme, as will be shown 
below, venereal disease became conceptualised as primarily a disease among 
men and women in Stockholm and larger ciües. This section will argue that 
the social perception of venereal disease was affected by these altered pre-
conditions. By the late nineteenth Century, the different kurhus were available 
in large parts of the country, while Stockholm City still had to build new 
institutions and open up temporary out-clinics to take care of the numerous 
patients in the capital. The Stockholm hospitals for patients with venereal dis
ease will be investigated further, in order to describe how medicai care in 
Stockholm attempted to facilitate the newest medicai measures available to 
halt the spread of venereal disease. 

The availability of medicai care in Sweden altered considerably in the 
second half on the nineteenth Century. Rickard Wawrinsky points out that the 
development of the hospital network in Sweden progressed signifìcantly after 
1861. In 1861, 46 County hospitals serviced 16,891 patients. By 1901, there 
were 76 hospitals that admitted 65,019 patients that year.7 Venereal disease 
was no longer the most common ailment treated in Swedish hospitals. In 1881, 
18,839 patients were discharged from medicai care in the County hospital, 
while 4,009 patients were discharged from the different kurhus. Ten years låter 
30,766 patients received medicai care in hospitals, while 2,385 patients were 
treated for venereal disease. The previously predominant group of patients 
now represented 7,7 % of the patients.8 Venereal disease probably became less 
important to the average physician working in hospitals outside of Stockholm. 
As will be pointed out in the following, these diseases still remained very 
important to physicians in Stockholm. 

Medicai institutions for patients with venereal disease in Stockholm had 
long-since been scarce. In 1816 a kurhus had opened instead of the previous 
ward at SeraGmerlasarettet. This kurhus was run by Carl Gustav Osbeck until 
1842 and included two different wards. One of these admitted patients that 
were registered as living in Stockholm City; while the smaller, second one took 
care of patients from Stockholm county. The physicians in charge had faced 
difficulties trying to make room for the numerous cases that sought medicai 
care. The old kurhus was considered crowded and problematic already by the 
1820s. In 1831, patients with venereal disease were admitted to Katarina hospi
tal. The city administrated a special ward in 1836 with room for 40 male pa-

-157-



tients. Sirice numerous prostitutes were treated at the old City kurhus, the 
physicians found it difficult to keep the hospital organised until a special wing 
was built separating male and femaie patients from each other. Although the 
kurhus had 200 beds it was still crowded in the 1840s.9 

The number of patients increased further in Stockholm. Düring the 1850s a 
temporary hospital was opened on Hornsgatan 74, and in 1881 patients were 
placed in the barracks at Tjärhofsgatan. The older hospital that had opened in 
1816 deteriorated during these decades. Since this hospital had been built on 
a lot that was governmental property, the City appealed to the Riksdag several 
times during the 1860s, asking to overtake the lot so that they could invest in 
renovating this building. These problems continued for more than 20 years 
until hospital care for patients with venereal disease improved in the late 1880s. 
By 1890, the previous kurhus was restored to include 101 beds for patients 
from the city and 40 beds for the county. In 1888, an enürely new hospital, St. 
Göran was opened. At this hospital, patients with dermatological and venereal 
diseases could receive out-paüent care. It was up to the physician to decide 
whether the patient would be admitted to the hospital. He had the right to 
refuse providing care to men and women whom he considered would spread 
the diseases.10 

St. Göran was a modem institution. In 1890, it was situated in a forested 
area outside central Stockholm, but stili very accessible by tramways. It con-
sisted of seven houses. Three of them provided medicai care, the other build-
ings including offices for the administrative department of the hospital as well 
eis the kitchen and laundry. A tool-shed and morgue had been built within the 
complex. Ali but the last two were built in bricks. The hospital had indoor 
plumbing, electric lights and water closets for the patients. 267 patients could 
be cared for at St. Göran, except the beds for ten — twelve infants. There was 
also room for an additional 40 beds.11 Sven Hellerström and Marcus Tottie 
pointed out that 300 patients were treated as out-patients at St. Göran in 1905. 
The hospital only provided medicai care against venereal disease until 1902, 
when an additional ward for patients with tuberculosis was opened, the Finsen 
clinic.12 

Improved medicai care for venereal disease was also introduced in Göteborg 
in the 1890s. Despite the high number of patients with venereal disease in 
Göteborg, the town administrated no larger hospital until 1893 when 
Holtermanska hospital opened. The need for a larger kurhus had been pointed 
out by the hospital-physician as early as 1865. The new institution provided 
medicai care in 98 beds, specialising in venereological and dermatological 
diseases. The male and femaie patients were separated in two different pavil-
ions. The femaie pavilion had separate wards for prostitutes and non-regu-
lated women. Compared to St. Göran, it was not as up-to-date, but had indoor 
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baths and toilets. It was well heated and had better airing opportunities than 
the previous kurhus in Göteborg.13 The new modernised buildings indicate 
that Swedish towns took an interest in caring for patients with venereal disease. 
The belief that they still constituted a threat to society provoked central gov-
ernment to take action against it. 

A further sign of new medicai initiatives can be traced to the activities 
taken to provide for children with hereditary syphilis. Most infants that suf-
fered from syphilis and gonorrhoea were born out of wedlock, to poor unmar-
ried women. In the report that Welander filed in 1915, he argued that only a 
minority of the Stockholm children with hereditary syphilis could be taken 
care of in the home. To him, the numbers of similarly sick infants were un-
known and strongly advocated improved assistance for mothers and infants. 
Previously, paediatric care for infants and children with hereditary syphilis 
had taken place at the Stockholm orphanage or at St. Göran. Welander was 
appalled by this medicai care, which usually led to the death of the child. In 
1900, he opened a small asylum for these children, with room to take care of 
twelve children at once. The facility was soon expanded and moved to a 
bigger house in Kungsholmsgatan. Here, 50 beds could provide medicai care 
for these children, the institution remaining open until 1953. Towns like Ber
lin, Oslo, Bergen, Köpenhamn, Helsingör, Helsingfors, Malmö and Göteborg 
opened similar asylums.14 

Concurrent with an increase in medicai knowledge and increased avail-
ability of medicai care, society also enhanced its efforts to control where vene
real disease spread. In 1860, a compiled table of all previous reports since 
1822 was published in BiSOS, Bidrag till Sveriges officiella statistik. Annually, 
reports on the number of patients that had been infected with venereal disease 
or suffered from recurrences were filed by physicians, as well as how these 
patients had been infected and cured. The numbers of incurables and dead 
were also included in these tables, as well as the number of days that patients 
treated with or without mercury had stayed at the hospital. It has been shown 
previously in this study that these figures provide ampie evidence as to where 
in Sweden men and women were treated medically against venereal disease. 

The tables were simplified in 1897. From now on they only calculated the 
number of patients that were cured, improved, incurable or dead. The statisti-
cai tabulations covered therapeutics prescribed to patients. The public statis-
tics categorised venereal disease into three categories: syphilis, gonorrhoea or 
chancre. Until 1881, the symptoms of venereal disease were thoroughly inves-
tigated in special tables, and until 1900 venereal disease was included in the 
tables that described the health of soldiers treated at the Garnissonsjukhuset in 
Stockholm. In 1901, patients that had been treated for venereal disease in 
civilian institutions were tabulated according to the geography of where they 
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had been infected. The variables of their age, gender and marital status were 
also included in a similar table in the staüsücs of Medicinalstyrelsen. It had 
become increasingly important, not only to provide for patients with venereal 
disease, but also to map the whereabouts of disease. 

Figure 6 tabulates the number of cases that were reported in Sweden and 
in Stockholm between 1846 and 1900. The left scale indicates the number of 
patients reported in kurhus from other parts of Sweden, while the right scale 
tabulates the number of cases that were admitted to civilian kurhus in Stockholm. 
The increased importance of Stockholm as a centre for venereal disease in 
Sweden becomes evident in figure 6. Only when the number of patients tem-
porarily rose in Sweden during the starvation years in the 1860s, did the num
ber of patients in Stockholm decrease. 

Figure 6: Numbers of reported cases of venereal disease in Sweden and 
Stockholm 1846-1900. 
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Source: BiSOS. Annual Reports from Kungl Sundhetskollegium and 
Medicinalstyrelsen. 

Previously, it has been shown that venereal disease was a condition fre-
quently found in Swedish hospitals and that the diseases altered in character 
during the first half of the nineteenth Century. The image of venereal disease 
as an urban disease stabilised during the second half of the nineteenth Cen
tury. Most cases of venereal disease were reported from the Stockholm City 
kurhus, and the military hospital in Stockholm and Lund, as well as in Göteborg. 
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Previously, this passage has tried to emphasise the changes that took place 
concerning the availability of medicai care for venereal disease and the in-
crease of reported numbers of patients in urban Sweden. There could be three 
reasons why this change took place. Medicai recognition and therapeutics 
seemed to improve during the second half of the Century. This could explain 
the increased interest in central government to open new facilities in Stockholm 
and Göteborg. Figure 6 suggests that urban men and women appear to have 
become more Willing to reveai their illness to a physician. This is quite unlikely 
since the regulation of prostitution probably succeeded in stigmatising illness 
and inhibited both men and women from looking for medicai care. Instead, 
the increased number of urban patients is probably disproportionate to the 
increase of men and women living in urban areas. 

The Recognition of Syphilis and Gonorrhoea in Late 
Nineteenth-Century Medicine 
The following section will illustrate how knowledge about the different stages 
of syphilis was taught to Swedish physicians. The writings of Edvard Welander, 
Ernst Ödmansson and others will show how syphilis and gonorrhoea were 
defined as lethal diseases that could endanger the lives of men and women. 
Their work also introduced the concept of hereditary syphilis as a sexually 
transmitted disease. Firstly, this section will look into what was said about 
syphilis and gonorrhoea in the 1870s. Then it aims to detail how patients in 
Swedish hospitals were diagnosed during the last three decades of the nine-
teenth Century. Before describing how the medicai elite in Sweden introduced 
venereal disease to the general practitioners in Sweden, it is necessary to look 
into whether their articles also show how the dangers of venereal disease slowly 
grew in importance during the latter part of this Century. 

In the 1870s, much of the medicai writing that took place within venereol-
ogy was reviews. Ernst Ödmansson wrote reviews of works by international 
scholars. From 1870 to 1878, he published a number of "Referatere ur den 
syfìlidologiska Journal litteraturen " focusing much of his efforts on how syphi
lis was believed to affect pregnancy and childbirth. Ödmansson followed the 
international debate closely and was able to bring forward international opin
ions less than a year after they had been published in British, French and 
German journals. In 1871, the reviews by Ödmansson debated whether syphi
lis could be transmitted through vaccination, as this had caused considerable 
debate in London. In 1872, he reviewed the work of Lostorfer, as he attempted 
to find the material that spread syphilis by using methods developed by Louis 
Pasteur.15 
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Ödmansson based his writings on the results of European physicians. He 
did not attempt to question their results; they defined what venereal disease 
was. Since knowledge implies power, these artides show the stature of those 
Swedish physicians dealing with venereal disease. Besides outlining empirical 
facts on venereal disease, the reviews by Ödmansson constitute part of the 
discourse among Swedish physicians. Swedish physicians were most certainly 
trying to keep in touch with science as it was carried out in Europe. 

By 1903, Hygiea was no longer the only medium through which physicians 
could communicate medicai matters. In 1877 the journal Eira was founded 
with the alm of informing provincia! physicians on international matters. Hans 
Nilsson also points out that medicai books had become more common after 
1880. Most of these books concentrated on matters of hygiene16 and men-
tioned little on venereal disease. Farmaceutisk Tidskrift and Nordiskt Medicinskt 
Arkiv were also published in late nineteenth-century Sweden. The following 
investigation of thoughts on venerea! disease will be based on the first two 
medica! journals. These two published the most articles on venereal disease 
and probably had the most signifìcant impact on how the diseases were per-
ceived. 

Düring the låter part of the Century, physicians published new kinds of 
writings. Previously, articles on venereal disease had been either reviews of 
other scholars or long articles covering what was considered necessary to know 
about venerea! disease. The later writings were characterised by a more speci-
fìed content, dealing with the later stages of gonorrhoea or spinai syphilis, 
which were defìned in the later part of the Century. Swedish physicians were 
able to draw conclusions from their own medicai research, to complement 
European research with their own clinical and laboratory experiences. Firstly, 
it is important to look at whether this new knowledge appears to have been 
practised among Swedish physicians. 

In the late nineteenth Century, the medicai definition of venereal disease 
developed and progressed, heavily influenced by bacteriology and pathology. 
Albert Neisser found the bacteria causing gonorrhoea in 1879, while attempts 
to find the bacteria that caused syphilis and ulcus molle, the name of the 
disease previously called soft chancre, were made during the remaining part 
of the Century. During the 1880's Swedish physicians started to debate their 
own clinical experiments and published articles where they compared their 
own results to those made in Europe. By 1900, Swedish medicai research took 
place in both bacteriology and pathology. The medicai research on gonor
rhoea concerned itself very much with the severe consequences that an un-
complicated infection of gonorrhoea could have on female patients. 
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The following passage will fìrstly investigate the quantitative, officiai defini
tion of venereal disease, as it occurred in national statistics of Medicinalstyrelsen. 
An entirely new vocabulary had come forth during the mid-1800s and it is 
interesting to investigate to what extent this vocabulary still remained in use, 
or whether it had changed by 1900. It is also interesting to discern whether 
prostitutes, a new category of patients with venereal disease, were diagnosed 
in the same manner as the other patients. This could fiirther indicate how the 
perception of venereal diseases as dangerous diseases was founded in contem-
porary medicai knowledge. 

Table 15 shows what patients in Swedish civilian kurhus were diagnosed 
with venereal disease between 1870 and 1900. The tabulation has been made 
from the statistics that were published by Medicinalstyrelsen. In 1871 a new 
system for reporting venereal disease was introduced and "symptoms of gon-
orrhoea and its complications" became the first in a row of symptoms. Na
tional statistics no longer differentiated between secondary and tertiary symp
toms. Instead, chancre and constitutional syphilis constituted the two most 
important categories in statistics on syphilis. This indicates a further interest in 
what was believed to be contagious stages of syphilis and gonorrhoea, as well 
as a recognition of how little was known about the låter stages of syphilis. 

It indicates that the number of patients decreased, and that symptoms of 
severe syphilis became less important in 1890 that they had been in 1870. It 
shows that 1,228 men and women were diagnosed with gonorrhoea in 1870. 
This number increased until 1890 and the percentage of patients with pro-
tracted gonorrhoea remained significant. Between 16,7 and 20,7 % of the pa
tients were male, suffering from inflamed testicles. 14 cases of gonorrhoeal 
rheumatism were found in Swedish hospitals in 1870. These 14 patients could 
very well have been diagnosed with any number of additional symptoms. 
Between 1870 and 1890 gonorrhoea became a more common diagnosis among 
Swedish physicians, but the ability to recognise its secondary complications 
seems not to have increased. 
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Table 15: Symptoms of venereal disease among patients in Swedish County 
hospitals and kurhus in 1870, 1880, and 1890. 

Symptom 1870 
N % 

1880 
N % 

1890 
N % 

Gonorrhoea and its complications 
N=l,211 N= 1,492 N= 1,638 

Gonorrhoea 874 71,2 1,018 67,9 1,220 73,7 
Inflamed testicles 206 16,7 311 20,7 284 17,1 
Inflamed glands 33 2,7 42 2,8 35 2,1 
Gonorrhoeal rheumatism 14 1,1 17 1,2 39 2,3 
Wart-related excrescence 84 6,8 104 6,9 60 3,6 

Chancres and its complications 
N=2,875 N=2,093 N=l,582 

Soft chancre 1,202 41,8 901 43,0 764 48,2 
Hard chancre 563 19,6 399 19,0 308 19,4 
Simple buboes 103 3,6 142 6,8 150 9,5 
Virulent buboes 188 6,5 81 3,8 38 2,4 
Indolent or indurated buboes 819 28,5 570 27,2 322 20,3 

Symptoms of constitutional syphilis 
N=4,378 N=2,660 N=2,228 

Rashes 
Spots 390 8,5 346 12,2 392 17,0 
Papular 298 6,5 133 4,7 228 9,9 
Condyloma 1,893 41,0 1,070 37,9 793 34,4 
Vesicular 33 0,7 11 0,4 34 1,5 
Pustules 125 2,7 67 2,4 39 1,7 
Scaling 68 1,5 39 1,4 25 1,1 

Tubercular 
Ulcerating 113 2,5 81 2,9 37 1,6 
Non-ulcerating 43 0,9 47 1,6 69 2,9 
Sores in the mouth or nose 
Shallow or heightened 1,113 24,2 693 24,5 508 22,0 
Deep or perforating 234 5,1 133 4,7 81 3,5 
Syphilitic eye infection 68 1,5 40 1,4 22 0,9 

Source: Annual Reports from Kungl. Sundhetskollegium and 
Medicinalstyrelsen. 1870: Table 13, 1880: Table 15, 1890: Table 17. Because 
of the changing character of the tables, N and % are tabulated within this 
table, unrelated to the original source. 
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Chancres, buboes, Condyloma and oral ulcers remained the most impor-
tant signs of syphilis. Soft chancres were also a common disease in the kurhus 
of Sweden during these years. Rashes were commonly diagnosed, and second 
to Condyloma, spöts were the most common symptom among these patients. 
It appears that the widespread sores which early nineteenth-century patients 
suffered from had become less common. The degenerate oral ulcers also ap-
pear to be less frequent than before. This could indicate a tendency among 
the patients to look for medicai care before the spöts progressed to ulcers. 

The quantitative definition of constitutional syphilis did not undergo any 
significant changes during these years. Spots, the first sign of secondary syphi
lis,17 represented 17 % of diagnoses in 1890. Spots became a more common 
diagnosis in the latter part of nineteenth Century. Condyloma, a sign of sec
ondary infecüon, was also common. The more degenerate symptoms, such as 
pustules and scaiing, were quite uncommon in 1870. Sores in the mouth or 
nose still constituted a considerable number of diagnoses, although they de-
creased over this period. Now, fewer cases showed large sores on the body 
than during the earlier part of the Century. Some facts indicate that patients 
arrived at the kurhus earlier during the second half of the nineteenth Century. 

Reports on the medicai care of prostitutes could indicate whether they 
were diagnosed differently than other late nineteenth-century patients with 
venereal disease. Much effort was paid to control the prostitutes. Officiai statis-
tics on the prostitutes related to their social situation, age, social structure and 
geographical origin. The statistics from the Health Board in Stockholm also 
outlined how old the women were when they had left their parental home, 
and how long they had been in Stockholm until they were registered as pros
titutes. It was also noted how many of the women had moved from Stockholm, 
disappeared, been incarcerated or died during the year. Some of the women 
were registered, although they were not practising prostitution. The report 
defined different categories concerning their whereabouts. 

633 women were registered as prostitutes during 1878. The majority of 
them was young women, born in Stockholm and previously employed as pri
vate servants. 358 of them had received medicai treatment at the Stockholm 
City kurhus. The 1878 report leaves a conclusive picture of which symptoms 
were found among the prostitutes. This information cannot be found in the 
låter reports that were filed specifically by the first Towns physicians instead of 
the Health Board. 

There were no differences in the pattern of symptoms recognised in the 
prostitutes compared to the overall national picture. Much fewer prostitutes, 
4%, were recognised to suffer from gonorrhoea. 52 % of the prostitutes that had 
been diagnosed with different sort of chancres suffered from ulcus molle, and 
39 % of them were diagnosed with an indurated chancre. Most of the women 
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that were diagnosed with constitutional syphilis had Condyloma, rashes or 
shallow oral ulcers. This was similar to the overall picture from the national 
statistics.18 The prostitutes were not diagnosed with larger quantities of earlier 
symptoms. The removal of their symptoms from the public reports further 
indicates that it was more important to know the social profile of the prosti
tutes than their medicai conditions. 

Late Syphilis 
The discussion on advanced syphilis developed and found new subjects, symp
toms and contexts over the latter half of nineteenth Century. The importance 
of Rudolf Virchow to the discovery of visceral syphilis, and conünued work to 
outline the progression of cardiovascular consequences of syphilis has been 
studied by J.D. Oriel. Alfred Fournier studied the symptoms of tabes dorsalis 
and general paralysis, conditions that were believed to be caused by syphilis. 
Tabes dorsalis was known to cause spinal weakness which completely inca-
pacitated the patient. General paralysis could also paralyse a patient, as well as 
causing speech-problems and dementia.19 

Late syphilis became a severe disease in the second half of the Century. 
Edward Shorter has claimed that 5-20 % of the population of Europe and 
North America "had syphilis on a life-time basis". He argued that the inmates 
of the asylums only represented a small sum of the total numbers of sufferers 
of neurosyphilis and that this disease caused numerous human tragedies.20 

The following will show that Swedish physicians believed themselves able to 
eure these sick, and that a debate on how to recognise neurosyphilis took 
place. The incidence of late syphilis and its social consequence must remain 
an unsolved mystery. 

In Sweden, several theses were published which outlined protracted syphi
lis. In 1890; Magnus Möller (1857-1912) graduated with a thesis about spinal 
syphilis21. In 1897, Ernst Ödmansson published his results on congenital syphi
lis. He also published several theses on the complicated consequences of 
syphilis in 1900. P.A. Lewin, Edvard Welander, Magnus Möller, Karl Petrén 
(1868-1927) and Henry Marcus were some of the physicians writing about the 
later stages of syphilis in late nineteenth-century issues of Hygiea. 

Swedish physicians took a wide outlook on the consequences of venerea! 
disease and pereeived the later stages of syphilis as a cause of both limited and 
immense symptoms. Welander and August Emil Stangenberg discussed the 
consequences of small yet devastating signs of late syphilis. Möller, Petrén and 
Marcus outlined information on protracted syphilis that caused physicai as 
well as mental illness. The following passage will investigate these writings 
further. 
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Locai, genital tertiary symptoms were discusseci by Edvard Welander in 
1883. These caused the male patients "severe psychological sufferings" be-
cause they could cause the loss of a genital. Welander used old inoculative 
methods to differentiate the primary lesion, which could be inoculated numer-
ous times on the patient, from a tertiary ulcer. Pus from an older chancre 
never resulted in a new symptom. Based on his own research as well as the 
results made by Alfred Fournier, Welander argued that these severe symp
toms could be healed, thus repealing the disease from protracting further. The 
tertiary genital symptoms could cause the loss of a patient's genital organs. 
Welander noted that some of these patients became depressed and suicidai, 
but he had no solutions to that problem.22 

Late nineteenth-century medicai knowledge attempted to study some of 
the observed orai ulcers that numerous patients had suffered from. August 
Emil Stangenberg considered all nasal symptoms of syphilis as signs of a pro-
tracted case of the disease. Fingers could transfer primary lesions, handker-
chiefs or kisses; sores or a cold could signify secondary symptoms of syphilis in 
the nose. The severe symptoms treated by physicians, such as sunken noses or 
broken palates, were not defined as signs of third-stage syphilis. Most of the 
patients in Stangenberg's study lost respiratory use of their noses, suffered 
from fevers and headaches, and finally lost large pieces of bone structure. The 
symptoms occurred between 4 to 18 years after the first infecüon and most 
cases could finally be cured.23 Even when late syphilis was recognised as a 
limited symptom, it could halt a person's life and have severe consequences 
on that person's continued life. 

P.A. Lewin wrote an article called "Something about abnormal and delayed 
manifestations of syphilis99 in 1880. He pointed to earlier results from 1863 by 
Professor Adolf Kjellberg (1828-1884) in Uppsala that claimed syphilis had a 
direct influence on "the paraiysing derangement". Syphilis was defined as a 
lethal disease that caused both paralysis and mental illness. This would conse-
quently also point to the fact that syphilis did not always, as previously be-
lieved, run its course through dermatological outbursts but could stay inside 
the body and cause further damage.24 In 1883, the continued lack of knowl
edge on late syphilis was pointed out in Swedish medicai journals. Eira in-
formed its readers that much had already been written about tabes dorsalis, 
but the fact that it appeared to inflict certain men and women remained a 
mystery. In Hygiea, Magnus Wikstrand (1852-1905) argued that a German 
physician, Erb, had found syphilis to be the cause of 91 percent of his cases of 
tabes dorsalis. In spite of the fact that some still argued that heredity, colds, 
sexual excesses and adventures caused tabes, Wikstrand agreed with Erb.25 

Swedish physicians continued to take sides and differentiate between the medicai 
opinions they deemed more or less credible. 
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By 1894, when Magnus Möller wrote about "A case of brain syphilis with 
acute lepto meningitis,99 it appears generaQy accepted that different signs of 
paralysis could be signs of syphilis. Möller illustrated his theory about late 
syphilis by utilising a case-study. The patient, a 22-year old waiter, had always 
lived in a soberly and cauüous manner. At first, he was believed to suffer from 
a severe case of influenza. However, he admitted to having had syphilis and 
showed Möller the medicine he had been prescribed. The patient was conse-
quently treated with mercury and his health improved during the first two 
weeks of treatment. Approximately 3 months later, Möller found his patient 
more or less paralysed with cramps and bouts of fever. The young man died a 
painful death the next day, and was autopsied. 

Möller agreed that the patient's death had been caused by syphilis. He 
concluded: "here, as in the teachings of syphilis in general, the questions of 
causai connection leads research to the dusky and unresolved."26 In the large 
number of articles published by Karl Petrén and Henry Marcus in 1901 and 
1903 on tertiary syphilis, it was accepted that syphilis caused both spinai dam-
age and "acute states of confusions."27 Late syphilis proved damaging to the 
sick individuai, but could not be completely explained or cured by the physi
cians. 

In early twentieth-century medicai writings, spinai syphilis was first recognised 
by dizziness. Similar prescriptions that were used against syphilis could also be 
used against the more severe cases. According to Karl Petrén, back-pains that 
worsened when the patient sneezed or coughed could also indicate that a 
patient suffered from spinal syphilis. He also argued that relapses of poor 
health in between periods of good health could be signs of late, neurological 
syphilis. Petrén pointed to a case-study to prove his point. One of his patients 
suffered from partial paralysis from August 1898 until 1900. He was prescribed 
mercury for one and a half years. The patient suffered quite badly from this 
treatment, becoming unable to empty his bowels or urinate. After 12 months 
the mercury caused orai damage. At the end of his sickness, the man was 
again able to walk, with the help of two crutches. The fact that he could follow 
the patient for such a long time assured Petrén that this patient suffered from 
the consequences of syphilis.28 The consequences of syphilis were now de-
picted as an extended and paralysing disease. In the early 1900s, Swedish 
physicians became more certain that this condition could be cured. 

Henry Marcus had written about "Acute syphilitic psychosis" in Psychiat
ric, neurological or venereologie clinics as well as in closed institutions for the 
mentally ili. The first stage of the disease, an uncomplicated psychosis, has 
often appeared totally unexpectedly and quickly advanced from a stage of 
melancholy to total rage. Mental illness, that was somehow related to syphilis, 
always progressed to a forceful second stage. Marcus pointed out that the sick 



could suffer from "colossal excitement", insomnia or hallucinations. The pa
tients, while unaware of who or where they were, often expressed fears by 
screaming. In spite of their serious diseases and conditions, 14 out of the 17 
cases that Marcus demonstrated in the latter half of his artide lived to carry on 
a normal life.29 Syphilis was categorised with severe mental conditions. Syphi-
litics could become vicious and dangerous, not only because they could spread 
dangerous diseases to others, but because the disease made them crazy. 

Discovering the new consequences of syphilis had great implications on 
how this disease was depicted and conceptuaiised in public life. It had now 
become the venereal perii, causing death, madness and degeneracy. Syphilis 
was contextualised with paralysis, madness and deviancy. Concerning the 
development of medicai knowledge about syphilis, Claude Quetel pointed 
out that "something had been discovered in the brains of the insane". The 
connection between syphilis and mental illness could not be proven until 1913.30 

Medicai knowledge had proven that venereal disease was more than a sexu
ally transmitted disease; it was an illness that could make men and women 
incapable of functioning socially. 

Hereditary Syphilis 
Swedish physicians had previously debated hereditary syphilis. Rosén von 
Rosenstein outiined the consequences that venereal disease had on the life of 
infants.31 In the 1840s, the wide-spread mortaiity among infants with syphilis 
was a signifìcant concern for the physician in charge at the Orphanage in 
Stockholm.32 But by the late nineteenth Century, fears of syphilis made heredi
tary syphilis a much bigger issue. As heredity in general became a scientific 
issue,33 this form of syphilis caused a panie in nineteenth-century culture. Lit
erature and drama depicted it as one of the foremost metaphors of sin, insan-
ity, genius and destruetion. It was considered to threaten the bourgeoisie fam-
ily, as depicted in the play 'Ghosts' by Ibsen. Claude Quetel describes how 
adults with hereditary syphilis were believed to be pale, gifted and artistic — 
the syphilitic was contextualised with decadence.34 

Jonathan Hutchinson and Paul Diday in Britain and France outiined the 
progression of hereditary syphilis. Diday studied this in the 1850s and con-
cluded that infants with hereditary syphilis were recognised as "little old men 
with a cold ". Hutchinson studied låter stages of syphilis in small children and 
coined the still-used expression "Hutchinson's teeth". Children with syphilis of 
this sort had flat and deformed teeth. As hereditary syphilis became further 
studied, scholars also debated the medicai consequences for sight and hearing 
among these children. J D Oriel stresses that hereditary syphilis was perceived 
as a disease that could show numerous varieties of symptoms. European schol-
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ars also discusseci whether neurological diseases in children could be signs of 
hereditary syphilis.35 By the early twentìeth Century hereditary syphilis was 
assumed to cause dementia, hysteria and paralysis. It was believed to contrib-
ute to almost all psychological problems.36 

Nineteenth-century venereologists such as Albert Fournier stressed the high 
mortality among syphilitic infants. Untreated syphilis often caused miscarriages 
but many of the infants died quickly after they were born. Those that survived 
faced a future characterised by poor health or death by infecüous diseases that 
they could have coped with had they not been born to syphilitic parents.37 

Swedish nineteenth-century physicians, such as Ernst Ödmansson and Edvard 
Welander, also commented on the high infant mortality among small children 
born with syphilis. Welander showed how 37 % of pregnancies that were af-
fected by syphilis ended up in stillbirths and that another 34 % of these infants 
died soon after they were born.38 

Several historians have proposed different theories about the impact of 
venereal disease on infant mortality. Francis Barrymore Smith considers it an 
important danger towards fertility and pregnancies, while Barbara Thompson 
argues that venereal disease was the cause of many miscarriages as well as a 
significant contributor to infant mortality in nineteenth-century Bradford.39 

Contemporary physicians debated the consequences of syphilis for infants. 
The considerable dangers that they were subjected to have been showed by 
the infant mortality råtes among children with syphilis in the Stockholm or-
phanage. Edvard Welander shows that between 1838 and 1842 between 67 
and 75 % of these infants died.40 

Historically, it is difficult to assess the venereal disease-related infant mor
tality. Magdalena Bengtsson shows that congenital syphilis caused a rather 
small proportion of the deaths that took place among infants that died from 
"innate defects". Weakness was a much more common cause of death among 
this group.41 This study has previously shown that syphilis was only rarely 
noted as a cause of death among adults as well as infants. This was also com
mented on by Welander. He believed it was common that infants registered as 
having died from "innate weakness" were more likely to have died form he
reditary syphilis. Welander expresses understanding as to why the physicians 
registered the deaths like this. These infants sometimes showed very few symp
toms of syphilis. Instead, they suffered from generally poor health.42 

However, mortality was high among those infants born to syphilitic parents 
that had been admitted for venereal disease in Härnösand. The following 
chapter in this thesis will find out whether infant mortality decreased among 
infants parented by patients in the late nineteenth Century. Infant mortality 



was signifìcant among the infants who were conceived while their mother had 
been admitted for venereal disease, and this could strengthen the argument 
that venerea! disease was the cause of their death. 

Knowledge about syphilis among infants was introduced to Swedish physi
cians in Eira in 1880. The journal then reviewed studies by scholars such as 
Ricord, Diday and Hutchinson. Eira disseminated facts about interrupted preg-
nancies and infant mortality as signs of syphilis. Hereditary syphilis in 10 to 15-
year old children was also covered. The anonymous writer believed that syphilis 
of this sort could cause children deafness, but rarely the more severe symp
toms of terüary syphilis. In 1880, Hutchinson's theory about the dental conse-
quences of syphilis was not yet accepted, and Eira reviewed it sceptically.43 

Swedish physicians were mainly informed about international research. 
Magnus Möller wrote a review on the book Uhérédité syphilitique by Alfred 
Fournier in 1892. In his review, Möller elucidated the extent of Fourniers 
expertise. Hereditary syphilis was deflned as being only the consequence of 
an infecüon received by the infant in utero by infected parents. Fournier stressed 
that if infected after concepüon, the foetus would not suffer the same malig-
nancy. He further pointed out that hereditary syphilis was multifaceted, and 
he characterised its consequences in 5 different categories. These categories 
signify how syphilitic infants were to be recognised. 

"Syphilis hereditaria tarda" defined symptoms of a child that received the 
ordinary syphilitic symptoms weeks, months or years after birth. "Foetal 
cachexy", the second category, characterised infants with a poor general state 
of heaith and lack of vitality which often caused the infants to die in utero or at 
a very young age. Dystrophie disorders were exemplified as "poorly devel-
oped bone strueture or brain" or rudiment testicles or ovaries. Congenital 
deformities such as spina bifida, that is, a partly split spine, or a cleft palate, 
were considered by Fournier to be the fourth category and an increased "dis
position to sickness" the last. He found it proven beyond all doubt that syphilis 
invoked a higher probability of tuberculosis.44 

Fournier concluded that no other disease provoked so many miscarriages 
and caused such high infant mortality. Among the families that Fournier inves-
tigated, 55 % had been affected by hereditary syphilis. This affected 46 % of the 
pregnancies. Social class seems to be decisive as to whether the children died. 
42 % of the infants among private clients died, while 86 % of the hospitalised 
infants died.45 Düring large parts of the nineteenth Century, no research on this 
field took place in Sweden. Edvard Welander introduced paediatric care for 
those children with hereditary syphilis, but did not publish much on the recog-
nition of their illness. Instead, Swedish physicians looked to French, German 
and British scholars to recognise, diagnose and cure infants with venereal dis
ease. 
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In 1898, the research of Ödmansson illustrateci the severe symptoms that 
inflicted infected infants. His investigation had taken place in the hospitals of 
Stockholm and Ödmansson, and pointed out that the survival of the children 
was highly dependent on the living conditions of their mother. Most of these 
mothers were unmarried and extremely poor, and this affected their pregnan-
cies as well as the health of their infants. Ödmansson also found it an added 
difficulty that most of the fathers were unavailable for his study. Nevertheless 
he showed that once the children had survived infancy with syphilis, few chil
dren died from their inherited disease. They were however "weak and by 
syphilis debilitated", having a much worse chance of coping with non-venereo-
logical diseases.46 The need for medicai care of these children was acute and 
when Edvard Welander opened up his asylum two years låter he received 
numerous grateful patients as well as generous private donations.47 

Hereditary syphilis was investigated and debated among the medicai elite 
in Stockholm as a perilous disease that ruined the lives of young children. It 
was respected as a diffìcult condition which, if the patients survived the initial 
stages, could take a long time to cure. Social awareness started to emerge in 
this medicai debate in the late 1890s and the special attention paid to children 
with hereditary syphilis by founding the asylum points to an increased con-
cern over this stage of syphilis. Infants were innocents in the fìght against 
venereal disease, and society appears to have expressed a need to provide for 
them. 

Gonorrhoea 
As shown previously, gonorrhoea became a more commonly diagnosed dis
ease in Sweden in the latter half of the nineteenth Century. Its increase became 
more apparent in the 1890s. This can most likely be explained by looking at 
the increased awareness of and knowledge about gonorrhoea that were spread 
to the general Swedish physicians in this period. Most of the medicai writings 
that were published in Hygiea concerned the consequences of Neissers' dis-
covery of the gonococcus. Edvard Welander reviewed international scholars 
and published his own results on the existence of the bacteria that caused 
gonorrhoea. He argued that it was insufficient to recognise what causative 
agent caused the disease. It was equally necessary to understand their vitality 
outside the human body. He worked vigorously to find out what killed the 
gonococcus. These studies sometimes even caused him to carry out medicai 
experiments on himself.48 Other articles on bacteriological research concern-
ing venereal diseases were quite rare. Isak Jundell published an extensive 
article about his research on gonoccocus in 1900, were he discussed his work 
with guinea pigs as well as patients.49 
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Gonorrhoea could also endanger the health of infants. Johan Widmark 
(1850-1903) covered gonorrhoeal Conjunctivitis in an article in Hygiea in 1885. 
This symptom implied that an infant suffered from an eye infection through 
being infected from the mother's genital gonorrhoea during birth. Widmark 
had found large numbers of gonoccocus in the infected eyes of new-borns, 
and stressed the importance of gonorrhoea. Widmark reviewed international 
actions against this, such as the consistent injection of lapis solution into the 
eyes of infants in France. Attempts made at AUmäna Barnsbördshuset60 and 
Seraßmerlasarettet in Stockholm proved that his WEIS a harmless way to pre-
vent the children from becoming blind. Since legislative acts and ordinances 
had been administrated in other European countries, Widmark suggested that 
similar suggestions should be discussed at the next meeting of Svenska 
Läkaresällskapet.51 Medicinalstyrelsen printed a pamphlet about the method 
in 1887 that was approved by Svenska Läkaresällskapet After that it was con-
sidered acceptable that the midwifes practised this method.52 

The discovery of the gonococcus made it much easier for physicians to 
locate the severe secondary diseases of gonorrhoea. The number of cases 
increased as knowledge about gonorrhoea evolved. Gonorrhoea was depicted 
as an illness that could inflict any innocent girl. In 1886, Sigurd Lovén (1809-
1895) warned other physicians against over-looking gonorrhoea. He illustrated 
this by discussing a case study of a fìve-year old girl in Hygiea. The girl was of 
a good family and was at first thought to suffer from eolie. Two days later the 
maid found traces of discharges in the girl's sheets. Lovén was again called to 
examine the girl. He now found traces of gonorrhoea, which soon progressed 
to gonorrhoeal rheumatism. In spite of his every effort to cure the girl, she died 
from Peritonitis within 22 days. The autopsy showed a severe case of Salpingi
tis and endometeritis. The gonorrhoea had spread to her uterus and fallopian 
tubes, which caused the infection that spread through her entire abdominal 
cavity.53 

Swedish venereologists considered female gonorrhoea a severe disease. 
Frans Westermark wrote an article on this matter in 1892, claiming it to be one 
of the worst and most difficult disease among those that affected the female 
genitals. In his policlinic, he had found cases of vaginal gonorrhoea among 
women of every age, but also among young girls. He noticed that "real epi-
demics of gonorroheai Vulvovaginitis" sometimes occurred in the children's 
hospitals in Stockholm. Westermark thought that most cases of gonorrhoea in 
children had been passed on because the nurse had used fìlthy cloths when 
washing the children. However since it was believed, among the lower classes, 
that adult gonorrhoea was healed when transmitted to a child, Westermark 
did not deny that this could explain some of the cases of children's gonor
rhoea. 
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Pathology helped Westermark to explain the course of female gonorrhoea. 
Most cases of the disease occurred in women that were sexually active. He 
concluded that as long as the disease could be prevented from spreading 
further inside the woman, gonorrhoea could be considered quite uncompli-
cated. If it managed to advance to the uterus or the fallopian tubes, it was 
assumed to cause sterility. This kind of gonorrhoea sometimes affected the 
lymphatic glands and the rest of the pelvis. Westermark explains that a pro-
gressed case of gonorrhoea cause "the rest of the woman's life to be nothing 
but a chain of almost Constant sufferings." 54 Karin Johannisson argues that 
gonorrhoea became part of the literature on women's medicine at the turn of 
the Century.55 Swedish physicians were aware of the problems that gonorrhoea 
inflicted on women already by the 1880s. Their perception of gonorrhoea as a 
dangerous disease dated from much earlier. 

By 1895, bacteriology had become a tool to defìne the presence of disease 
and the result of treatment. Carl Ekelund could locate "groups of gonoccocus" 
in the patient's secretion before treatment. He concluded that the number of 
gonoccocus decreased after just a few prescribed rinses and believed this to be 
the necessary evidence that his treatment worked.56 A patient was deflned as 
restored from gonorrhoea when no gonoccocus was found in his morning 
urine 2-3 weeks after his treatment had been fìnished.57 By 1899, bacteriology 
had become the primary way to defìne sickness, but also a new tool to defìne 
a working cure. Bacteriology also became a new way for physicians to prove 
that their perception of disease was correct. 

The thoughts and ideas on gonorrhoea had altered considerably since the 
1860s. Gonorrhoea had become a potential killer. It was believed to be ca-
pable of causing septicaemia, rheumatism, inferülity and chronic disease. The 
disease inflicted poor health on infants, children and women. Surprisingly 
little was said about male gonorrhoea, which might be explained by the con-
temporary belief that it caused no greater harm. Bacteriology and the micro
scope had brought forward irrefutable evidence regarding the previously harm-
less disease, making it a much greater danger. Medicai knowledge and tech-
nology portrayed this disease and presented the only medicai way to eure it. 

How to Cure Syphilis and Gonorrhoea — lodine, Mercury 
and its Usage 
Therapeutics against venereal disease did not undergo the same changes and 
developments as diagnostics during the låter half of the nineteenth Century. 
J.D. Oriel briefly touches upon nineteenth-century therapeutics against vene-
real disease. Endless debates on the usage of mercury led to no general break-
through. Despite the discovery of an intermittent method by Fournier, Oriel 
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claims that "the modern Era of syphilis therapy began with the introduction of 
organic arsenicals." He suggested that the usage of mercury was more suppres-
sive than curative, and that its use could keep the symptoms of syphilis away 
while in medicai care.58 The following will outline the late nineteenth-century 
debate among Swedish physicians. Their concentrated efforts concerning the 
usage of mercury and its consequences for patients indicates an increased 
professionalism among the physicians that strengthened their participation in 
debates about social policy. 

Not much was published about medicai measures against venereal dis
eases during the 1860s and 1870s. The practising physicians in Stockholm 
found other matters to write about, while Ernst Ödmansson mostly discussed 
the treatment of syphilis in the reviews. Comments on different international 
scholars' recommendations on new methods of treating syphilis were spread 
to Swedish physicians in these reviews. Injections of mercury,59 or supposito-
ries made out of mercury and cacao butter60 were suggested by ödmansson, 
but these methods were not evaluated. Ödmansson wrote a long review on the 
works of Alfred Fournier in 1874 regarding female syphilitics. Fournier stressed 
that a treatment with mercury had to be supported by numerous other pre-
scripüons, such as cinchona, hygiene or a stay in the country or by the sea. 
The cure would fall otherwise.61 ödmansson reviewed the work by Hutchinson, 
"When and how should mercury be used against syphilis" in 1878.62 Mercury 
became the recommended prescription against syphilis in these writings. 

As shown in table 16, mercury became the most commonly used therapy 
against constitutional syphilis during the last decades of the nineteenth Cen
tury. A picture of how the usage of different therapies changed among Swed
ish physicians can be found in the compiled reports that were published by 
Kungl Sundhetskollegium between 1860 and 1870 and thereafter by Medicinal
styrelsen. In 1865, 50 % of all patients with venereal disease had been treated 
without mercury, and 8 % were treated with mercury combined with aged 
methods such as fumigation, baths and ointments. 

42 % of the patients in 1865 had been prescribed mercury either internally 
or externally. The persistent use of diet was over in the 1870s, and mercury 
was considered the most useful drug against syphilis. Therapeutics changed 
considerably in the last three decades of the nineteenth Century. 95 % of the 
patients with constitutional syphilis had been prescribed mercury in 1895. 



Table 16: Therapeutics used among patients with constitutional syphilis in 
1875, 1885 and 1895. 

Prescriptìon 1875 
N=1593 % 

1885 
N=1738 % 

1895 
N=1428 % 

Mercury 876 55 1027 59 1075 75 
lodine 217 14 123 7 51 4 
Mercury and iodine 335 21 553 32 285 20 
Without iodine or mercury 165 10 35 2 17 1 

Source: BiSOS: Annua! Reports from Medicinalstyrelsen. 

As bacteriology and pathology influenced different physicians further, new 
methods of exploring the consequences of therapeutics were developed. Edvard 
Welander became the leading scholar on therapeutics against syphilis in Swe-
den. He feit it important to increase the understanding of how mercury could 
be absorbed and administrated to the body, but he also wanted to know more 
about its consequences on the body. Welander took urine samples from his 
patients and investigated them using a microscope. Medicai technology and 
new knowledge enforced his position as an expert. 

In the early 1890s, Welander wrote a number of articles on different ways 
to administer mercury to the patients. He had often treated syphilitic patients 
with an ointment consisting of two parts lard and one part mercury, which was 
rubbed onto different body parts of the patient. Since he found it impossible 
to administrate sufficient amounts of mercury to the patient, this way he in-
tended to find new ways of administrating the ointment to the patients. He was 
interested in simplifying the medicai care of venereal disease and lessening the 
dramatic consequences of it. 

Edvard Welander suspected that mercury could vaporise and be absorbed 
by patients even thought it was not directly administered to the body. These 
suspicions were based on experiences from the older kurhus in Stockholm, 
where it had been difficult to air the rooms. Here, Welander had encountered 
patients that suffered from Stomatitis even thought they had not been pre-
scribed any kind of mercury. They had only shared their room with patients 
who had been prescribed mercury. In addition, urine samples from patients 
that had only been administered a mercurial ointment once showed much 
larger amounts of mercury than Welander had expected. If this was true, it 
implied that there were easier ways to administer mercury than rubbing it 
directly onto the patient.63 
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Welander then carried out several inventive experiments. He investigated 
whether patients absorbed vapours of mercury by spreading the ointment on 
pieces of cloth and sowing them to large sheets that were hung across the 
patient halls. Similar pieces of cloth were also placed in other patients' beds. 
They were cautiously embedded among the other sheets so that the patient 
would never be exposed to mercury. Urine samples from the patients involved 
in these experiments proved that their bodies had absorbed mercury. Welander 
concluded that the ointment could be lefit on the skin and still be absorbed by 
the patient. He advised his colleagues that they should not be content with 
rubbing ointment onto their patients. Since it could be absorbed anyway, 
some of the ointment was to be left on the skin.64 

Edvard Welander also thought it interesting to find out how mercury af-
fected parts of the body that were not affected by disease. In 1894 he pub-
lished an artide about how mercury affected the kidneys by investigating 
whether patients treated with mercury suffered from albuminuria.65 Several 
other investigations by other scholars had proven that mercury was eliminated 
from the body through the kidneys, and Welander wanted to find out whether 
this caused them any kind of harm. Due to the invention of the centrifuge, that 
enabled Sedimentation of fluids, Welander could develop his use of urine-
samples further.66 

His investigation aimed to find which patients were likely to suffer from 
problems with the mercuria! treatment. However Welander found it difficult 
to draw conclusions from his investigation. Whether a person was heavy or 
thin seemed irrelevant to whether the patient suffered from albuminuria or 
not. 70 % of the patients that were older than 40 years of age showed signs of 
kidney problems while this was less common among the younger patients. 
Those with tertiary symptoms more often suffered from albuminuria, and this 
he explained by pointing to the fact that these patients had probably under-
gone a more severe cure with mercury. Welander advised his colleagues to 
use urine samples for careful investigation of their patient's kidneys. K the 
patient was found to suffer from albuminuria, he advised his readers not to 
pursue heavy dosages of mercury. 67 

Welander commented on various exploratory means to impede syphilis. 
He suggested a new therapy against the simple chancre, by telling a story of a 
female patient that he had treated at the kurhus in 1885. When she feil sick 
with fever and arthritis, he had to interrupt the traditional mercurial treatment. 
Welander expected to find "horrible extensive ulceraüons" on her body when 
she was restored from the fever. Instead, when he examined the woman he 
found no chancres. He concluded that the fever had caused their disappear-
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ance. Consequently, he invented a way to subject the chancres to heat, which 
he thought could heal them. Edvard Welander claimed to have "killed the 
poison".68 

Welander could lean on a considerable amount of research when he ar-
gued that mercury was a safe drug in 1898. Now he argued that injections of 
mercury were clean, comfortable and need not necessarily disturb the every-
day life of the patient. Some groups of outpatients risked encountering prob
lems if treated with injections. Cavalry officers, for instance, found it hard to 
combine injections of mercury in the buttocks with their professional life. In 
1898 Welander introduced his pouch-method, which he found practica! to use 
on patients that could not be prescribed injections. He often treated children 
and infants with the pouch-method. It involved applying the ointment to a 
piece of cloth, putting the fabric in a small pouch and wearing this around 
their neck while the cure lasted. The pouch could be worn on the ehest or on 
the back. To avoid any eczema the pouch could be moved back and forth, 
which according to Welander protected even the most sensitive patient from 

6Q eczema. 
Between 1885 and 1900, Edvard Welander produced most of the writings 

on mercury and its consequences for almost 15 years. In the late 1890s his 
methods were debated, and to some extent questioned, by younger physi
cians. His reputation was however left fully intact and his younger colleagues 
showed him utmost respect. When Gösta Åhman suggested an improvement 
of the therapeutics by Welander, he did so with caution. Ahman referred to 
the pouch-method as "comfortable" and "clean". He stressed that it implied a 
greater integrity for the patient than any previous methods. Nevertheless, since 
the ointment in the pouch consisted of lard, it was difficult to avoid the pouch 
becoming greasy and unsanitary. This had led the younger physician to inves
tigate whether a powder could replace the ointment.70 Welander had a contin-
ued influence on how syphilitics were to be treated by physicians and how 
medicai research was to be carried out. 

In 1918, Gösta Åhman declared that science was well equipped to deal 
with the medicai problems caused by the rising numbers of syphilis and gon-
orrhoea infection. The primary reason for this was none of the attempts that 
had been made during the last decades of the nineteenth Century. Instead 
early twentieth-century discoveries of the causative agent, a reliable way to 
recognise this agent, and arsenic chemotherapy had equipped medicine with 
means to fight these diseases.71 Edvard Welander was the first of a growing 
number of physicians in this fìeld. 
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Summary Discussion 
In the early twentieth Century, Swedish physicians had a much better knowl-
edge of venereal disease than they had previously. Wide-spread societal changes 
also characterised the medicai history of syphilis and gonorrhoea. Medicai 
care was available all over the country, but syphilis was no longer the most 
common disease to be diagnosed among the patients. The bulk of venereal 
disease was prevalent in Stockholm. This probably carne to influence the con-
ünued rhetoric about these diseases. There was little interest among physi
cians outside of Stockholm for these matters until the early twentieth Century. 

In the 1880s, an increased number of articles on venereology was pub-
lished in Hygiea. Previous articles in this fìeld had mostly been review articles 
on the studies of international researchers. Edvard Welander carried out stud
ies on his patients in St. Göran hospital and experimented to solve venereo-
logical problems and to restore his patients to health. In Stockholm new hospi
tals were built and better medicai care for children with hereditary syphilis was 
introduced in 1900. Out-patient clinics in Stockholm received thousands of 
visits annuaily. Venereal disease was undoubtedly considered a serious prob
lem. 

An increased knowledge among Swedish physicians enabled them to 
recognise larger numbers of gonorrhoea patients and more varied symptoms 
of syphilis. There was, however, no difference between the diagnoses made 
among prostitutes and other patients. Medicine defined prostitutes primarily 
by their social position in society. They found no specific venereal disease 
that was more common among these girls. From a national perspective syphi
lis still represented a dangerous disease from which large numbers of sick 
suffered severe consequences. Medicai expertise in the late nineteenth Cen
tury made this evident in the 1880s and 1890s. 

Syphilis was portrayed as a dangerous disease. Late syphilis could inflict 
the patient with orai or nasal symptoms that forever altered their appearance 
and caused them psychological problems. Further research on late syphilis 
depicted syphilis as an illness that could forever incapacitate a breadwinner 
from providing for his family unless he carne under medicai care. Neurologi
ca! symptoms of this illness could also cause men and women to become 
insane. Late syphilis implied the same medicai consequences as it had in the 
early nineteenth Century, but its consequences were reformulated to fit con-
temporary ideas of health and illness. 

Hereditary syphilis became vividly debated among intellectuais and physi
cians in late nineteenth- Century Europe. It portrayed everything dangerous in 
contemporary society. It threatened the continuance of middle class families 
by causing high infant mortaiity. Swedish physicians limited themselves to 
outlining international research and Ödmansson only published his results in 
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1898. There was no denial among Swedish physicians that infants could suffer 
badly from their parent's illness. The opening of Lilla Hemmet in Stockholm 
indicates a genuine interest among Stockholm physicians to restore the infants 
that survived. This interest could not be found among the patient records from 
the Härnösand hospital in the early nineteenth Century, it was a new interest 
that evolved in the later half of the Century. 

Instead much more interest was paid to gonorrhoea. Swedish physicians 
were deeply troubled by the severe consequences of female gonorrhoea, as it 
appeared on infants and adult women. In the 1880s gonorrhoea was described 
as a lethal disease that could take the lives of young girls and torture adult 
women for the remainder of their life. Once international results concerning 
blindness provoked by vaginal gonorrhoea in women were confìrmed by Swed
ish research, society enforced compulsory medicai treatment to impede it. 
Bacteriology and pathology became useful tools with which to diagnose gon
orrhoea. 

Mercury was accepted as the one drug to use against all types of venereal 
disease. However, the cure of venereal disease was little discussed in Hygiea 
until 1885, when Edvard Welander started to publish his articles. He intro-
duced the use of the microscope and pathological techniques in exploring the 
consequences of mercury. Their writings developed and progressed during 
the years between 1870 and 1903, from having been much based on European 
scholars to utilising clinica! experiments carried out in Sweden. New knowl-
edge on bacteriology made it easier to identify new consequences of old dis
eases, introducing unexpected dangers with venereal disease. When a larger 
number of venereologists practised research within this fìeld, they joined him 
in trying to find an effective treatment against syphilis and gonorrhoea. 

In Sweden, at this time, venereal disease was defìned by a small number of 
professional physicians that were heavily influenced by European scholars 
and their opinions on syphilis. The diseases were stili perceived as posing a 
threat to the reproduction of a healthy population. Central to this idea was the 
fact that syphilis and gonorrhoea were transmitted by sexual intercourse, some-
thing that had not been sufficiently clear to previous generations of physicians. 
Men and women that behaved against the moral norms of contemporary soci
ety suffered from syphilis and gonorrhoea and could in no way be assimilated 
with society at large. The sick became potential transmitters of paralysis and 
insanity. 
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10 
Restoring Virtue — Late Nineteenth-Century Social Policy 

against Venereal Disease in Sweden 

Vice and venerea! disease became inseparable when medicai knowledge 
conflrmed the relationship between the primary and consecutive stages 

of syphilis. Nineteenth-century debate on venereal disease touched upon many 
other contemporary social problems and it is not easy to differentiate between 
the different topics that were aired in Sweden on this matter. The following 
section will attempt to discern how health matters participated in the wide 
contemporary debate concerning poverty, unemployment, crime, sexuality, 
and vice, that is, the various cornerstones of "the social problem". It will intro
duce the different social policies that were suggested between 1837 and 1903. 
The intent of this chapter is to show how public policy against venereal disease 
changed as perceptions of the diseases altered. It will be proposed that the 
identity of syphilis and gonorrhoea changed in the late nineteenth Century. 
Besides being perceived as medically deflned diseases and social problems 
that could be addressed by social policy, the diseases connoted immoral fe-
male sexuality. More so than in the earlier nineteenth Century, the bürden of 
disease was placed upon urban women. 

Late nineteenth- and early twentieth-century debate on venereal disease 
and prostitution involved many more participants than it had before. Much of 
what wajs debated in this long-lasting conflict concerned issues other than those 
that are interesting to this study. Many of the debaters divided the vice prob
lem into three different spheres. They claimed that the question touched upon 
legal, moral and sanitary issues. This chapter deals with the sanitary concerns 
about venereal disease. It will fìrstly discuss the different ideas on protection 
against disease and begins by discussing the debate on brothels. In Stockholm, 
brothels caused debate and disagreement. They were perceived as a protec-
tive measure by some, while their opponents thought of brothels as legitimat
ing illicit sexuality. Despite the efforts to legalise them, this was never allowed. 
Instead, Stockholm administrated the regulation of prostitution to prevent 
women from infecüng their male customers. 

Initially, social policies against venereal disease were the result of an actual 
increase. By 1837, it was evident to the locai authority in Stockholm that 
something had to be done about the situation at Garnisonsjukhuset. The sol
diers were inspected regularly and too many of them were found to suffer 
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from venereal disease. Previously soldiers had lived with their wives outside 
the garrison. The current soldiers were younger, unmarried, and frequently 
visited young girls in Stockholm. The physician at the Garrison stated that 
"since the locai police could not smother the disease in its natural origin" other 
measures had to be taken.1 In 1839, it was decided that all soldiers should be 
inspected on a weekly basis.2 Concurrent to this was a significant increase in 
the number of cases of venereal disease in Stockholm between 1843 and 1846, 
which severely crowded the hospital and caused the city council to call for 
stronger measures against the disease.3 

The situation concerning venereal disease had become alarming by 1846. 
The Stockholm garrison saw a great increase in the number of soldiers suffer-
ing from venereal disease, and locai authorities noticed and blamed the young 
girls surrounding the garrison. Since the soldiers were having sexual inter-
course with these girls, they were believed to receive the disease this way. This 
scenario led to the regulation of prostitution in Stockholm and låter in several 
larger cities in Sweden. Venereal disease became gendered. Contextualised 
with prostitution, venereal disease became constructed primarily as a disease 
that was spread by women's criminality. 

Regulaüons were introduced in 1846, 1859 and 1875, and will be briefly 
introduced in the following. The extent of prostitution and venereal disease 
will also be illustrated. After 1875 a resistance movement was established in 
Sweden, as it had been in Britain and Europe. This chapter looks at the long-
lasting conflict between different opinions on how to protect society from ve-
nereal disease. Professor Edvard Welander defended the idea that compul-
sory inspection of prostitutes could prevent the spread of venereal disease. 
Along with artides by other participants, his work will be scrutinised to outline 
how venereal disease was portrayed in the debate. 

Much historical research has been done on prostitution. Phillipa Levine 
has discussed the social history of prostitution, considering the attention that 
this subject has attracted during the last 20 years. She stresses that categorisation 
has frequently been used in this research when historians defìne prostitutes as 
"victims" or "freedom-loving". She exemplifìes this by pointing to English rheto-
ric on infected women as inescapably fallen.4 The following investigation does 
not intend to pass judgement on whether prostitutes became "losers" or "win-
ners" when the regulation of prostitution was enforced in Swedish cities. In-
stead, a study of prostitutes can illustrate how the perception of disease changed. 
They become the most obvious example of how social construction shaped 
the understanding of syphilis and gonorrhoea. 
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Early Suggestions on How to Prevent Venereal Disease in 
Stockholm 
In the early nineteenth Century, venereal disease was considered to pose a 
great threat to society. In the 1840s, male and female behaviour was the centre 
of attention when physicians and locai authorities suggested legislative mea-
sures against venereal disease. This section deals with the debate on how to 
prevent venereal disease from spreading through Swedish society between 
1843 and 1875. The conflict was probably influenced by Parisian and Euro
pean beliefs on how to prevent venereal disease5, since it suggested allowing 
licensed brothels in Stockholm. Venereal disease was believed to "undermine 
the cornerstones of society" according to an 1839 publication called "Bidrag 
till frågan om sättet att förekomma den veneriska sjukdomen och sedeslös
heten särdeles i huwfudstaden."6 In 1842 Medicinalrådet August Timoteus 
Wistrand wrote his pamphlet "Några drag av bordellväsendets historia in 
which he claimed that vice could not be eradicated from society. It was "an 
invincible e vii."7 

International examples of vice were frequentiy used in the Swedish debate 
about how to prevent venereal disease. In 1843, London was considered a city 
of uninhibited vice and prostitution. British prudery prevented them from doing 
anything about the dangers that were nevertheless evident to them. An anony-
mous writer in Sweden argued that this made Britain a dangerous country. 
British sailors were to be subjected to special control, since at least 219, 350 
patients had been treated for venereal disease in London.8 August T. Wistrand 
claimed that Londoners were unprotected from disease, and their opinions on 
sexuality made rape uncontrollable in their city. "An excessive freedom" made 
it impossible to inspect the girls, send them to a hospital and keep them there 
against their will.9 At this time, Swedish debaters discussed venereal disease as 
a disease that primarily existed in other societies, it was a disease or a multi-
tude of diseases "of the others". Furthermore, Swedish debaters also constructed 
ideas about central governments that ignored to do something about its pres-
ence in society as severely lacking social control of its subjects. 

Female cases of venereal disease became a very common way of depicting 
the consequences of vice and social dangers. Düring his work with kurhus-
avgiften in Stockholm, the minister in Adolf Fredrik10, Nils Johan Ekdahl, had 
been given a letter from the first physician at the kurhus. This letter stated that 
more than 50 girls in the age group 6-14 had been treated for primary vene-
real disease. This outraged the minister, since it indicated the lack of morals in 
Stockholm. His efforts to start an asylum for these girls were not approved by 
the city council.11 Children were considered innocent vicüms of venereal dis
ease, but their illness also became an indicator of urban morals. 
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Sometimes pity could also be expressed concerning young prostitutes. As 
Ekdahl was fighting the introducüon of brothels in his parish, he met a young, 
beautiful girl from Gotland. She was more populär than her co-workers in the 
whorehouse and, according to Ekdahl, she daily served 30 different men. Due 
to the fact that she worked so hard, the girl contaminated 45 men between 
inspections. She suffered several bouts of syphilis and ended up with epilepsy. 
When she returned home to her parents, she was so harassed by locai boys 
that it became intolerable for her to stay, so she returned to Stockholm. Al
most forced back into her old ways, she eventually married a "warm-hearted" 
policeman.12 

Beauty, disease and the fact that she wanted to change her ways made her 
tolerable to the minister and he expressed great concern for her. Lynda Nead 
has shown that beautiful prostitutes were often portrayed as victims of poverty, 
disease and seduction in Victorian Britain.13 They were perceived as outcasts 
of contemporary society and lost beyond virtue. The beautiful girl from Gotland 
weis resurrected thanks to the kind man who married her. He then gave her an 
opportunity to participate in society as his wife. 

Social control of venereal disease had long-since been practised in 
Stockholm. The circular dated June 10 1812 had been frequently practised in 
Stockholm.14 Maids, servant girls, journeymen, and soldiers as well as "loose 
and frivolous" women were controlied frequently by the locai police during 
the 1810s. These inspections continued until the 1830s, but became inefficient 
as the city expanded. In 1838, two houses of ili repute existed in Gamla Stan15 

in Stockholm. Both houses encountered strong resistance and were soon forced 
out of business. An increase in cases of venereal disease in Stockholm during 
the 1830s forced the city council to remind the police to make further use of 
the 1812 Act, but no additional legislation was issued until 1846.16 The small 
number of brothels raised the issue of whether or not they could protect the 
town from higher incidences of venereal disease. 

August T. Wistrand believed that brothels and prostitutes had been a ne-
cessity long before the occurrence of venereal disease. Wistrand argued that 
men had to satisfy their sexual needs at any cosi The fact that men less fre
quently became infected by regulated girls than by the dubious women who 
conducted their business outside of societal control made the necessity of 
brothels evident. Since the higher classes of society carried out their vice in 
secrecy, he found their behaviour even more deplorable than that of poor 
men. Upper-class men carried out the same "hoirifying/—/ filth" in secrecy 
because they could afford to.17 

Wistrand claimed that any previous legislation was too meek and insuffi-
cient. He did not believe that the different kurhus in Sweden could provide 
medicai care for all the sick. It was equally impossible to incarcerate everyone 

-  187-



that suffered from venereal disease. Patients with this sickness were incapable 
of understanding the extent of damage they could cause to others by giving 
them their disease. Nothing but stronger legislation and brothels could pro
vide the necessary protection against a conünued increase of venereal dis
ease.18 Establishing a brothel in Stockholm could help prevent an increase in 
cases of venereal disease.19 

Wistrand received harsh criücism from the physician P J. Liedbeck. Liedbeck 
argued that physical diseases had their origin in the moral state of men and 
women. The moral state of the lower classes would, according to Liedbeck, 
suffer an everlasting blow if society agreed to allow what was morally abomi-
nable. He stated that a brothel "could never be but a sewer of impurity since 
it stains /—/ everything around itself." According to Liedbeck, a brothel would 
only entice young men to use it. A brothel could never impede venereal dis
ease.20 When a brothel-owner established his business in Adolf Fredrik, a long 
and persistent fìght followed between the locai minister, the city council and 
the police. Minister NJ. Ekdahl fìnally managed to force the brothel out of his 
parish.21 Ekdahl portrayed his fìght against the brothel as a victory for health, 
morality and Christianity. 

Different suggestions were offered on how to prevent venereal disease. A 
"bribe" could be paid to every man and woman who admitted themselves to 
medicai care at the kurhus. This, in combination with previously existing leg
islation on venereal diseases, was believed to be able to root out the diseases.22 

Children were also held responsible for the spread of venereal disease, and 
the police should bring home those found roaming the streets in the evenings. 
The writer argued that the police should summon the parents. If the parents 
ignored this, they should be fined. It was also recommended that these chil
dren should be "severely beaten".23 

Ekdahl suggested several countermeasures that might prevent venereal dis
ease from increasing in Stockholm. Firstly, women who had had intercourse 
with men in Stockholm should be sent back to their home parish, together 
with their children. The different parishes should also be forced to pay any 
medicai bilis. He argued for stronger legislation concerning a woman's right to 
peacefully walk the streets of Stockholm. Ekdahl showed that disorderly bach-
elors had a habit of Walking up to any woman in Stockholm and asking them 
for indecent favours. Ekdahl thought that this should be severely punished.24 

Judith Waikowitz points to the early debate on prostitution in France and 
England, in which the prostitute became part of a new social science. The 
French scholar Parent-Duchalét conducted a signifìcant study of Parisian pros-
titutes in 1836, which influenced British writers to comment on how 
industrialisation and urbanisaüon ruined female lives. British evangelical writ
ers were disgusted by the lives of the prostitutes and could find nothing worse 
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than a "fallen" woman.25 The writings of A.T. Widstrand and PJ. Liedbeck 
were probably heavily influenced by their British and French counterparts. In 
Stockholm, the problem never reached the same proportions as it did in Lon
don and Paris, and the debate soon quietened down. 

Brothels returned as a suggested measure against venereal disease in the 
1870s. They were found necessary by P.A. Lewin and Anders Fredrik Kullberg, 
who participated in a contest by Svenska Läkaresällskapet in 1873. Otto 
Westerberg, secretary of the Federation, believed these two artides were of 
significant importance when Stockholm issued the new regulation in 1875.26 

Their ideas on brothels were, however, not accepted. Kullberg, who received 
first prize for his essay, argued that Stockholm already had brothels, although 
they were not under governmental surveillance. Strong police supervision and 
a strict set of rules concerning these brothels could have a "beneficiary" influ-

27 enee. 
The brothels should function in order to protect the male clients. Since at 

least 100, 000 sexually active men travelled through Stockholm by train or 
road every year, it was reasonable to provide them with the women they 
wanted. P.A. Lewin thought that safe and easily accessible prostitution was a 
matter of "social conscience".28 The licensed brothels would not only be al-
lowed by society; society would protect and acknowledge every activity that 
took place inside the house. Lewin stressed the importance of choosing spe
cific women to organise these facilities and prevent crimes from taking place 
when the girls were hired.29 

Providing men with licensed houses could also prevent poor male behaviour. 
The seduetion of young girls was characterised as a mede crime. The belief 
that venereal disease could be cured through intercourse with a virgin was 
practised only by "the rawest bunch of men" as stated by an anonymous writer 
in 1873.30 P.A. Lewin considered it the individuai right of every woman to seil 
her own body if she wished to do so, so long as this did not spread disease to 
her customers. Male behaviour offended Lewin. He found it offensive that 
men could get away with their "incredible hunt for women" which they car-
ried out in Stockholm each evening. Their acts were often carried out in a 
deceitful manner. Their behaviour spread venereal disease and was conse-
quently not only immoral but dangerous too.31 Brothels would provide an 
outlet for the inevitable male desire, and since it was controlied by the city, this 
outlet would be safe. 

P.A. Lewin considered secret, hidden prostitution to be the most danger
ous. He argued that this kind of prostitution flourished wherever brothels were 
banned and closed down. Lewin claimed that publicly regulated brothels would 
protect the girls. Since most brothel owners wanted to seil cheap wine and 
intoxicate their customers, the girls inside brothels were frequently heavy drink-
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ers. Venereal disease could be impeded if society controlied the brothels.32 He 
wished for the controlied brothels to be of a higher quality to ensure a better 
life for the girls. 

Every attempt to introduce licensed brothels in Stockholm had failed. The 
belief that the regulation of brothels could halt the inevitable spread of vene-
real disease was widespread in Europe. The early versions of the French regu
lation of prostitution did not aim to decrease the incidence of venereal disease, 
but rather to contain it in public brothels. Anette Mooij stresses that the regu
lation of prostitution enforced social control and that similar legislation was 
enforced in the Netherlands in 1851.33 It was a lot easier for locai government 
in Stockholm to rely on earlier Swedish legislation than to try and enforce 
similar Acts. The regulation of prostitution was adapted to circumstances in 
Stockholm and to locai tolerance of sexuality. 

Introducing the Regulation of Prostitution 1846-1875 
The following depicts measures taken by society against venereal disease be-
tween 1846 and 1875, when the final version of regulation was instaUed. Firstly, 
this passage describes the first versions of regulation that were administered in 
Stockholm in the 1840s and 1850s. It then discusses the Act ofjune 2 1875 and 
the early debate surrounding its instaiment. The early aboliüonist movement 
in Sweden faced an entirely different situation from its British counterpart. It 
will be argued that previous debates and legislation concerning venereal dis
ease created good opportunities to enforce strong regulation of prostitution in 
Stockholm and other Swedish cities. 

Numerous scholars have explored Victorian perceptions of sexuality. Michel 
Foucault,34 Peter Gay35 and Micheal Mason36 have presented different opin
ions about late nineteenth-century attitudes towards, and conceptions of, sexu
ality. Their studies have become renowned and are important to the field of 
history. Claes Ekenstam comments on the vast amount of work within this 
field in his study on "the history of ideas of the body". Nineteenth-century 
Swedish intellectuals often dichotomised nature and culture. They fiirther as-
sociated the difference between humans and animals with this dichotomy, 
implying that anything sexual differed from the cultural and human. Sexuality 
became portrayed as animai, wild and disassociated from anything human, 
cultural and refined in society.37 This idea is traceable in the early debates 
concerning prostitution in Sweden. 

Yvonne Johansson outlines the early history of prostitution in Stockholm. 
She claims that the earliest attempts to control venereal disease in Stockholm 
were administrated in co-operation with the locai medicai authorities and locai 
law enforcement. The first regulation of prostitution was issued on April 1 
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1847. This effort was characterised by an elusive definition of which women 
were to be inspected. The Stockholm police were to keep track of every woman 
that worked in "such public places" or behaved in an idle and improper man
ner.38 This attempt was made, as has been argued previously, since the cases 
of venereal disease had increased among the soldiers in the garrison and among 
the young girls who befriended the soldiers. The Act was heavily inspired by 
the circular of June 10 1812. 

The number of patients with venereal disease continued to increase in 
Stockholm. Suggestions for stronger measures against the spread of venereal 
disease were continuously put forward in the 1840s. In 1855 the subject was up 
for debate in Svenska Läkaresällskapet The locai police found the Act of lOth 
of June 1812 useless, and it was obvious that the attempt made in 1847 had 
proved insufficient. The large number of sick forced Öfverståthållarämbetet to 
deal with the issue. A new regulation of prostitution was issued in 1859. This 
enforced weekly inspection of prostitutes. If any woman failed or neglected to 
submit to these inspections, she could be sentenced to the workhouse for a 
period of between two months and one year.39 

Yvonne Johansson quotes the legislation extensively and shows that, by 
1859, prostitutes were defìned as women who behaved illicitìy on a profes
sional basis. Any unemployed woman found that Walking the streets could 
make her a suspect of prostitution. The new legislation prohibited women 
from frequenting public places and attracting attention to themselves. Johansson 
argues that prostitution was permitted as long as the women plied their trade 
according to societal rules. As soon as they broke these rules, their existence 
was defìned as vagrancy.40 Johansson concludes that there was little resistance 
to this regulation in Stockholm and Sweden. Syphilis and prostitution did not 
become an issue for debate until the Federation began to argue against regu
lation in the late 1870s.41 

Johansson stresses that the regulation of prostitution enabled society to 
implement those ideas it had on sexuality and morality.42 It could be argued 
that it also reveals ideas on health. The non-existent debate over this law 
indicates a lack of interest in venereal disease at this time. As has been previ
ously shown, there were few attempts to improve venereology, and the discus-
sions over the kurhusavgiften had died down in parliament. It appears that the 
perception of venereal disease as a disease in need of this sort of social policy 
was an accepted one. 

The increased incidence of venereal disease and the severe diffìculties to 
control its spread were raised at a meeting of the Svenska Läkaresällskapet in 
1868. According to Edvard Welander, the locai physicians in Stockholm stressed 
the need to strengthen the regulation. In 1869 a contest was held concerning 
ideas on how to impede venereal disease. P.A. Lewin and Anders Fredrik 
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Kullberg were rewarded for their thoughts on how to prevent prostitution.43 

Their suggestions were quite similar to each other, both of them arguing that 
brothels should be made legal and that inspections of the women should be 
carried out twice a week. The legislaüon that was administrated by Överståt-
hållarämbetet on June 2 1875 was to a large extent based on these two essays. 
Their ideas on brothels were, as stated above, not implemented. 

P.A. Lewin argued that prostitution had previously been an isolated issue 
in Sweden. He showed that the changes in society made it necessary to en-
force new laws against this kind of behaviour, since it spread these dangerous 
diseases. Before industrialisation, the peasantry had been unable to leave the 
countryside because of poor communications. In the 1870s, urbanisation cul-
minated as more men and women moved into the urban areas and remained 
there. The girls that chose not to make an honest living by working in factories 
or as servants could easily make a living as prostitutes. These girls, according 
to Lewin, often stayed on in Stockholm. This made prostitution and venereal 
disease a serious problem.44 P.A. Lewin believed the police in Stockholm were 
more or less powerless against the spread of venereal disease. The contempo-
rary system was, according to him, completely useless. The free, street-based 
prostitution could not be tolerated in major cities. Regulation and brothels 
were the only definite way to control prostitution.45 At the end of his book, he 
offered an exhaustive suggestion on how to control the prostitutes in Stockholm. 

Venereal disease was to be prevented by legislating these women to "act 
calm and quietiy", not call out from or show themselves from a lit window at 
night. The prostitutes were to dress decentiy, not walk in groups or stay out-
doors after 11 o'clock. Neither the 1859 Act nor the 1875 Act allowed the 
women to leave Stockholm without alerting the Bureau. The 1875 Act also 
prohibited the prostitutes from visiting restaurants, coffee shops and inns. They 
were allowed to frequent the theatre, seats that the police had chosen for 
them. After a stay in such homes, P.A. Lewin considered them "more or less 
reliable and good Citizens."46 

The 1875 Act also süpulated how to enforce the legislation. The policemen 
had to watch the women in the streets and prevent them from committing 
unlawful acts. Locai law was responsible for keeping women younger than 17 
out of prostitution. Parents of soliciting younger persons were to be contacted 
by the police. They were in charge of the fees that the prostitutes paid to the 
Bureau. It was also the policeman's responsibility to serve the physician in 
charge of the Bureau and to control ali public houses where prostitution could 
take place. The Stockholm police were to oversee ali possible quacks in 
Stockholm.47 
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In 1878, an aboliüonist movement was founded in Stockholm. It named 
itself the Federation and was an extension of the British movement. The 
organisation was determined to repeal the regulation and soon encompassed 
822 members. Its aims were, according to Boéthius, to repeal the legislaüon 
concerning prosütutes, but also to fight marital as well as extra-marital vice. 
Soon, the Federation in Sweden started their own journal, Sedlighets vännen. 
In monthly meeüngs the organisation attempted to fight indecent dramas, lech-
erous music, excessive eating and chaUenging dress codes.48 

The second half of every issue of this journal touched upon the sanitary 
character of the regulation. Otto Westerberg wrote the articles. He faced strong 
opposition from P.A. Lewin. In 1880, one of the largest daily journals in Swe
den, Aftonbladet, severely criücised the organisation for publishing articles about 
unmentionable topics in a journal for young women. Other journals and comic 
magazines joined in the debate and made fun of the protests against the Fed
eration. According to Boethius, the Federation received no support from other 
parts of society and soon lost a quarter of its members.49 

One of its first officiai attempts to repeal the regulation took place in 1880. 
On the May Ila letter was sent from the Federation to the city council in 
Stockholm. The letter addressed the dangerous situation in Stockholm and 
argued in favour of stronger law enforcement in the capital. Övferståthållar-
ämbetet referred the letter to different authorities for expert opinions. The 
locai Health board of Stockholm declared that the fight against vice could not 
be won in the manner that the Federation had suggested. The first City physi-
cian Ernst Ödmansson also left a statement on the matter, suggesüng that 
prostitution was a necessary evil and that regulation was fully supported by the 
1822 legislation on provincial physicians. Svenska Läkaresällskapet opposed 
the Federation. They argued that abolishing the regulation would leave the 
city vulnerable to the dangerous epidemie of venereal disease. They stressed 
that the disease had decreased during the years of regulation. 

In 1880, a Women's petition had been left for the Eiksdag; stating that it 
was too dangerous for righteous women to walk the streets of Stockholm. This 
situation had to be aitered by repealing the regulation. Prisons, hospitals and 
different homes had to be supported by society to teach prosütutes how to live 
righteous lives. In its answer to the femaie petitioners, the department of Jus
tice chose to rely on contemporary medicai consensus. Since the petition pre
sented no alternative way of impeding venereal disease, the department of 
Justice could not abolish the regulation of prostitution.50 

The Federation was not lost for words or lame in its fight against the regu
lation. Tommie Lundqvist claims that the Federation formed the first women's 
mass-movement in Sweden.51 Judith Walkowitz argues that by 1883 the British 
movement had a significant impact on politics in Britain, mostly because of 
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the major support it found amongst the Liberals. The Contagious Diseases 
Acts in Britain were repealed in 1886, largely due to the abolitionist campaign 
by the resistance.52 The Swedish counterpart faced strong opponents in the 
medicai elite. The following passage will illustrate the continued protests that 
were carried out by the Federation and the difficulties they encountered. It 
will be suggested that regulation became a long-lasting policy in Sweden partly 
because venereal disease could to a large extent be referred to as a locai 
problem in Stockholm. To analyse the regulation of prostitution it is necessary 
to outline where venereal disease was reported in the late nineteenth Century. 

Reportìng Venerea! Disease in Urban Sweden 
Prostitution was regulated in 13 major industriai towns in Sweden. There were 
only two universities at this time and both of these cities, Lund and Uppsala,53 

enforced measures against prostitutes.54 In most of these cities, the intent was 
to impede venereal disease. The military took the first initiative to administrate 
some sort of control over prostitutes in Stockholm, but in other parts of Swe
den the first attempt to enforce this legislation was mostly by locai associations 
of physicians, the chief of police, or the town's magistrate. Since the women's 
movement or Free Churchism had not yet grown to be signifìcant in Sweden, 
no major debate took place in any of the 13 cities.55 

In Stockholm, the prostitutes were thoroughly documented in the reports 
from the Health Board and the first city physician. Ödmansson summed up 
syphilis as a disease of prostitutes and the poor in his reports of 1880 and 1881. 
Locai women in their twenties, formerly employed as servants within private 
households, were identifìed as prostitutes in Stockholm. 19,726 inspections 
were carried out in 1880.56 These women were numbered and described as a 
disease-spreading population. They were categorised by age, social class and 
geographica! origin. The social class of their parents was tabulated, as well as 
the age when the girls had left their parental home. Male patients remained 
unidentified in the reports. 

Did the regulation of prostitution affect the physician's vigilance against 
venereal disease? Table 17 tabulates the number of venereal disease patients 
in ten Swedish cities where the regulation was administrated. It investigates 
whether an increase in registered cases took place in the year that regulation 
was introduced. Individuai indexes have been defìned for the year before the 
introduction of regulation in every town. The third column computes the num
ber of patients in every town the year before the introduction of regulation. 
The fourth column gives the number of patients a year later. The fìfth column 
indicates the difference between these years. In Uppsala the number of pa
tients increased by 90 % one year after the regulation was introduced. In 
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Stockholm, for instance, the number of patients increased by 20 % in 1860. 
The table is intended to highlight differences between different Swedish towns 
and find out whether the law provoked a stronger vigilance against venereal 
disease. 

Table 17: Number of reported cases of venereal disease, the year before 
and the year after the regulation of prostitution was enforced in different 
Swedish towns. 

Town Year N of patients N of patients Index 
year before year after 
Index=l 

Stockholm 1859 1016 1217 1,2 
Göteborg 1865 388 449 1,1 
Jönköping 1865 80 115 1,4 
Uppsala 1867 99 191 1,9 
Malmö(Se below) 1874 
Lund 1877 259 160 0,6 
Helsingborg 1877 
Sundsvall 1880 106 114 1,0 
Norrköping 1882 97 143 1,5 
Falun 1880 55 58 1,0 
Eskilstuna 1869 17 18 1,0 
Kristianstad 1890 55 115 2,1 
Landskrona 1891 

Source: Lundqvist, Tommie; (1982) Malmö did not receive a county 
hospital until 1879. Helsingborg did not administrate a County hospital, 
Landskrona administrated a County hospital in 1900 (see Wawrinsky, 
Richard; (1906). Annual Reports from Kungl Sundhetskollegium and 
Medicinalstyrelsen. For the geographical sites of these towns, see 
Appendix 3. 

The regulation of prostitution appears to have implied different things to 
different cities. Since Malmö and Helsingborg had no County hospital, no 
records from these counties could be found. Percentage-wise, the differences 
that it made in Stockholm and Göteborg were not alarming, while it appears 
to coincide with a considerable increase in the number of reported cases in 
Uppsala and Kristianstad. Jönköping registered many more cases after 1868 
and the following two years. Lund, which annually registered more than 400 
cases in the 1860s and 1870s, reported between 149 and 169 cases in the years 
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following the enforcement of the regulation. Norrköping, also having been a 
town where venereal disease had been common, saw a decline. The increase 
in Kristianstad amounted to 110 percent. 

The introduction of the regulation did not coincide with an increase in 
cases of venereal disease in Stockholm and Göteborg. Its introduction coin-
cided with a decrease in cases in Lund. In three of the cities there was no 
significant change. It would appear that the regulation of prostitution led to an 
increase in some smaller cities, while it had no major effect in larger towns. 
Sundsvall, Falun and Eskilstuna had less than 10,000 inhabitant in these years. 
Kristianstad, with a population of 10,670 in 1890, saw a significant increase in 
cases of venereal disease that year. Much more thorough research is necessary 
to explore the effect of the regulation of prostitution. 

Medicinalstyrelsen included new tables on patients with venereal disease 
in their 1901 statistics. The tables attempted to show in which part of the 
country the patients had been infected. It tabulated the age, gender and mari
tal status of the patients. Female patients were divided into two categories, 
prostitutes and non-prosütutes. Table 18 illustrates the geographica! spread of 
female and male patients with venereal disease in Sweden 1901 and 1903. It 
does not include everything from the original tables, which also rated the 
patients by type of venereal disease and whether they lived in agrarian or 
urban parts of the county. Table 18 intends to show the extent of prostitution 
among the patients in the kurhus. 

Table 18 illustrates the frequent fluctuations of venereal disease. 2,582 were 
registered in 1901. The total number of patients decreased by almost 25 % in 
1903. This decrease is found among the male patients in Stockholm, Göteborg 
and the industriaiised counties of Sweden. There was also a significant de
crease among the female patients, while the numbers of admitted prostitutes 
increased by less than 1 %. To tabulate actual incidence råtes on the basis of 
this source has proven very unreliable. Table 18 reveals that more men than 
women were diagnosed with venereal disease, but it reveals very little about 
the actual frequency of the disease. 

Prostitutes with venereal disease were registered in twelve counties. Among 
the prostitutes that had been treated for disease in 1901,71 % were found in 
Stockholm.The majority of these women were found in Stockholm City and 
Göteborg. Malmöhus county and Östergötland also registered numbers of 
prostitutes. Otherwise prostitutes were rare among the patients with venereal 
disease. They represented 16 % of the entire number of sick patients in 1901. 
Women with venereal disease were found throughout the nation. Half of the 
female patients were prostitutes. 
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Table 18: Geographica! origin and male/Femaie ratio among patients with 
venereal disease in Sweden, 1901 and 1903. 

County 1901 1903 
Male Female Male Female 

N. prost Prost. N. prost. Prost. 

Stockholm City 892 96 291 603 73 284 
Stockholm county 16 13 - 17 14 1 
Uppsala 13 2 - 10 2 1 
Södermanland 9 9 - 8 1 1 
Östergötland 37 26 21 37 15 27 
Jönköping 10 11 - 7 5 1 
Kronobergs 3 3 - 2 2 -

Kalmar 23 11 - 10 10 -

Gotland 2 - - 2 2 -

Blekinge 21 15 4 15 10 5 
Kristianstad 9 15 3 4 6 1 
Malmöhus 118 47 39 122 34 22 
Halland 4 8 1 8 6 -

Göteborg city 224 63 41 181 80 62 
Göteborg 22 11 - 8 3 -

Älvsborgs 11 11 - 19 12 -

Skaraborgs 7 6 - 4 4 -

Värmlands 25 7 - 32 9 -

Örebro 40 14 5 18 10 -

Västmanland 23 12 - 12 3 -

Kopparbergs 31 11 - 19 15 -

Gävleborgs 47 16 - 39 16 12 
Västernorrland 53 9 3 35 14 5 
Jämtland 16 9 - 7 3 -

Västerbotten 11 15 - 11 8 -

Norrbotten 56 11 - 39 15 -

Total 1723 451 408 1269 372 422 

Source: BiSOS, Annual Reports from Medicinalstyrelsen 1901 and 1903. 



Venereal disease was most evident in urban parts of Sweden at the turn of 
the Century. In 1901, 49 % of the patients were registered in Stockholm. This 
figure increases to 62 % if Göteborg is taken into consideration. A similar 
percentage of the patients carne from Göteborg and Stockholm in 1903. The 
most stigmatised group of patients, the prostitutes, was found in Stockholm, 
probably due to the effective regulaüon that was enforced there. In other parts 
of Sweden, where women probably found it equally difficult to support them-
selves, prostitution was not controlied as strongly. Outside of Stockholm, the 
number of patients with venereal disease was much smaller. No city in Swe
den could compete with Stockholm, considering the rate of urbanisation and 
industrialisation. It is likely that this was one of the reasons why the fìght against 
the regulation of prostitution wavered and became so difficult. 

Heated Arguments: The Continued Fight for Repeal in 
1887-1893 
The following section outlines the different arguments for and against the regu
lation of prostitution as a preventive measure against venereal disease. Be-
tween 1887 and 1893 a large number of debaters participated in the discussion 
concerning venereal disease. Some argued that the regulation should be to-
tally repealed, while others thought that stili stronger measures against the 
prostitutes could impede the diseases. This section also illustrates the fact that 
perceptions of the sick varied between the proponents of regulation and the 
abolitionists. It will be argued that several different perceptions of syphilitics 
were apparent in the late nineteenth-century debate, and that this weakened 
the fìght for repeal and an alteration of social policy against disease. 

It was a difficult fìght that the Swedish Federation had to go through. A 
united corps of physicians, an uninterested labour movement and a much too 
young women's movement can be highlighted as explanatory factors. Never-
theless, several attempts were made to repeal the legislation between 1887 and 
1893. Several petitions were put before the locai authorities in Stockholm. 
Three parliamentary motions were brought forward and long parliamentary 
debates took place. Articles on the matter were published in a large numbers 
of journals in Sweden. Economist Knut Wicksell, minister and lecturer John 
Personne, and August Palm (1849-1922), a pioneering social democrat, inter-
vened in the debate during the late 1880s. Members of the women's move
ment such as Anna Myhrman Lindgren57 opposed prostitution, but never spöke 
openly about venereal disease. A significant debate on the medicai impor-
tance of regulation took place in the late 1880s between Edvard Welander and 
Otto Westerberg. Their opinions will be dealt with below. 
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Despite their failures, the Federation continued to protest against the exist-
ing legislation. Several different attempts were made during 1888 and 1889. 
On March 14 1888, lecturer Paul Petter Waldenström (1838-1917)58 asked the 
Second chamber to support his arguments before the minister of Justice. 
Waldenström argued that this regulation had been administrated by several 
municipalities in Sweden without the approvai of Kungl. Maj:t.. He pointed 
out that the regulation of prostitution contested the Vagrancy law of 1885 as 
well as the 18^ Chapter of the Penai code. The latter stipulated that any woman 
selling her body for money was liable to a fine or prison sentence. Despite the 
fact that he highlighted a severe breach of the Constitution, his suggestion did 
not receive any attention in the Chamber.59 

Waldenström then took his appeal to the Justitieministern (Chancellor of 
Justice), who referred the subject to the Öfverståthållarämbetetm. Stockholm. 
They argued that, even though the vagrancy law had been administrated to 
protect society from dangers similar to prostitution, it also stipulated that every 
case be judged on its own terms. This was deemed impossible considering the 
vast number of prostitutes working in Stockholm. The appeal by Waldenström 
failed. Hofrättsrådet Carl Ulrik Widström (1833-1906) brought the requested 
repeal before Kyrkorådet (Council of Churches) in 1888. They decided to 
support the motion, but expressed doubts as to whether they were authorised 
to intervene in such matters.60 

The Federation had not succeeded in creating a strong enough consensus 
in society concerning prostitution. Many participants described the dangers of 
venereal disease but could not suggest an alternative to the existing legislation. 
This made it hard for the Riksdag and Öfverståthållarämbetet to understand 
why they should repeal the regulation. Venereal disease was contextualised 
with any other sort of danger that could threaten society. To repeal the regula
tion would imply letting disease loose. Central and locai government in Swe
den agreed with the medicai elite in considering it too dangerous. 

In the late 1880s, a few voices were heard expressing social awareness 
concerning venereal disease. Economist Knut Wickseil had gained much at
tention when he lectured on Free Love in Uppsala in 1880. Torsten Gårdlund 
stresses that George Drysdale heavily influenced Wicksell and that he himself 
soon became a source of inspiration to young Swedish intellectuals.61 Wicksell 
was not an outspoken member of the Federation but he did give the matter of 
prostitution some attention. He pointed to London as an alarming example of 
what could happen if venereal disease was allowed to roam free. He consid-
ered London a nest of vice and venereal disease, due to the prejudice and 
hypocrisy of the British people. Wicksell considered it an important part of the 
struggle against venereal disease that the sick would be provided with proper 
care without unnecessary disgrace. In England, patients with venereal disease 
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could only be cared for in special hospitals, and there was only one single 
hospital for these patients in the capital.62 Judith Walkowitz has illustrated that 
by 1880 women started to appear much more freely in London, and that this 
created a social outrage in London as well.63 

However Wicksell did not express any national pride concerning the way 
Sweden dealt with venereal disease. Swedish society protected only the wealthy 
from disgrace. He believed that the fight against venereal disease had to con
tinue ruthlessly, but that it was inefficient if only women were inspected. Wicksell 
argued that venereal disease could only be prevented by improving education 
which could reduce ignorance and prejudice. Those Swedish physicians who 
still believed venereal disease to be a punishment for sexual excesses had to 
be taught otherwise. Instead, he described the diseases as a punishment for 
ignorance.64 Wicksell found some support among the contemporary physi
cians in Sweden. Anton Nyström actively encouraged the formation of unions 
and public education. He argued that abolishing regulation would not make 
prostitution and venereal disease disappear. Social injustices and poverty pro-
voked enough desperation among women, and forced them to seil themselves. 
Only philanthropy, increased awareness and abstinence could impede vene-
real disease.65 

Christina Carlsson has outlined the problemaüc situation that faced social 
democrats in Sweden concerning women's issues. She argues that they were 
incapable of relating matters concerning the working class with women's equal-
ity.66 A representative of the Swedish labour movement briefly presented dif-
ferent opinions on the threat of venereal disease. August Palm argued the 
necessity of sexuality in a small pamphlet from 1889. He portrayed alcohol-
ism, not venereal disease, as the ultimate threat to humanity. If men and women 
were forced to control their sexuality until the age of 30, venereal disease, 
consumption, hysteria, weaknesses and illnesses in general would ruin society. 
He even quoted Martin Luther to prove that no man or woman was able to 
suppress their sexuality. Advice on how to prevent pregnancy was offered in 
the pamphlet, but not much advice on prophylactics against disease.67 

Members of the Federation argued the need for moral restraint and sexual 
abstinence. They thus found several allies within the early women's move
ment. Anna Myhrman Lindgren, a member of the Swedish Federation, ar
gued for the increased rights of women and touched upon prostitution in a 
lecture she gave in a Stockholm hotel on Aprii 25 1887. She opposed Free 
Love, birth control, disgraceful literature such as the books of August Strindberg, 
and the regulation of prostitution. She argued that while being married was 
every woman's right, it was every woman's obligation to stay virtuous. Lindgren 
pointed out that a mother's love would give contemporary women the strength 
to raise their sons and daughters to become dutiful members of society. In 
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future, there would be no need for regulation or prostitution.68 Compared with 
what has been discussed regarding British abolitionism, parts of the early Swed-
ish women's movements distanced themselves even further from the prosti-
tutes.69 

A more extreme opinion on how to enhance virtue can be found outside 
the Federation. Minister John Personne wrote a pamphlet in 1890 in which he 
presented strong opinions about where the country was going. Besides being a 
minister, he taught young boys in higher education. He was aware that his 
students had dealings with prostitutes.70 The fear of God would help the young-
sters to protect themselves from the ideas that were forced upon them by 
contemporary society.71 He stressed the importance of individuai responsibil-
ity towards children and their future.72 Vice remained an individuai matter. 
Living a religiously and morally correct life would eventually protect the young 
men from venereal disease. He was very opposed to the Federation and their 
aims to repeal regulation, which he found useful in the fìght against indecent 
behaviour and its consequences.73 

Hugo Tamm (1840-1907), member of the First Chamber as well as chair-
man of the Federation, attempted a second motion in the Riksdag: He thought 
that the regulation of prostitution was despicable, illegal and ineffìcient. He 
was provoked by the fact that it had already been repeaied in many European 
countries. Tamm argued that regulation, besides being an immoral and illegai 
act against women, served no genuine sanitary use either. It only served to 
render too few prostitutes harmless during too short a period. The inspections 
were nothing more than an illusion since the women could just as well be 
infected the moment they carne out the door of the bureau. He also declared 
that the physicians had insufficient knowledge of the diseases to make the 
inspections effective enough. Tamm argued that this legislation must be re-
placed by voluntary medicai care in hospitals that did not stigmatise the pa
tients.74 He challenged other members in the Riksdag and provoked the medi
cai elite in Stockholm. 

Hugo Tamm repeatedly argued his case before the First Chamber. He 
offered moral, statistica!, medicai and politicai reasons to repeal the act. Tamm 
even agreed with the socialists because they had listed the regulation of pros
titution as one of the many injustices committed by society against working-
class women. He also argued for the insufficiency of the regulation since he 
could prove that it left 500 prostitutes uncontrolled. It could not prevent pros
titution from increasing in Stockholm. Regulation was also entirely powerless 
against the increase in venereal disease among men.75 

Tamm challenged Swedish physicians by stating that they were the only 
corps of physicians who believed regulation to be a positive measure against 
venereal disease. He pointed to the consensus among Swedish physicians as 
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the only thing that maintained the regulation active in Sweden. Tamm espe-
cially opposed the most powerful Swedish physician on this matter, Edvard 
Welander. In the Riksdag he openly argued that Welander had exaggerated 
his fìgures concerning infant mortality. Tamm accused the physicians of exag-
gerating the medicai dangers of venereal disease. As will be shown below, he 
was severely criticised for this. 

Generaldirektör of Medicialstyrelsen, August Theodor Almén, was provoked 
by Tamm and his arguments. Since there was no useful alternative to the 
regulation, he believed it should be maintained. Almén doubted that the en-
forcement of stricter legislation against prostitutes would help change the situ
ation. If the Federation was granted its motion and Stockholm city council was 
forced to repeal the regulation, it could simply take advantage of older legisla
tion. The Acts from June 10 1812 were much harsher than the current legisla
tion. 

Almén also objected to the insinuations which Tamm had made regarding 
the social consequences of medicai care. Patients with venereal disease were 
not stigmatised by their medicai care. He resented public complaints about 
medicai care, since it was provided for free. Neither could regulation fool the 
public into believing that venereal disease had already been rooted out of the 
capital. Since health certifìcates were no longer in use in Stockholm, Almén 
found no reason to believe that the public relied on the regulation to protect 
them from venereal disease. According to Almén, regulation did not fool the 
common man into believing that ali prostitutes were healthy.76 

Members of the First Chamber fervently resisted the abolitionist arguments. 
Hr Sven Adolf Hedlund (1821-1900) regarded it as a matter of the state to 
prevent women from debauchery. It was evident to him that since the police 
could prevent begging, law enforcement could also prohibit women from be-
having immorally. County governor Curry Treffenberg, (1825-1897)77 was 
outraged about the fact that the First Chamber even discussed the sanitary 
consequences of prostitution. He considered such matters beneath them and 
wanted them to concentrate on the moral consequences of prostitution. Gen-
erally, he believed that there was a very simple solution to the problem. The 
girls should be sent to prison. A statement by Hedlund illustrates conservative 
opinions on the problem in late nineteenth-century Sweden:78 

"We want the abolishment of a bad law, and we want our streets cleaned 
from these lewd women. We want to take away these creatures that spread 
contagion and despair around them while protected by registrations and regu-
lations. Without this protection, there would be ways to chase them out."79 

After several hours of flerce debate and many calls for voting, the issue was 
fìnally resolved at ten o'clock in the evening. The committee report that had 
suggested a denial of Tamm's motion was approved. Hugo Tamm received 16 
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votes as opposed to the 76 members who denied his motion. Representatives 
of the medicai society and law enforcement believed that the regulation should 
remain as previously. Liberal attempts had been too few, Hugo Tamm had 
not managed to persuade the conservatives, and the regulation was still con-
sidered an important public health measure. Arguments that sanitary needs 
and social order still needed regulation made it impossible to repeal.80 

F.B. Smith has shown that eight different complaints were levelled against 
the British Contagious Diseases Acts by the abolitionist movement. The charges 
claimed that the legislaüon was passed in secrecy, that it contested legal pro
tection of women and men, that the crime was not fixed, and that the legisla
üon only punished one gender for a crime that was committed by both men 
and women. The other four allegations claimed; that the law simplified sinful 
ways of life, and that the law was carried out in a cruel way. Thirdly, Smith 
also showed that the allegations accused the regulation of enhancing disease. 
Fourthly, the accusations against regulation claimed that it increased the dis
ease since it prevented the necessary moral cure for venereal disease.81 All of 
these allegations were introduced in the debate that took place in Sweden. In 
spite of these claims, neither the conservatives nor the liberals found this mat
ter interesüng enough to support the Federation and demand a change. Swed-
ish intellectuals had not yet conjoined morals and health to the same extent as 
the British abolitionists. They saw no reason to change the perceptions of 
venereal disease that had existed for 77 years. 

When Hugo Tamm repeated his previous attempt to abolish the regulation 
of prostitution he argued against vice in general. Not only prostitution, but 
suicide, forgery, illegitimacy, public singing, coffee shops, pubs, Free Love, 
variety-shows and theatres were all part of what he assumed to threaten the 
nation. Dramas, literature and the poor upbringing of children could cause 
the end of civilised society. He argued strongly that it was about time that the 
Riksdag finally did something about it.82 The committees in both Chambers 
agreed with him this time. It was decided that Kungl Maj:t. were to introduce 
a better legislaüon to protect vice in Sweden. 

A long and emotional debate followed in both Chambers. It was seen as 
increasingly important for the members in the First Chamber to prove their 
own high moral standard. Bishop Gottfrid Billing (1841-1925) denied ever 
having put his foot in one of the coffee shops in Stockholm. Treffenberg admit-
ted to having been to one of these places, but had found it so obnoxious that 
he was sure he would never return. None of the members doubted the moral 
behaviour they had witnessed could endanger Sweden. A shorter debate took 
place in the Second Chamber, where even P.P. Waldenström, who had previ
ously supported abolitionist arguments, made a statement. Very little was said 
in disagreement with the current motion by Tamm. The only person to op-
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pose the motion was Christian Bülow (1833-1921),83 a publisher from Lund. 
Even though its intentions were honourable, he moved to dismiss the motion. 
It interfered with personal integrity and free will. Bülow had visited the music 
halls and thought they were very proper but boring. He argued that any sug
gestion to defend morale would make the world a dull place.84 

Tamm's motion had no immediate effect on the fìght against immoral 
behaviour in Sweden. According to Lundqvist, nothing much carne of it; it 
was simply referred to the låter investigation of prostitution carried out in 
1908.85 As shown by Hjördis Levin, an addition to the 18^ chapter of the penai 
code was made in 1910, which prohibited any exchange or use of birth con
trol. This was considered by some an important enhancement of vice in Swe
den.86 However the second attempt by Hugo Tamm to change the legislation 
on prostitution, by making it a more general issue, had still failed. The fìght 
against the regulation of prostitution had to continue in Sweden. 

The debate on venereal disease between 1887 and 1893 was based on 
medicai knowledge, social policy and perceptions of the sick. The image of 
those infected with syphilis was clearly contested and formulated in this de
bate. Venereal disease became associated with many different themes in contem-
porary society. Literature, drama, birth control and prostitution were believed 
to cause that behaviour that spread disease. Individuai responsibility was con
sidered the best protection against these diseases. Nevertheless, the previous 
legislation on venereal disease was never dismantled. It was still practised in 
Sweden. None of the arguments that had worked in Britain seemed to impress 
Swedish central government. Alternative legislation on venereal disease had 
to await a medicai initiative. 

Medicai Arguments Strengthened 
Medicine had been much involved in the previous debate about sanitary as-
pects of the regulation. The medicai elite had participated in statements made 
by Svenska Läkaresällskapet As has been shown previously, these statements 
had been treated with the utmost respect by Öfverståthållarämbetet in Stock
holm, but also by the Riksdag. Until the late 1880s, no individuai person had 
fìgured as proponent of medicai reasons to maintain regulation. At this time 
Edvard Welander became much involved in the debate on the regulation of 
prostitution. By 1889, he had not yet taken his chair in venereology, but was 
nevertheless an important member of the Svenska Läkaresällskapet and made 
significant contributions to the debate on how to control venereal disease in 
the capital. He remained a prominent and respected participant in this debate 
until the early 1900s. 
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Eva Palmblad has debated the improved position of physicians in Swedish 
society. By the late nineteenth and early twentieth Century physicians became 
the advisor to society, or "its sanitary servant". Palmblad stresses that medicine 
and hygienism asserted themselves in society as ideologica! forces. Together 
they provided the physicians with enough importance to make their state-
ments a politicai force of major signifìcance. Under their ruling, sexuality be
came a societal phenomena in need of control.87 It will be argued that medicai 
knowledge, along with an increased anti-vice fìght, became an important argu
ment in the fìght for a continued use of the regulation in the 1890s. 

Edvard Welander argued that prostitution was the source of venereal dis-
ease and wished to defìne those women whom he regarded as prostitutes. He 
saw a signifìcant difference between unmarried women that lived with one 
man for a couple of months and the hardened prostitute who entertained 
severa! men on a daily and nightly basis. It was the professional and quantita
tive debauchery he wanted to prevent in order to impede venereal disease. He 
was not concerned with whether women took money for their services either, 
just as long as it did not occur too often.88 He considered the "professional 
prostitute" the greatest danger of them ali and refused to treat them in a pri
vate clinic since they would not be able to pay for their medicai care without 
subjecting their clients to disease.89 

Welander stressed the social and medicai consequences of venereal dis
ease in many of his writings. Both male and female patients could suffer se-
verely from these diseases. Syphilis incapacitated the man and prevented him 
from carrying out his societal duües. The disease made men dangerous to 
their social environment and could lead to the infection of their wives. It could 
also cause their children to become sick or even die. Gonorrhoea could also 
prevent a man from performing his professional duües, causing him suffering, 
death and infertility.90 Welander argued that his commitment to the fìght against 
venereal disease was founded in a general concern for the public and in his 
knowledge on the consequences of the disease. 

He contested the argument that medicai care in Sweden caused disgrace to 
the patients. He admitted that a larger number of cases of syphilis were found 
in private clinics during summer seasons and that this could indicate that pub
lic hospitals were considered discomforüng. He also argued that this concurred 
with the fact that poor men and women had to pay for medicai treatment 
during the summer months when unemployment was lower. The County hos
pitals obviously became less discomforüng during the winter months when 
unemployment rose. Then, patients turned up at the hospital, looking for 
medicai help for the most minor affliction in order to obtain free food and 
lodging.91 
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Welander rarely expressed concern about what would happen if the aboli-
tionist movement succeeded in repealing the regulaüon. He pointed out that 
there were several other legislative measures that could be used against the 
spread of venereal disease. Acts such as that of June 10 1812 and the General 
Bill of Health of 1874 stipulated the physician's right to intervene in any indi
viduai freedom to prevent infectious diseases. Welander also highlighted the 
Vagrancy act of 1885. He admitted, nevertheless, that the regulation of prosti
tution was unfortunate. He would much rather have seen enough philanthropic 
measures taken so that no young girls ended up as prostitutes. Until that time, 
he believed that regulation as such was the only means of protecting society 
from the terror of syphilis and gonorrhoea.92 

Edvard Welander received criticism from the secretary of the Federation, 
Otto Westerberg. He wrote an entire book on the regulation of prostitution, 
largely aimed at fighting the arguments that Welander had presented in his 
1889 artide and commenting on the parliamentary debate in 1889. Even though 
Westerberg agreed that, from a legal and sanitary point of view, inspections 
were the only possible way to prevent disease, he could not agree with the fact 
that these inspections encompassed women only. 

Otto Westerberg held a different opinion on why there was prostitution in 
society. He argued that male demand for young women, as well as the male 
seduction of women, caused the ever-lasting existence of prostitution. 
Westerberg argued that the different contexts surrounding male culture and 
identity had to be changed. If society continued to tolerate this kind of male 
behaviour this would imply the greatest threat to mankind, not the prosti
tutes.93 The girls had as much need for integrity and privacy as any other 
woman. In order to understand that physicians were manhandling them, one 
had to consider their daily lives. On the Street, they dealt with men from their 
own social class. Düring the inspections, physicians from an entirely different 
class treated them badly because they belonged to another part of society's 
hierarchy. Welander's belief that all prostitutes had lost their sense of modesty 
was severely contested by Westerberg.94 

In order to provide a better protection, and a more humane situation for 
the prostitutes, Otto Westerberg argued that society should enforce chapter 
18, § 13 of the Penai Code more often. This stated that men as well as women 
could be sentenced to pay a fine or spend 6 months in prison if they behaved 
in a way that was found insulting to good order and morality. This meant that 
society should treat men and women alike. Westerberg argued that voluntary 
medicai care would eventually solve the problem and root out disease, once 
morale was restored. Westerberg further opposed the title "kurhus" still in use, 
since it stigmatised its patients.95 

-206-



An entirely difFerent perception of women with venereal disease can be 
located in the writings of Edvard Welander. He believed that greed made 
young girls become prosütutes. He argued that they could easily have sup-
ported themselves in factories or as servant girls, that is, from any kind of 
"honest living." He used Statistical evidence to prove that illegitimate births 
had not forced them into prostitution. Only 26,4 % women had given birth 
before they were registered, and even fewer of these women had been regis
tered as prosütutes within the first few months of the birth of their child. He 
argued that if the woman could support the child through the first couple of 
months, having a baby to support could no longer constitute a reason for 
poverty. No major changes took place a few months into parenthood that 
could explain why these women suddenly had to seil their bodies to provide 
for their child.96 It can be assumed that these arguments made it easy for 
Welander to dismiss any initiative to pity these women. 

No price was considered too high for heaith. Edvard Welander tried to 
prove that venereal disease was a genuine threat to the Swedish population. 
He argued the need for a continuance of the law since it marginalised and 
isolated the "dangerous" women. He denied that this altered the perception of 
these women and that the regulation of prostitution could stigmatise women. 
Welander could not be persuaded that the regulation was useless. Westerberg's 
concern for the prosütutes and his fight to enhance male and female virtue 
were insufflcient to alter the mind of the medicai elite. The Federation chose 
not to fight the regulation as a public heaith matter or as a piece of legislation 
that interfered with female integrity. The continued fight for repeal joined 
forces with the anti-vice movement97 and widened its intent 

By the tum of the Century, medicai knowledge, as well as the extensive 
debate about the social consequences of vice and sexual behaviour, made 
syphilis and gonorrhoea more dangerous than ever. A sufferer of venereal 
disease had made himself sick. The fact that venereal disease was so common 
in larger eitles was frequently explained by blaining the environment. Urban 
men and women had stronger urges than country dwellers. The luståil urban 
residents subjected themselves to the dangers of venereal disease more than 
once a week. As a result of this, a third of all childless marriages were due to 
venereal disease in males.98 

Venereal disease was portrayed as a disease that could be avoided if one 
ignored all the stresses and temptations that modern man was subjected to. 
Contrary to populär belief, sexual abstinence could not make men ill. Turn of 
the Century public heaith education in Sweden pointed out that 20 % of all 
patients in Stockholm hospitals suffered from venereal disease caused by sexual 
excesses." Measures against venereal disease became an important matter, an 
issue that has been outlined by other historians. Lucy Bland quotes the expres-

-207-



sion "Cleansing the portals of life" in her article on the early twentieth-century 
campaign against venereal disease.100 David Evans outlines the history of treat
ment centres against the "hideous scourge".101 

International initiatives to impede these diseases inspired Swedish physi
cians to educate the public. A German circular that had been given out to 
male students was published in Hygiea in 1901. The circular revealed that 
venereal diseases were much more common than expected, and included a 
thorough description of how syphilis and gonorrhoea could be recognised. 
The only protection from these diseases was abstinence, and the circular ex-
plained that proper men showed strength and character by abstaining from 
dangerous alliances. It was strongly emphasised that those unfortunate stu
dents who had already become infected had to seek professional medicai 
help.102 Public education started to influence the measures taken against vene
real disease in the United States as well, as shown by Allan M. Brandt.103 

The Swedish medicai professor Per Johan Wising (1842-1912) reviewed 
the circular as a positive attempt by the German authorities to try to prevent 
venereal disease from infecting what they referred to as "the flower of Ger-
many". Wising also pointed out that the circular had worked — a much larger 
number of students showed up and maintained their medicai care than be-
fore. He concluded his review by pointing out that similar information should 
be passed on to as many of the male population in Sweden as possible.104 

Much indicates that the altered beliefs about venereal disease in Europe also 
influenced the Swedish medicai elite. 

At the turn of the Century, new opinions concerning social policy against 
venereal disease were heard. Decades of debating whether the regulation of 
prostitutes was the best way to impede venereal disease ended as new genera
tions of physicians changed medicai opinions on public policy. Edvard 
Welander was still an important authority in the field but his students and 
female physicians started to take a much stronger interest in this issue. Interna
tional influences continued to affect the debate. The following section will 
outline different suggestions among physicians as they were introduced during 
a series of lectures on May 7 1901. It suggests that venereal disease became 
perceived by some as a medicai problem that should be solved by medicai 
officials, not the police. The earliest signs of a movement away from nine-
teenth-century politics can be traced to the debate before 1903. 

The international conference on venereal disease in Brussels in 1899 in
spired the chairman of Svenska Läkaresällskapet, PJ. Wising, to initiate a de
bate on the subject. Tommie Lundqvist argues that this debate shows the first 
signs of a disrupted unity among Swedish physicians, since the younger mem-
bers such as Magnus Möller, Ellen Sandelin and Karolina Widerström argued 
in favour of out-clinic care of prostitutes. Since it took another 17 years for 
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regulation to be abolished, I would like to emphasise that this debate had little 
long-term influence. In 1902 when Överståthållaren in Stockholm again re-
ferred a proposal by the Federation to Svenska Läkaresällskapet, they all agreed 
that the regulation was a necessary legislaüon against venereal disease.105 This 
debate indicates that there was a new nuance in the perception of social poli-
cies against venereal disease. It did not witness any definite change; the key 
medicai discussion concerning venerea! disease did not take place until 1912. 

Edvard Welander argued that preventive policies had to be adapted to 
contemporary times. Late nineteenth-century, urban society perceived vene-
real disease differently than early nineteenth-century society had, and that it 
had to be fought with different measures. Its character made regulär inspec-
tions of prostitutes necessary. The shameful stigma that was attached to medi
cai care against venereal disease had to be dealt with. Welander did not deny, 
however, that many patients feit disgraced by receiving medicai care at a 
kurhus. Improper patients gave the hospital a bad name and made it harder 
for morally upright men and women to admit themselves for medicai care. 
Welander hoped that the St. Göran would be granted permission to found a 
ward for men and women with tuberculosis. This would improve the hospital's 
image as an ordinary facility for medicai care.106 Mixing righteous patients 
with venereal disease with patients diagnosed with other diseases would differ-
entiate them from professional prostitutes and therefore make medicai care for 
venereal disease less shameful. 

Welander suggested several measures to enhance the continued preven-
tion of venereal disease. There were attempts to improve parental support of 
children and improvements in living conditions for the poor that would even-
tually abolish the system of lodgers. Child labour would keep the otherwise 
misbehaving gang-boys busy, which would prevent them from seducing younger 
girls and infecting them with venereal disease. He believed that lectures to 
university students and labour unions could make a significant difference. 
Female physicians could lecture to female students' as well as married and 
unmarried women. Welander also suggested that printed pamphlets could 
teach the public about these diseases. He wanted two or three out-patient 
clinics to be opened between noon and 3 p.m. but he did not want out-patient 
care to be accessible to everyone. Poor men and women were deemed unable 
to cope with the responsibility. He considered employed men and women 
with sufficient means to support themselves to be entitled to high quality, 
confidentiai care.107 

Professor Per Johan Wising was the second speaker. He was concerned 
with the state of Swedish venereology and argued the need for a widening of 
the fìeld. There was still only one chair in venereology, and he argued that 
there should be at least two more, in Lund and in Uppsala. He thought that an 
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extension of clinical and out-clinical training of physicians concerning vene
rea! disease was necessary, and that venereology should be inciuded as a 
compulsory element in an ordinary medicai degree. He pointed out that the 
study of venereal disease was far too rare in medicai degrees.108 

Wising was in favour of public education. He suggested that a pamphlet 
could be used to warn against prostitution and teach the public about the 
dangers of venereal disease to families, children and individuate as well as to 
society at a whole. The pamphlet would also stress that it was a criminal act to 
spread venereal disease to anyone else once you were aware of having it. 
However, he was concerned about the reputation of Svenska Läkaresällskapet. 
Wising stated that the pamphlet could be introduced as part of a writing con
test among special branches in the association, in order to prevent that would 
not suffer the criticism of writing about such things. He also argued that ve
nereology needed a permanent group of specialists to be formed within the 
association, as had been done in France. French physicians had formed a 
special branch that worked solely with issues concerning venereology.109 

Ellen Sandelin, the third speaker, had received open support from Edvard 
Welander and expressed appreciation for it. She agreed that female physi
cians had an important task to perform. Girls in the last grade, mothers, and all 
working-class women should be taught about venereal disease. This would 
enable them to protect their daughters.110 The second female speaker in this 
matter was Karolina Widerström, the first female physician in Sweden. She 
agreed with Ellen Sandelin that it was of the utmost importance that women 
should be taught about this subject. Widerström considered it part of the total 
responsibility of physicians to do this.111 None of the women spoke about the 
repeal of the regulation, something that Widerström was to fìght fervently for 
in 1912. Ellen Sandelin died in 1907 and never participated in the later de-
bate.112 

The fourth speaker was Magnus Moller. He similarly did not express his 
opinions on the regulation of prostitution, but stili represented a new percep-
tion of the sick. His contribution inciuded an outspoken empathy for the pa
tients. He hesitated to isolate patients with venereal disease, arguing that this 
would oniy inhibit patients from coming for medicai care. To reinforce this 
argument, he pointed to the 12-13,000 annua! visits to the clinic at St. Göran. 
Most of the men could be treated as out-patients since tìiey asked for medicai 
care before their health had deteriorated too much. Most women had tried to 
hide tìieir disease to such an extent that they had to be admitted. By the time 
they carne to the hospital, they were simply too ill to take care of themselves. 

Möller stressed that this situation was intolerable and that something had to 
be done to change it. He suggested the introduction of two different out-pa-
tient clinics. The prostitutes could be taken care of in one of these. Women 
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infected with venerea! disease without being reeognised as prostitutes could 
come to the second clinic, and submit themselves to medicai care without 
having to encounter the police.113 This way he stili supported the regulatìon of 
prostitution and did not end up in a confhct with Welander. In the la ter debate 
on the matter Möller was very much against a continued use of the i egulation 
Welander had then retired due to old age. 

Parts of this debate and the following statement on the motion by the Fed
eration by the Svenska Läkaresällskapet in 1902 inspired a motion that was 
filedin 1903 by Adolf Hedin (1834-1905) and Edvard Wawrinsky (1848-1924). 
liberals and radicals protested against the existing regulatìon of prostitution, 
and introduced similar reforms as had been suggested by Welander and the 
other physicians in 1901. Out-patient clinics, public health education and a 
control of prostitution were health-motivated measures. The extended motion 
was well received in both Chambers. The Swedish Riksdag agreed that it was 
time to enforce better legislation against venereal disease and a better defence 
for the poor, sick and suffering women.114 

This motion suggested better availability of medicai care, stronger contact 
tracing, and public health education as ways to stop the diseases from spread-
ing, The motion argued that prostitutes be registered but only inspected and 
supervised by physicians. The motion stressed that female physicians and nurses 
should examine these women and that more efforts were to be paid to intro
duce so called "rescue homes" for these women and girls. Both Chambers 
granted the motion that led to the formation of a governmental committee in 
1903. 

The committee, which soon became known as the "reglementerings-
kommitéen" (regulatìon committee}, began lts work in 1903. Hugo Tamm 
participated in this committee for three years until he died in 1907. Otto 
Westerberg stayed with the committee until their work was finished in 1910. 
Their final suggestion included an alternative legislation concerning venereal 
disease, and alternative directives for hospitals, out-patient clinics, physicians 
and the directives for the Medicinalstyrelsen. Two chapters of the Penai Code 
were also touched upon in their suggestion. The committee suggested that 
subjecting others to the risk of becoming infected should be punishable by a 
fine. If the diseases actually were transmitted, the person could be sentenced 
to two year: of forced labour. They also suggested that fornication and any 
indecent behaviour could be punished by forced labour and imprisonment 
The regulatìon of "the professional prostitute" was to remain the primary 
means of Controlling venereal disease.115 

The long-lastmg and deep conflict that followed this suggestion by the com
mittee reveals the fact that perceptions of venereal disease had changed in 
Sweden. A stronger and more committed women's movement argued against 
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maintaining the regulation of prostitution. Some argued that it passed a "black 
judgement on women".116 Members of the committee and physicians who 
objected to this decision stressed their arguments in different publications. 
The debate in Svenska Läkaresällskapet in 1912 became one of the longest 
debates in the history of the Association. Lex Veneris, the Act on venereal 
disease that was administrated in 1918, did not regulate prostitutes. 

Düring the 1910s a different perception of venereal disease is also traceable 
in the large number of public education pamphlets and books that were pub-
lished. At least two books by Edvard Welander outlined the history of vene-
real disease in Sweden.117 Welander also wrote a history of prostitution118 and 
published severa! small pamphlets on how to recognise venereal disease. In 
1907 he published a book called "Om de veneriska sjukdomarnas betydelse" 
in Verdandis småskrifter, an acknowledged series of books aiming to educate 
the general public.119 Female physicians, such as Karolina Widerström120 and 
Ellen Sandelin,121 published books intended to inform young women about 
these diseases. 

Perceptions of venereal disease had changed severely during the 1890s. 
Throughout the Century, these diseases were basically considered to spread 
due to faulty sexual behaviour, but perceptions of how this behaviour was to 

be impeded were redefined. In the early nineteenth Century, provincial physi
cians and locai law could inspect parishes or special social groups for disease. 
By the mid-nineteenth Century central government concentrated on Control
ling female sexual behaviour. Firstly, Swedish society assigned medicai dan
gers to their behaviour, until by the 1880s prostitution was considered to be 
very much a medicai issue in Sweden. In the late 1880s, moral behaviour and 
vice became the greatest dangers. The Swedish aboliüonist movement joined 
forces with the much stronger anü-vice movement. 

Medicai consensus had previously ascertained the conünued use of regula
tion of prostitution. A change did not come about unül the medicai elite in 
Stockholm initiated it. This had very little effect on how the sick were per-
ceived. The regulation of prostitution was enforced in Stockholm unül 1918 
and this must have contributed to a perception of men and women with vene
real disease as suffering from disgraceful diseases. Lex Veneris meant the dis-
mantling of old preventive social policies, which could have contributed to an 
easier situation for the sick. It goes without saying that it did not imply that 
men and women with syphilis and gonorrhoea were still stigmatised. Venereal 
disease was still treated metaphorically, as it is today.122 
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Summary Discussion 
Düring the second half of the nineteenth Century social polices concerning 
venereal disease altered. Iniüally, the changed measures against these diseases 
were provoked by an increased incidence of venereal disease at the locai 
garrison. The average soldier was no longer married and frequently befriended 
young girls in Stockholm. In the late 1830s the number of male patients suffer-
ing from venereal disease increased rapidly, and since the men were already 
inspected the city aimed its measures at the girls. Previous legislation proved 
insufficient and a system WEIS introduced that could control female sexuality. 

The early system of regulaüon was inspired by a Parisian system which 
controlied venereal disease by Controlling women's behaviour. In Paris, Lon
don and other European cities, central government found it necessary to con
trol brothels since they were widespread in the bigger cities. Brothels had been 
prohibited in Sweden since 1734, but in the 1840s their introduction was sug-
gested as a public health measure. This was never condoned in Stockholm 
and the regulation of prostitution was instead adapted to locai conditions. The 
debate was very much inspired by the debate that took place in Europe. 

The regulation of prostitution was to a large extent considered a medicai 
measure. Mostiy physicians introduced it in Stockholm and other cities. In 
1875 a new version of the regulation was enforced formalising the assignments 
of the police and the physicians. This law was suggested by the medicai elite in 
Stockholm and had a deep impact on the regulations that were introduced in 
other parts of Sweden. However, it has been shown that prostitution and vene-
real disease were very much a Stockholm issue. This is likely to have created 
added diffìculties for the early abolitionist movement, which faced a lack of 
concern in society and a much too powerful medicai elite in Stockholm. 

The efforts by the abolitionist movement were unsuccessful. One of its 
members, Hugo Tamm, joined forces with the anti-vice movement when he 
fìled a motion in 1893 stating that Swedish society needed to take action against 
everything that could threaten virtue. In order to make the Riksdag act against 
the regulation of prostitution, this subject had to be related to a wide variety of 
dangerous phenomena in society. To impede venereal disease alone was in
sufficient to attract the interest of the two Chambers. The repeal of the regula
tion was hardly considered an alternative for Swedish centrai government until 
the Svenska Läkaresällskapet brought forward an alternative suggestion on 
medicai measures against venereal disease. The prostitutes were treated sepa-
rately and fiirther marginalised in the suggestions put forward by early twenti-
eth-century physicians. This would protect the "less immoral" patients from 
disgraceful medicai care. 
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The early twentieth-century debate became more forceful than the previ-
ous discussions ob this subject. An alerted women's movement initìated a 
wave of protests and was joìned by a younger generation of physicians who 
found the regulation a violating and ineffective law. By 1918, it became impos-
sible for the standing committee of civil law legislation to recommend the 
continued use of the regulation. The new Act on contagious disease in Swe-
den, Lex Veneris, c an be considered a contemporary change. In the early 
post-war years, Sweden had its first Labour government. The new curriculum 
for the public schools was more secularised than ever before, and men and 
women were legislated equal in marriage. Women were granted the vote in 
1921 and allowed to hold governmental appointments in 1923. Lex Veneris 
was an Act that carne about at the same time as class inequalities were being 
seriously challenged. Individuais infected with venerea! disease had a greater 
chance of "socially" getting away with their illness. Some of them would still be 
equally controlied and inspected, but society now punished them according to 
vice and vagrancy acts. 
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11 
Patients with Venerea! Disease in Sundsvall 1846-1900 

On September 15 1851, Minister Erik Daniel Selander (1800-1853) wrote 
to the acting provincial physician in the Sundsvall district, Erik Lenonard 

Eneroth (1812-1853) stating that he suspected one of the maids in his parish to 
be infected with venereal disease. Anna Märta Hammarberg and her illegiti-
mate daughter were inspected only 11 days låter, found to be ill and sent off to 
the kurhus in Sundsvall. Anna Märta stated that she had received the disease 
from a young man who had roamed different parishes and was unwilling to 
state his real name. The minister thought it likely that this man had infected 
other women too. He was believed to come from Timrå, and the minister 
decided to alert the locai police.1 Unfortunately, the sources reveal nothing 
about whether the suspect was arrested or not. 

Anna Märta Hammarberg, who had been brought to the kurhus in 1851 
with her daughter, survived and returned to her home-parish. She eventually 
gave birth to two other illegitimate daughters and finally married the father of 
the two youngest girls in 1874. Her husband died four years låter, but Anna 
Märta continued to live in Sundsvall. In 1876, Anna Märta became a grand-
mother, by the daughter that had accompanied her to the kurhus in 1851. Her 
youngest daughter Hedvig was living with her when she died in 1891. Al-
though her life was characterised by poverty, hardships and the stigma of bad 
health, there is nothing to indicate that her life turned out much differently to 
that of other single mothers at the time.2 

The following chapter will investigate medicai knowledge and social policy 
in a town in the northern part of Sweden. Sundsvall, the area focussed upon in 
this chapter, became a center of industriaiisation in north-east Sweden during 
the second half of the Century. It was characterised by an expanding sawmill 
industry and male seasonal labour. Poverty, crowding and poor health also 
characterised the area. The migration of young men and women was frequent, 
in and out of the town and nearby sawmills. A County hospital had opened in 
1844. It provided a kurhus that treated patients with venereal disease in the 
early period. In 1875, a new hospital opened and the number of beds in-
creased. The number of prostitutes made necessary the regulation of prostitu
tion in 1880. Although Sundsvall was much smaller than Stockholm and other 
contemporary urban centers, it offers much of what is needed to study the late 
nineteenth-century urban patient with venereal disease. 
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This invesügaüon will start by introducing the area. The prevalence of 
venereal disease in Västernorrland and its fluctuaüons will also be outiined 
briefly, before addressing heaith and health care in Sundsvall. The chapter 
firstly provides information on the acting physicians in the hospital and out-
lines an early twentieth-century conflict concerning venereal disease that was 
brought on by the protests against the regulation. Lastly it gives more details of 
the hospital and its average patient. The age and gender of the patients in the 
kurhus will be looked into. The social structure and geographica! origin of the 
patients have been investigated in order to identify the men and women who 
were admitted for medicai care. At the end of the chapter, diagnosis and 
treatment of the patients will be elaborated. 

The second half of this chapter deals with the conünued life-course of 704 
patients from Sundsvall and the surrounding parishes. Firstly, it oudines essen-
tial information on the linkages, such as marital status and occupational struc
ture, among the men and women that have been linked to the parish-register. 
The essential demographic life-course is then analysed, firstly by computing 
adult mortality among the patients. Migration and marriage råtes have then 
been tabulated for the 704 life and family biographies. Lastly, the infant mor
tality råtes of those infants born to former patients have been tabulated, in 
order to provide further information on whether the patients could participate 
in the locai population, or whether they encountered difficulties due to their 
health. 

An Expanding and Urbanised District — the Study Area 
From 1845 onwards, significant changes took place in Västernorrland. The 
population in Sundsvall tripled between 1860 and 1890 and the population in 
the surrounding parishes increased by four times. This increase turned the 
sawmill parishes and the town of Sundsvall into urbanised and densely popu-
lated areas. Nearby parishes that were left untouched by the process of 
industrialisation still remained sparsely populated.3 This expansion was brought 
on primarily by the fact that the export of wood-boards tripled between 1871 
and 1900. The harbour in the town played an important part in Swedish ex
ports. By the outbreak of the First World War, a third of all wood pulp that 
was exported from Norrland left from Sundsvall.4 

In the seventeenth Century, King Gustav II Adolf argued that it was neces-
sary to strengthen the defence of the northern coast with another municipality. 
He also realised the importance of trade with these parts of the country, and 
wanted to increase the population. He founded Sundsvall in 1621 in order to 
achieve this. The Citizens of the town had several difficult centuries ahead of 
them, including Russian invasions. By the early nineteenth Century the town 
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was characterised by merchants and fishermen, but remained small in popula-
tion. Not until the large sawmill expansion did Sundsvall become of any nar 
üonal significance. By the late nineteenth Century, it was a buzzing town with 
an important harbour and large numbers of visitors.5 

14,831 men and women lived in Sundsvall in 1900. This increase had firstly 
been due to the large number of young migrants who moved there in search 
of employment opportunities. A large number of long-distance migrants carne 
to Sundsvall. After 1890, maritai fertility became high, which continued the 
increase in population. In 1900, a multitude of naval communications could 
easily bring people to and from Sundsvall. Railroads had been built in the 
1870s and 1880s. Different systems of education were operating in the town, 
not only for the children. Adolescente could receive education in business and 
engineering. The town now had its own public library and four daily newspa-
pers.6 

Sundsvall was the metropolis of northern Sweden by this time. Its nightlife, 
pubs and hotels were well-known and the police were considered lenient to-
wards illicit liquor shops and drinking.7 Isidor Kjellberg (1841-1895), a con-
temporary journalist, witnessed low wages and poor living conditions among 
the sawmill workers. The non-segregated entertainment in town provided com
fort for them, and Kjellberg found it hard to sleep in the hotel, which also 
funcüoned as a brothel.8 

To a high degree, the population in Sundsvall and the sawmill districi 
comprised of young men and women. By 1895, more than 50 % of the popula
tion were between 15 and 49 years of age. 

65 % of the inhabitants were unskilled workers who carne there to work in 
the timber industry.9 Reinhold Olsson has described life in the Sundsvall re
gion as being characterised by migration, labour and entertainment. He ar-
gues that women could find many different forms of employment, and they 
easily met sailors and workers.10 Sören Edvinsson points out that brothels were 
common in Stenhammaren, an area of Sundsvall where large numbers of 
migrating workers lived.11 The Sundsvall region was different from early nine-
teenth-century parishes where new social connections had been hard to find, 
due to the lack of roads and means of transportation. 

Ulis significant change in societal structure had a profound impact on health 
and mortality. Sören Edvinsson has shown that conditions worsened and mor-
tality increased as large numbers of men and women moved to the area. Until 
1890 there were not enough houses and the sanitary efforts made by the town 
were unable to prohibit diseases from spreading. Working-class children were 
especially affected by these conditions and infant mortality did not decrease 
until after 1880. Adult mortality was left more or less unaffected by 
industrialisation and urbanisation but Edvinsson argues that cultural habits 
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and life-styles such as drinking seriously affected it.12 Tuberculosis and alco-
hol-related diseases were the most common causes of death among adults in 
Sundsvall.13 

Venereal disease became much more rampant in Västernorrland during 
the second half of the nineteenth Century. Figure 7 shows the increased num
ber of patients treated for venerea! disease in Västernorrland during the sec
ond half of the Century. The medicai care of patients with venereal disease 
became much more common in Västernorrland in the 1860s, especially be-
tween 1867 and 1869. The number of patients diagnosed with syphilis and 
gonorrhoea then decreased but returned in intervals during the 1870s and 
1880s. One of these intervals coincided with the large strike in 1879. Social 
conditions worsened in the 1870s and migraüon out of the district increased. 
Sundsvall was deeply affected by a large fìre in June 1888, which destroyed 
signifìcant parts of the town. After this fìre, the number of cases with venereal 
disease also increased. This was probably due to the high number of men and 
women that migrated there to find employment in the large re-building of the 
town.14 In his 1888 Report the provincia! physician Hernie Benckert (1850-
1900) argued that syphilis and gonorrhoea were two of the most frequent con
ditions in the district "second only to alcoholism and maybe more common 
than tuberculosis".15 

Figure 7: Number of patients treated for venereal disease in Västernorrland 
1822-1900. 
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The temporary increase in cases of venereal disease took different courses 
in Sweden between 1867 and 1869. In some places the increase was signifi
cane while in others there was a less dramatic increase in the number of treated 
patients. No single fact can be pointed to as the explanation for why this 
increase took place. Increased turbulence and extensive poverty most surely 
invited the newcomers to try the urban life, with ali its consequences. In my 
opinion, it is very likely that different sexually transmitted diseases flourished 
in Sundsvall during these years and receded afterwards. The geographica! 
location of patients at the kurhus remained Constant throughout the years. 
Most male patients were long-distance migrants, while women usually carne 
from the nearby parishes or the County. 

Edvard Welander commented on the temporary increase in venereal dis
ease in Västernorrland during the starvation years and analysed it by pointing 
to the two different characters of syphilis. Since a large number of the cases in 
Västernorrland were found in the towns, it had been spread by sexual inter-
course. If the "innocent" forms of syphilis had caused this increase, then it 
would have started in the agrarian parts of the county.16 Urban life changed 
the character of venereal disease. 

Health and Health Care in Sundsvall 
The first hospital in Sundsvall opened in 1776. It was closed 7 years later and 
moved to Härnösand. As already mentioned, the second medicai facility in 
Sundsvall was founded in 1844. It was a small timbered house, which at first 
provided twelve beds in eight rooms for patients with venereal disease. Three 
rooms were kept available for all the other hospital patients. By 1866, the attic 
had come into use and the hospital was then able to provide medicai care for 
24 patients at once.17 In spite of this extension and rebuilding, the hospital was 
soon considered too small, and a new larger hospital opened in 1875. It con-
sisted of 89 beds but soon expanded to 100. Several other improvements were 
made during the 1890s in order to improve hygiene and medicai care. After 
the large fire in Sundsvall in 1888 many doubts was expressed as to whether or 
not the hospital should be kept the way it was, since it was built entirely from 
wood. Nevertheless, a new hospital was not built until 1908.18 

The first physician appointed to work in the hospital in Sundsvall was Olof 
Daniel Bagge (1802-1869). He was appointed in 1844 and worked in the hos
pital until 1862. He then continued working as First town's physician until 
1869. Leonard Wilhelm Mossberg (1813-1880) worked at the hospital from 
1862 until 1880 when Adolf Fredrik Christiernin (1832-1905) took over his 
appointment. During the 1890s, the number of assistant physicians rose signifi-
cantly in Sundsvall. The physicians were no longer likely to stay in one ap-
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pointment from graduation to retirement. By the mid-1890s, the physicians in 
Sundsvall no longer worked in the same hospital throughout their entire ca
reer, but moved to other appointments within a couple of years.19 The follow-
ing section will discuss L.W. Mossberg and A.F. Christiernin in more detail, 
since they were responsible for the medicai care of patients with venereal 
disease during the years of importance to this chapter. Emil Falk (1846-1903) 
and Gotthilf Stéenhof (1859-1943) were involved in an important conflict con-
cerning the regulation of prostitution in the early twentieth Century. The two 
physicians and their conflict will also be elaborated upon in the following. 

Leonard Wilhelm Mossberg was born to a middle-class family in Örebro in 
1813. He had first graduated in pharmacology and then as a physician when 
he weis 40 years old. 3 years låter he graduated as a surgeon and worked at sea. 
He became town's surgeon in Sundsvall in 1858 and took over as hospital and 
kurhus physician in 1862. In 1866 he received a seat in the city council and 
remained a member unül his death in 1880. From 1869 until 1870 he was also 
a member of the Landsting. He worked at the hospital and kurhus until his 
death at the age of 67. 

His successor, Adolf Fredrik Christiernin, was born in Borås in 1832 and 
matriculated in Uppsala at 20 years of age. In 1854 he took his first medicai 
degree and graduated as surgeon in 1857. In 1864 he graduated from Karolinska 
Institutet. In the 1850s and 1860s he worked in Norrköping and Finspång. He 
was also appointed assisting physician in Stockholm and Härnösand unül he 
moved to Sundsvall. Christiernin had worked at the vattenkuranstalten since 
1864 and as provincial physician in Sundsvall in 1869. When Mossberg died 
he was appointed physician at the hospital and kurhus and worked there until 
1898. In 1871 he became a member of Svenska Läkaresällskapet and in 1872 
he was a member of Landstinget. He remained a member of the city council 
between 1871 and 1898. Christernin died in 1905. 

Anders Brändström and Sören Edvinsson comment on the politicai influ-
ence of these men. The physicians appointed to take care of hospital and 
kurhus patients were both members of the county council, together with other 
physicians in the town. Provincial physician Olof August Söderbaum (1842-
1909) was a member for 17 years, and Carl Hernie Benckert, first town's phy
sician, was a member for 5 years. Carl Otto Elfström (1862-1923), residing 
hospital and Town's physician, was a member of the council for 20 years.20 

The physicians in Sundsvall were influential in many matters of public policy 
in the town. 

Emil Falk had been appointed second town's physician in Sundsvall in 
1882. He had been responsible for the regulation of prostitutes in the town 
since mid-1882 and was paid by the locai Health Board in Sundsvall. He was 
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born in 1846 in Öland and fìnished his medicai educaüon at Karolinska Institutet 
in Stockholm at the age of 32. Four years later he moved to Sundsvall, having 
had numerous appointments in the south of Sweden. 

In remaining acts from the Health Board it is evident that the regulation of 
prostitution was difficult to carry out in Sundsvall. There were no rooms made 
available for this purpose. Injanuary 1884, Falk even threatened to stop carry-
ing out his appointments if rooms were not made available for him. The issue 
was not resolved until 1885 when a house owned by the town was turned into 
a morgue and inspection-house for the prostitutes. Public complaints about 
the autopsy room led to its removal. The morgue was not located inside the 
hospital building until 1892. In the 1890s, the inspection of prostitutes had 
taken place in the hospital for epidemie diseases, and in 1900 it was moved to 
the rooms for the Health Board at the City Hall.21 

Emil Falk did not get along with the caretakers who received poor relief. 
He was accused of rude and improper behavior, and the poor said that he was 
"scaring me to the point that I thought I would die." He was also alleged to 
have denied them the free medicai care that the town had entitled them to. 
This conflict ended in 1898 when Falk resigned and was permanently replaced 
by Gotthilf Stéenhoff.22 The published town's acts and the locai press made it 
clear that Falk had repeatedly caused problems in the different poor relief 
distriets of Sundsvall.23 Falk continued to work as a physician in Sundsvall 
until he died in 1903. It is likely that he continued with his private practice.24 

Gotthilf Stéenhoff was born in 1859 in Karlshamn. He was the son of a 
minister and received his first medicai degree at the age of 24. In 1884 he 
worked as a physician in a nearby shipyard and he opened his practice in 
Sundsvall in 1887. He soon married and settled with his wife Frida.25 In 1888, 
he was appointed physician at the locai prison. In the late 1890's he was 
appointed temporary first Town's physician on different occasions. In his mem-
oirs, Stéenhoff wrote that he had often disagreed with the other physicians in 
the town on various subjects concerning the poor.26 His increased commit-
ment to questions concerning poor relief and orphans can be studied in the 
Sundsvalls stads handlingar27. Stéenhoff was a member of the Board for the 
orphanage. He was also a member of the locai Health Board in 1895. His wife 
was also involved in the locai, philanthropic association Tomtarna, as well as 
the orphanage.28 

Stéenhoff had a very different opinion on who was entitled to medicai care 
and this led to a second conflict among the physicians of Sundsvall. In 1879, 
the provincial physician in Västernorrland reported that Sundsvall would ben
efit from enforcing the regulation of prostitution, and after 1880 prostitutes 
were inspected regularly.29 When Stéenhoff replaced Falk, he also took over 
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responsibility for inspecting the prostitutes. As second Town's physician, 
Stéenhoff was obliged to carry out the regulation of prostitution as it had pre-
viously been enforced in the town. 

In 1905, the town council protested against the fact that Stéenhoff had 
received payments for this assignment although he refused to inspect prosti
tutes. Instead, he allowed them to visit his clinic free. A locai women's move
ment issued a formai protest to the town council and the different parties 
wrote articles in Sundsvalls posten during 1906. Different members of the 
town council and the Health Board wanted to fìre Stéenhoff, but this was 
easier said than done. Stéenhoff remained in Sundsvall until 1908 when he 
was appointed provincia! physician in Oskarshamn. His commitment to social 
issues was far from over; he continued to work and publish articles concerning 
housing, alcohol, tuberculosis and maternal health among many others.30 

The conflict in Sundsvall can be used to illustrate the change that took 
place on a national level concerning venereal disease. Stéenhoff refused to 
implement what he considered to be an inhuman legislation, and opened his 
clinic for those prostitutes who needed his help. A locai women's movement 
petitioned the city council that the regulation of prostitution should be ad-
justed to the Swedish Constitution. Since no officiai decision had been taken in 
the town, the regulation of prostitution was illegal and should be repealed. 
Nine months låter the city council answered their petition by stating that it 
concerned a matter that was completely beyond their authority. Any decision 
on the matter had to await the suggestions made by the parliamentary commit-
tee that had been appointed in 1903.31 

The conflict between Stéenhoff and the town can be traced in the locai 
press. Stéenhoff repeatedly denied having declined to carry out his responsi-
bilities towards the town. He also referred to his parücipation in the nation-
wide fìght to repeal the regulation of prostitution which prohibited him from 
taking care of the women in the manner that the town demanded him to. He 
had never denied them medicai care or supervision. He also accused the locai 
Health Board of persecuting him because of his opinions concerning prosti
tutes and venereal disease. 

The first town's physician at the üme, C.O. Elfström, admitted that the 
town had never taken an officiai decision to regulate prostitutes, but denied 
that any violence or other illegal acts were carried out by the physicians or by 
the police force. The vagrancy law was only used on those women who threat-
ened public safety. StéenhofFs decision not to inspect the women on a regulär 
basis had spread rumours in the town that prostitution no longer prevailed 
there. Elfström believed that this could have dangerous consequences. No 
formai dismissal of Stéenhoff could take place but he was stripped of his re-
sponsibilities towards the prostitutes.32 
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In 1906 a younger physician, Simon Natanael Holmblad, was appointed to 
inspect the prostitutes. The way the regulation was practiced changed in 
Sundsvall. In 1909 Holmblad combined voluntary inspection with the usage 
of the police force to make the women attend medicai inspections. Officially 
the regulation was still being practiced until 1919, but no traces of it can be 
found in the public acts after 1911.33 Many of the national developments also 
took place in Sundsvall. Nineteenth-century politics slowly altered, since younger 
physicians reftised to implement them. 

The Patients 
Much indicates that it was a cross-section of the average population in Sweden 
that made use of the available medicai care. Anders Brändström and Sören 
Edvinsson argue that the social structure of the hospital patients in Sundsvall 
reflected the social structure of the town. As the town underwent industrialisation, 
the number of sailors and farm hands decreased in the hospital, while the 
percentage of workers and lower civil servants increased. Prostitutes became a 
new category when the town grew big enough to enforce urban, social poli-
cies. The social structure of patients widened and adapted to contemporary 
times over the second half of the Century.34 

Nineteenth-century social policy also reflected the social structure among 
patients. Before the introduction of the regulation, a certain number of women 
were defined as unmarried. The prostitutes emerged as a new category of 
patients in 1880, admitted to the records as "filles publiques". In 1890 this 
altered to "prostitutes". These women were hardly ever admitted to the hospi
tal despite the fact that they suffered from other illnesses. This undoubtedly 
has to do with the stigmatising nature of venereal disease. 

As shown in figure 8, the percentage of cases with venereal disease at the 
County hospital fluctuated. Patients with venereal disease numbered 4,294 
between 1854 and 1900, which represented 22 % of the total number of pa
tients. The statistics from the hospital in Sundsvall indicate that venerea! dis
ease became a less common disease at the hospital when the facility was ex-
panded and modernised. 70 % of all patients in the County hospital were 
diagnosed as suffering from venereal disease between 1867 and 1872. After 
1875, the percentage of patients with venereal disease decreased. In the 1890s, 
the same diagnosis only represented 12 %. After 1885, the fluctuations become 
much smaller than before. Instead, surgical and pulmonary ailments had be
come more common.35 Previously it was shown that the number of migrants to 
Sundsvall decreased in the 1880s. This could explain why venereal disease 
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stabilised. Nevertheless, venereal disease represented 10 % of the admissions 
to the hospital in the 1890s. It remained an important disease at the hospital in 
Sundsvall throughout the entire Century. 

Figure 8: Percentage of patients at the County hospital in Sundsvall 
diagnosed with venereal diseases, 1854-1900. N=4347. 
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More than half the patients in the county hospital were discharged as cured. 
The kurhus patients were the group most frequently discharged as cured; 72 % 
of these patients were released as cured. Almost 11 % of the patients in Sundsvall 
were admitted due to surgical infections, and almost as many carne to the 
hospital because of traumatic conditions or respiratory diseases. 

70 % of the patients who had been treated for surgical infections were dis
charged as cured. Among the patients with respiratory disorders, 41.1 % were 
discharged cured. A survival analysis by Brändström pointed out that hospital 
patients, unless they had suffered from circulatory disorders, such as a heart 
attack, had a good chance of longevity. They could easily live as long as any 
other man or woman at this time, in this environment. The kurhus in Sundsvall 
was a place where the physician did not cause the patients lethal harm and 
where they believed they could be restored.36 
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Age and Gender among the Patients in the Kurhus 
The age structure of the patients at the kurhus reflects the age structure of the 
general population in Sundsvall and the surrounding industrialised parishes.37 

Almost 60 % of the population in the town was between 15 and 49 years of age 
during the second half of the Century. Statistically, the gender structure was 
different from that of the national population, which had a surplus of women. 
Men and women were equally represented in Sundsvall during the låter de-
cades of the nineteenth Century. The surrounding industriai parishes were 
inhabited by a slightly older population and had a slight shortage of women.38 

As can be seen in table 19, women seemed to avoid medicai care in gen
eral, to an even larger extent than they avoided medicai care for venereal 
disease. While women represented 44 % of the patients in the kurhus, they 
only represented 32 % of the hospital patients. However, social control of sexu
ally active women forced many of the female patients to receive medicai care, 
so it is fair to say that women had difficulties in receiving medicai care volun-
tarily. Since there were almost as many men in Sundsvall as there were women, 
this became a problem. The heavy stigmatisation of venereal disease might 
imply that women could not risk seeking medicai help. It is also likely that 
single mothers and wives were much too necessary to the day-to-day running 
of the household. It is likely that they never had the time to admit their illness 
and look for medicai care. 

Figure 9 shows that men were more commonly found in the kurhus than 
women. The gender structure among the kurhus patients changed as the area 
became industrialised. While there was a female surplus during some years in 
the 1850s, male patients began to outnumber female in the 1860s. The distri
bution of male and female patients became more equal as the Century contin-
ued, in spite of the fact that some fluctuations did occur. 

The female surplus was most noticeable in the patient records of 1854. The 
largest male surplus occurred in 1862, 1863 and 1864. The female patients 
mostly represented 40 % of the patients during the last decade of this study, 
except for 1882. In that year the female patients numbered 72 and constituted 
55 % of the patients. The male surplus of patients in the kurhus was probably 
due to the strong stigmatisation of women with venereal disease, since they 
could easily be considered to be prostitutes if they were admitted for medicai 
care. Married women could blame a drunken or lecherous husband for their 
illness. Single women risked endangering their social situation by seeking 
medicai care voluntarily. 

The age structure of the patients reveals more about the identity of the 
urban venereal disease patient. More men than women were treated for dis
eases other than syphilis and gonorrhoea. The female patients in the kurhus 
were younger than those women treated for other diseases. The percentage of 



female patients between 15 and 19 years of age in the kurhus was twice that of 
the female hospital patients. The proportion of patients in the age interval 20 
to 24 was higher among both male and female patients in the kurhus. 

Figure 9: Distribution of male/femaie patients at the Sundsvall kurhus, 1854-
1900. N=2400 male patients and 1911 female patients. 
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The age structure of the hospital patients and patients at the kurhus dif-
fered. Table 19 tabulates the distribution of male and female patients in the 
two institutions in twelve age-categories and outlines these differences. Chil-
dren and young teenagers were not more frequent in the hospital than in the 
kurhus,39 but the age-structure was more varied in the hospital. No specific 
gender differences can be traced in the tabulations for the hospital. 13 % of the 
male and female patients in the hospital were between 20 and 24 years of age. 

The mean age of the patients at the kurhus in Sundsvall was approximately 
25 years. Very few patients were older than 50 and only 8 % of the patients 
were infants. The gender structure amongst children and infants was equal. 
Adolescents were more likely to be female. While 6 % of the male patients 
were between 15 and 19 years old, 16 % of the female patients could be found 
in the same age-category. 47 % of the men were in their twenties, while 41 % of 
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the women were between 20 and 29 years of age. The female patients repre-
sented 66 % of those patients aged between 15 and 19 years. Males, on the 
other hand, represented 60 % of the patients that were between 20 and 34 years 
of age. Among patients older than 35, there were no such signifìcant differ-
ences between the men and women. 

Table 19: Age structure of patients with venereal disease and of patients at 
the County hospital in Sundsvall, 1844-1900. 

Age Patìents at the kurhus Patients in the hospital 
Male Female Male Female 
N=2400 N=1911 N=10636 N=5025 
N % N % N % N % 

0-1 216 9 176 9 913 8 410 8 
2-4 49 2 54 3 164 2 126 2 
5-9 31 2 34 2 323 3 211 4 
10-14 19 1 41 2 498 5 213 4 
15-19 156 6 303 16 947 9 446 9 
20-24 595 25 516 27 1360 13 635 13 
25-29 540 22 262 14 1227 11 520 10 
30-34 330 14 185 10 979 9 459 9 
35-39 195 8 98 5 836 8 425 8 
40-44 111 5 90 5 814 8 380 7 
45-49 52 2 59 3 657 6 302 6 
50+ 106 4 93 5 1918 18 898 18 

Source: DDB, Umeå. 

The female patients were more vulnerable to society than their male coun-
terparts. This is indicated from the face that a large proportion of the male 
patients in the kurhus was older. The women who had been admitted for 
treatment of a venereal disease often belonged to age-categories in which they 
had no savings and little belongings. They were unable to pay for private 
medicai care and they were sometimes heavily stigmatised unmarried moth-
ers. These women were unable to protect themselves from the scathing judge-
ment of others. This made it more likely that the woman would be judged to 
be immoral. 
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Social Structure 
Most patients belonged to the lower classes of society. Table 20 outlines the 
social structure among them and indicates that the patients who had been 
diagnosed with venereal disease reflected the population of Sundsvall as a 
whole. The patients were defìned by socially accepted terms. 10 men were 
noted as having been fìred or retired from a job, while 5 women were defìned 
as paupers. 45 % of the male patients were labourers. More than 40 % of the 
population in Sundsvall were working class between 1845 and 1890.40 34 % of 
the female patients were maids. The largest group of women comprised of 
wives and widows. They have been defìned as "no occupation" in the table. 
Their male counterparts include "boys", "sons" and "adolescents". The social 
structure of the female patients did not change much in the second half of the 
Century. 

Table 20: Social structure of patients in the kurhus in Sundsvall, 1844-1900. 

Profession Male patients Female patients 
N=2048 % N=1061 % 

Higher civil servante 10 0,4 - -

Small entrepreneurs 43 2 3 0,2 
Lower civil servante 124 6 12 1 
Farmers or fìshers 39 2 14 1 
Crofters 34 2 6 0,5 
Sailors 346 17 2 -

Craftsmen 369 18 41 4 
Labourers 927 45 31 3 
Farm-hands and maids 68 3 359 34 
Lodgers 8 0,3 5 0,4 
No occupation 79 4 393 37 
Prostitutes 1 - 195 18 

Source: DDB, Umeå. 

Two of the female social groups warrant further investigation. 35 of the 41 
women categorised as craftsmen were seamstresses. 13 of these carne from 
Sundsvall and were in their twenties. A third of the seamstresses carne from 
places outside the Sundsvall region. It is likely that these young women were 
without parental support and had a hard time making ends meet on their 
salary. 273 female patients were defìned as "maids" and only 13 % of them 
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were called "house maids" or "servante maids". It is difficult to show how these 
women supported themselves. 108, or 39 %, of these women were registered as 
living in Sundsvall, where there was little but household chores for a maid to 
perform. These maids were probably employed in different middle- and up
per-class households, when they became infected with venereal disease. 

Judith Walkowitz characterised prostitutes in England as young girls who 
had migrated to large urban centres from the surrounding agrarian parishes 
and ended up unable to support themselves. They were on average 18 to 20 
years old when they first ended up in hospital and by then had already suf-
fered venereal disease. Walkowitz argues that venereal infection or "angel-
makers" was the reason why so few of these young women were unmarried 
mothers. She denied that they were the victims of Victorian culture. Walkowitz 
believes that these were rebellious and freedom-loving women. By working as 
prostitutes, they were able to take charge of their own lives in ways that would 
have been denied them otherwise.41 

The third most common social definition of a female patient was "prosti
tute". This underlines the difficult situation of the female patient. 18 % of them 
were inspected and sent to medicai care according to locai legislation. Tommie 
Lundqvist shows that between 3 and 21 women were registered annually as 
prostitutes in Sundsvall between 1888 and 1900. In 1893, the number of pros
titutes in Sundsvall reached its high-point of 49. Most of these women carried 
out their business in Stenhammaren and Norrmalm, which were the parts of 
the town where the unskilled and seasonal workers lived.42 The average age of 
the prostitutes was lower than for any other group of patients in the kurhus, 
except for those patients who had no professional tide at all. 

The social structure of the male patients was more varied. Sailors, farm 
hands or workers represented 80 % of the men. Most craftsmen were journey-
men, learning how to become a shoemaker or a carpenter. Very few of the 
workers were defined as sawmill workers. The records more often noted that 
the male workers worked in the harbour or with the railroad. The lodgers 
were a poverty-stricken group, consisting mostly of "paupers" and inmates of 
the poorhouses. 33 % of the patients were admitted without a social or profes
sional definition and most of these were women. The social structure of pa
tients changed over time. Pharmacists, engineers, bookkeepers or captains 
were the titles of 10 % of the male civil servante. Middle-class men became 
more common in the kurhus during the 1890s. 
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Geographica! Origin 
The geographica! origin differed depending on social groups. This pattern 
also changed over time. Large sections of the patients who were defrned by 
the physician eis white-collar workers or middle class carne from the town or 
from other parts of Sweden. The patients who carne from Sundsvall most 
likely worked as craftsmen or farm hands. Middle-class patients such as police 
officers or shop assistants became more common towards the end of the Cen
tury. Most of them carne from Sundsvall, but the largest social group that 
claimed to be resident in Sundsvall was the prostitutes. Very few men and 
women from the surrounding agrarian parishes carne to the kurhus. 

A closer look at the patient records reveals that the patients at the kurhus 
had often migrated far. 56 % of the male patients stated that they had moved to 
Sundsvall from the rest of Sweden or from the rest of Västernorrland. The 
same applied to 31 % of the women. 23 % of the men stated that they carne 
from Sundsvall, while 38 % of the women claimed to be native Citizens of the 
town. Lars-Göran Tedebrand has shown that a larger number of women moved 
to Sundsvall from nearby parishes than from Västernorrland or the rest of 
Sweden.43 The pattern of migration among female patients was therefore dif-
ferent than it was among the healthy female in-migrants. This was not the case 
among the female patients, since very few of them claimed to come from 
parishes nearby. 

Trying to illustrate the geographical origins of the patients in Sundsvall on 
a national level proves difficult. Many of the notations that the physician made 
in the records state a village somewhere outside of Västernorrland. In some 
cases the village can be placed in a county of Sweden, but no exact co-ordi-
nates can be obtained as to the whereabouts of this village. A national map-
ping of the patients would show that they carne from all over the country. 
Since the notations are so badly defìned, it would still be unable to reveal 
whether the patients carne from industrialised, coastai or agrarian parts of 
Sweden. 

The geographical origins of these patients need to be discussed further. 
They are more likely to indicate what the patients feit Willing to admit, rather 
than their true geographical origin. Only 10 % of the male patients stated that 
they lived in the surrounding sawmill parishes, where most of the migrant 
males could find employment. The men probably tried to avoid letting the 
sawmill owners know about their health and were more likely to submit their 
birthplace instead. This could explain why, among the total number of male 
patients, so many geographical places are recorded among the patient-records. 

There were social reasons why male patients could have chosen to delude 
the physicians. Several historical studies have been made on the work and 
living conditions at the sawmills at this time. Every sawmill aimed to provide 
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different services for its workers, such as gardens, steam-baths, post-offices, 
telephones and pharmacies.44 The saw-mills intended to become a smaller 
reflection of industrialised society as a whole. Some of the writings concerning 
these saw-mills are however very biased and do not provide adequate illustra
tion of what life was like for the seasonal labourers. Nevertheless, the aim of 
providing for some workers must have created a society in which it was impor-
tant to avoid venereal disease. 

Whether the male patients lied to the physician could easily be investigated 
further using life and family-biographies. However, these biographies only rep-
resent a small cohort of patients who chose to claim that they lived in the 
Sundsvall region. It is likely that these patients were unemployed and unaf-
fected by whether a saw-mill owner found out. The geographical origin of the 
patients hets been tabulated for those patients from the Sundsvall region. Table 
21 shows whether these patients carne from the town or from agrarian parts of 
the district, and outlines whether changes in the geographical origin of the 
male and femaie patients took place between 1844 and 1900. The first column 
shows the decade of admittance, while the next columns tabulate the number 
of men and women admitted from three different parts of the Sundsvall re
gion. 

Table 21: Geographical origin of the patients from the Sundsvall region, 
1844-1900. 

Period of Sundsvall Industriai Non-industrial 
admittance parishes parishes 

Men Women Men Women Men Women 
N=466 N=614 N=301 N=264 N=96 N=131 

1844-1859 9 16 12 20 8 13 
1860-1869 99 119 39 64 19 27 
1870-1879 105 142 65 95 27 39 
1880-1889 92 146 102 74 28 25 
1890-1900 161 191 83 81 14 27 

Source: DDB. Umeå. Comment: Industriai parishes: Skön, Timrå, Hässjö, 
Alnö, and Njurunda. Non-industrial parishes: Attmar, Ljustorp, Tuna, Indal, 
Selånger, Sättna, and Tynderö. 

There are more women than men in table 21, which is due to the fact that 
most men carne from other parts of Västernorrland or other parts of Sweden. 
Between 1844 and 1859, the geographical origin among the patients from within 
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the region varied. Patients were admitted to the kurhus from the town as well 
as from industriai or non-industrial parishes. When the town and the nearby 
industriai parishes attracted young migrants, the number of patients in the 
kurhus increased. The highest number of men from Sundsvall was admitted in 
the 1890s. 191 women were admitted during that decade, which was also the 
largest number of female patients. During the 1880s, 102 men were admitted 
from the industriai parishes. The number of patients from non-agrarian par
ishes that sought medicai help remained almost Constant. Since the population 
did not increase much in this area of the region, it indicates that venereal 
disease did not alter much either. While venereal disease became more com
mon in the industriai areas, it remained rare in the small agrarian villages. 

An investigation of the 353 male patients reveals that the parish they had 
registered in the patient records was very rarely their birth parish. Only 26 % of 
the linked men were born in the same parish as they had registered as patients. 
211 men had been linked to the parish-registers in Sundsvall. 18 % of them 
were born in the town and 6 % were born in the surrounding parishes. A large 
number of these male patients had been born in the County or other parts of 
the country. Many men did not let the physician know where they were born, 
but rather told him that they lived in the nearby area. If one was actually born 
in the county, maybe it was important to keep this disease from the family at 
home. Most male patients stated that they lived far from the region, even if 
they were living and working there. It was unlikely that the biologica! family 
that lived so far away would find out. 

Attempting to outline where the female patients carne from provides a 
similar problem. A prostitute would probably much rather have the physician 
believe that she was born in Sundsvall than risk letting her family and the 
minister in her birth parish know that she had contracted a venereal disease. 
79 % of the prostitutes admitted between 1880 and 1900 stated that they carne 
from Sundsvall. Some of them, who had been admitted before the regulation 
was enforced in Sundsvall, had claimed that they carne from entirely different 
places. 

351 women have been linked to the parish registers in the Sundsvall re
gion. 248 of these women were linked to the parish registers in the town, but 
only 41 of these women were born there. 13 % of the remaining 207 women 
were born within the Sundsvall region, while 87 % were born in the remaining 
parts of Västernorrland or Sweden. A similar pattern is traceable among the 
female patients that were linked to parish registers in the surrounding saw-mill 
parishes. Very few of them had been born there; most of them had migrated 
from entirely different parts of Sweden. Both men and women that were ad
mitted to the kurhus hid their original geographica! origin from the physician. 
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Diagnosis and Treatment at the Kurhus 
Most patients suffered from syphilis in the primary or secondary stage. As 
shown in table 22, more than 60 % of the female patients were diagnosed with 
secondary or tertiary stages of syphilis. Any diagnosis that mentions secondary 
syphilis, lues venera, nasal or anal ulcers, as well as recidivistic syphilis, has 
been tabulated as such. Hard chancres or indurated chancres have been tabu-
lated as chancres. All diagnoses that mention gonorrhoea, epididymitis or 
endometritis are tabulated as gonorrhoea. Chancre molle or soft ulcers have 
been grouped together. Indefinite symptoms such as baliniüs, paraphimosis's 
or phimois's, that could be caused by any genital infection, have been tabu
lated separately. 

The tabulations indicate that although men and women carne for medicai 
treatment in earlier stages of the disease, they were still very sick. Many of the 
patients who received treatment for gonorrhoea suffered from epididymitis or 
endomitirits, which indicates that the male patients suffered from an infection 
in the testicles and the female patients had developed uterine infecüons. The 
relatively small number of female patients with gonorrhoea is probably biased 
considering that gonorrhoea is very hard to diagnose in women. Many of the 
women who have been tabulated with indefinite symptoms had been diag
nosed as having "post abortum", which probably indicates a miscarriage. 

Table 22: Diagnoses of the patients in the Sundsvall kurhus, 1844-1900. 

Diagnosis Male patients Female patients 
N=2400 N=1911 
N % N % 

Secondary syphilis 1046 44 1215 64 
Chancre 177 7 30 2 
Gonorrhoea 705 29 231 12 
Chancre molle 178 7 77 4 
Condylomata and various 107 4 186 10 
No diagnosis 187 8 172 9 

Source: DDB, Umeå. 

The patient records reveal more about how these symptoms affected the 
patients who were diagnosed with them. They also outline how these patients 
were treated medically by the locai physicians in Sundsvall. Venereal disease 
and its medicai treatment went through great changes during the second half 
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of the nineteenth Century, as has been shown in previous chapters. The follow-
ing passage will try to give a brief insight into whether or not this change 
altered how patients were diagnosed and treated at a locai kurhus. 

Düring the 1850s, many patients were diagnosed with genital ulcers or 
sores in the throat and mouth. There were also several patients that suffered 
from tertiary symptoms, such as Christian Erson, who had to be sent back 
home to his parish because his leg ulcers smelled so bad. Secondary syphilis 
and Condylomas were common diagnoses during the 1860s and early 1870s. 
Many of these patients reported having been to quacks. They often had large 
oral damages such as withered tonsils and ulcerous palates. 

Dietary eures were still being used in Sundsvall during the 1850s. They 
were supplemented by ointments and herbal medicine such as guajacum. The 
first physician in Sundsvall also used opium and iodine. The dietary eures 
became less common during the 1860s and were replaced by mercury oint
ments. The diagnoses also became much more elaborate during the 1880s 
and 1890s. Advanced stages of gonorrhoea were recognised and eventually 
diagnosed with the help of the microscope. "Gonococcus in the pus" signals 
the definite recognition of gonorrhoea. A heaithy patient is defined as having 
"no more gonococcus". "Lues cerebralis" and tabes dorsalis are recognised as 
the tertiary neurologica! stages of syphilis. Hereditary syphilis and congenital 
syphilis were diagnosed from the late 1860s onwards. It is evident from the 
patient records that once a younger physician took over he was able to use his 
education to bring progress to the way diseases were diagnosed at the kurhus. 

The number of different diagnoses increased significantly during the 1880s 
and 1890s. The physicians in Sundsvall were able to recognise different genital 
infections such as "paraphimosis", "phimosis", "balanitis", "epididymitis" and 
"endometritis". Gangrene also became one of the additional afflictions that 
were recognised in the late nineteenth Century. Condyloma, a symptom indi-
cating infection from pappiloma viruses, was also recognised by the late 
nineteenth-century physicians in Sundsvall. 

Therapeutics became much more advanced during the latter part of the 
Century. The physicians started to take notes that elaborated more fully on 
how their therapeutics worked. The number of ointments was counted and 
patients were prescribed gurgles solutions to protect them from oral damage 
brought on by the mercury. Alum, borie acid and solutions containing zinc 
were used to cure patients. The solutions could be injected but also painted 
onto the wounds. By the end of the Century, out-patient clinica! care became 
much more common. Sailors who needed to get back to work, or mothers 
who needed to take their pale and sickly children back to the farm, could be 
given jars of "grey-ointment" and allowed to treat themselves. 
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The physicians in Sundsvall were much less duüfiil about noüfying how 
their treatments had turned out. 60 % of the cases were discharged without a 
definite result noted in their records. Nothing indicates that this changed dur-
ing the period, in spite of the therapeutic developments. A high cure rate 
characterised the medicai care at the kurhus. 71 % of the adult men and 75 % of 
the adult women were considered cured when they were discharged. 25 % of 
the men and 21 % of the women were discharged as improved, while only a 
few of them died while in medicai care. 

Table 23: Results of treatment at the kurhus in Sundsvall, 1844-1900. 

Result All patients 
N % 

Male 
N % 

Female 
N % 

Children 
N % 

Infants 
N % 

Cured 1196 72 604 71 500 75 40 71 41 58 
Improved 381 23 214 25 138 21 10 17 16 22 
Incurable 19 1 14 2 3 0 1 1 1 1 
Dead 38 2 9 1 15 2 4 7 10 14 
All others 27 2 13 2 10 1 1 2 2 3 

Source: DDB, Umeå. 

As can be seen in table 23, the cure rates were different among the children 
and infants. Children between 2 and 14 years of age suffered 7 % mortality at 
the kurhus, 17 % left the hospital as improved and 71 % of them were cured. 
The number of cured infants was considerably lower and their mortality was 
many times higher than that of the adults. 22 % of them were improved by 
medicai care. 14 % of the infants died while receiving medicai treatment for 
venereal disease. The different patterns among the adults and children were 
probably accounted for by the fact that children with hereditary syphilis are 
very sick and weak. Infant mortality from syphilis is normaily very high.45 Un-
fortunately, the patient records do not reveal what the infants died of. 

The Essentìal Demographic Life-course of Urban Patients 
with Venereal Disease 
By the turn of the Century, venereal disease was believed to be one of the most 
dangerous illnesses in society. Thomas McKeown believes syphilis to have 
made a major contribution to illness and mortality rates up until 1916.46 Paul 
Weindling also considers syphilis, along with aicoholism, to be one of the most 
important health problems in nineteenth-century society.47 Today it is consid-

-240-



ered to be one of the most dangerous diseases found in Third World coun-
tries, because of the considerable consequences it has on pregnancies.48 The 
following will outline the medicai and social consequences of venereal disease 
for men and women in Sundsvall during the second half of the Century. 

Swedish and international contemporaries were acutely aware of the se
vere consequence syphilis and gonorrhoea could have on a population. In 
1889, Edvard Welander wrote of "the greatest social perii", which was the 
impact that syphilis had on the outcome of pregnancies. Ulrich Müller-Aspegren 
(1871-1941) stated, in 1910, that syphilis was an important factor to be counted 
with the concerns of depopulation and degeneration. Ernst Ödmansson stud-
ied infant mortality and the health of children born to women with syphilis in 
his work Till läran om syphilis congenital written in 1898. This section will pro
vide further insights into whether it affected men's and women's lives that 
badly. 

In the previous chapter that followed kurhus patients after their discharge, 
Christian Billström was investigated. His daughter Anna was found in the kurhus 
of Sundsvall on September 2 1869. She had been diagnosed with ulcus molle 
and treated for twelve days. Anna's life continued very tragically. In 1871 she 
lost her first illegitimate son. In 1872 she gave birth to a second child and a 
third son was born in 1873. None of her children lived longer than three 
months. In 1875, Anna died from consumption. She was 28 years old and 
probably affected by the hard life she had led. Very much like her father, she 
had been unable to live her life according to the rules of society. Her tragic 
story probably has more to do with social than medicai circumstances. 

This passage will first outline who the linked patients were, by age, gender, 
marital status, occupational structure and geographical origin within the 
Sundsvall region. Questions concerning the demographic characteristics of 
discharged patients can be raised in this study. A thorough investigation into 
the life-course of these men and women provides details about their social 
occupation and their ability to survive within nineteenth-century society. A 
closer look at the difierent life and family biographies can reveal more about 
life after medicai care. 

The life-biographies of these patients provide interesting insights into life in 
an urban community in the late nineteenth Century. 704 men and women 
have been linked between the patient-records and the parish registers. 351 of 
these were women and 353 were men. The first two columns in table 24 tabu
late the number of patients that have been linked to the parish registers in the 
region. 72 % of the patients that have been identified for further research was 
discharged between 1870 and 1889. The following two columns outline the 
percentage of male and female patients that have been linked. 71 % of the 

-241  -



male and 72 % of the female patients were discharged during the last two 
decades of the study. Most of the patients that have been investigated in this 
chapter lived in Sundsvall when the area urbanised. 

Table 24: Number of linked patients, number and percentage of patients 
followed until death and person-years per decade of discharge 1845-1889. 
N=704 

Period of N linked % linked N followed % followed Person years 
discharge patients patients until death until death from time of 

discharge 

M W M W M W M W M W 

II £
 

CO 10 CO 11 £
 351 N=68 N=79 

1845-1849 2 13 _ 4 1 8 50 61 20 340 
1850-1859 17 14 5 4 4 7 24 50 279 322 
1860-1869 81 70 23 19 27 21 33 30 1282 1109 
1870-1879 100 120 28 34 21 29 21 24 1273 1535 
1880-1889 153 134 43 38 15 14 10 10 766 731 

Source: DDB, Umeå. 

The following six columns illustrate the problems with these linkages. Firstly, 
the table shows that only a small number of these linkages have been followed 
until death. This could be explained by a closer look at the sources for this 
investigation. The majority of these patients had been identifìed in the parish 
registers for Sundsvall, and the database has not registered any parish registers 
after 1892. This means that the life- and family-biographies of 48 % of the male 
patients and 47 % of the female patients have been truncated in 1892.49 Migra
tion was common among the patients, since 43 % of the male patients' and 33% 
of the female patients' life and family biographies ended with migration. The 
small number of patients that can be followed until death have been tabulated 
in table 24. 

18 % of the total number of patients can be followed until death. The per
centage decreases over time. While 50 % of the patients that were discharged 
in the 1840s can be followed until death, only 10 % of the patients from the 
1880s can be studied from similar life and family biographies. This implies that 
age-specifìc mortality råtes can only be tabulated for a very small number of 
patients. Age-specifìc fertility is impossible to tabulate since so few women can 
be followed until their 4901 birthday, even if they have been traced to the next 
series of church registers by hand. 
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Retrieving data from a database provides enürely different opportunities to 
find information in the sources and link parish registers in different parishes to 
each other. This makes the life and family biographies of these 704 men and 
women much more comprehensive.50 Some of the information that can be 
extracted has been tabulated in table 25. The marital status of these patients is 
unknown for 38 % of the male and 47 % of the female patients. It also shows the 
fìve most common professional occupations among the linked patients. 

Table 25: Marital status and the fìve most common occupational groups 
among the linked patients from Sundsvall kurhus, 1844-1889. 

Social status Linked male patients Linked female patients 
N=353 N=351 
N % N % 

Marital status (for those defined) 
Married 82 38 72 39 
Unmarried 124 57 92 50 
Widowed 11 5 20 11 

Occupation 
Farm-hands and maids 62 17 189 54 
Housekeepers 12 3 
Workers 81 23 - -

Maidservants 19 5 
Journeymen 17 5 - -

No occupation 34 9 100 28 

Source: DDB, Umeå. 

57 % of the male patients that have been identifìed in the parish registers 
were unmarried. While only 5 % of them had lost their spouse, 38 % of them 
were still married. Only 11 % of the women were widows. This can be ex-
plained by the fact that women became widows at a younger age, when they 
were still sexually active. The ration of married and unmarried male and fe
male patients is almost equal. 50 % of the females were unmarried while 39 % 
of them were married. A slightly larger proportion of unmarried men carne for 
medicai treatment against sexually transmitted disease, which is not in any 
way unlikely. 

Among the female patients who have been linked, 54 % were defined as 
maids. This is representative of the larger group of patients. Mothers and daugh-
ters represented 28 % of the female patients that were listed as having no 
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occupation. Among the male patients that have been identifìed for further 
investigation, 17 % were deflned as farm-hands and 23 % of them were workers. 
The linkages have allowed me to locate a larger proportion of female maids 
and farm-hands than in the larger sample of patient records. This probably has 
to do with the fact that a large number of those defined as workers carne from 
other parts of Sweden and never bothered to register with the church before 
migrating out of the district. 

Few of the linked men belonged to the wealthier parts of society, but some 
of the life-biographies characterise the continued life of a middle-class man. 
Eric worked as a factor when he was admitted to the hospital. That same year 
he married and took his wife to Indal, an agrarian parish 20 kilometres from 
Sundsvall. Karl, a 28 year-old schoolteacher, was also discharged from the 
kurhus in 1878. He was married and had a family in the locai saw-mill 
Klampenborg. After his discharge from the hospital he remained with his fam
ily in this parish and continued to work as a teacher. His wife never gave birth 
to any more children and Karl died "from unknown cause" in 1883. His widow 
soon left for North America. How the lives of the patients continued appears 
to be heavily dependent on their previous situation. 

The geographical origin of the linked patients has been tabulated in table 
26. The majority of the patients, both male and female, lived in Sundsvall or 
the neighbouring parish of Skön. While 9 % of the male patients lived in 
Njurunda, another 5 % of them lived on Alnö. A larger proportion of female 
patients, 81 %, lived in Sundsvall or Skön. 10% of the women lived in Njurunda 
or on Alnö. It is evident that patients who suffered from venereal disease lived 
in industrialised or urbanised parts of the Sundsvall regions. 

Table 26: Geographical origin of the linked patients from Sundsvall kurhus, 
1844-1889. 

Geographical origin Male patients Female patients 
N % N % 

Sundsvall 211 60 248 70 
Industriai parishes 113 32 80 24 
Non-industrial parishes 29 8 23 6 

Source: DDB, Umeå. Industriai parishes include Skön, Njurunda, Alnö, 
Timrå and Hässjö. Non-industrial parishes are Attmar, Selånger, Tuna, 
Sättna, Indal, and Ljustorp Sättna. 
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There are certain differences between the geographical structure among 
the average patient at the kurhus and the patients that have been identified. A 
biased proportion of the male and female patients in the non-industrial parts 
of the region has been retrieved in this study. However, in the previous section 
in order to illustrate the signifìcance of the geographical structure of the gen
eral patients, the birthplaces of the patients have been discerned. It was dis-
covered that most patients were born elsewhere. Table 26 indicates where 
these patients resided. Regardless of where the patients were born, it indicates 
that this study does look at the continued life course of urban patients. 

Adult Mortality among Discharged Patients 
Previous stories of patients with venereal disease have often illustrated that the 
diseases they suffered from affected their lives in different ways. Some died 
prematurely, maybe because of their venereal infection or because of gener-
ally poor health. Nevertheless, it has also been shown that some patients with 
venereal disease lived as long as other patients. Consequendy, it is difficult to 
outline any specific mortality rate among the individuals in these two cohorts. 
Outlining which symptoms these patients were diagnosed with, and then dis-
cerning some of today's medicai knowledge concerning the consequences of 
venereal disease can disclose their health. Adult mortality among these pa
tients during the first 1825 days of discharge will then be tabulated by Kaplan-
Meier estimates and compared to the Oslo study that was carried out by Boeck-
Bruusgaard in the early twentieth Century. 

This study has shown that nineteenth-century venereologists defined vene-
real disease as a difficult disease that threatened the lives of those inflicted with 
it. The most cited venereologist of this period, Albert Fournier, explained that 
a syphilitic man who went against his doctor's orders and married before his 
physician allowed him to do so subjected his family to great dangers. He could 
be held responsible not only for his wife's health, but also for the health of his 
children as well as their nursemaids. Fournier found it "fairly common" for 
young wives to be infected by their husband shortly after the wedding.51 He 
also concluded that a syphilitic husband could subject his wife to social and 
economic hazards, since syphilis could make a husband feeble-minded or 
crippled, and thus unable to support his family. Fournier recommended that 
male patients should be told not to marry until six or ten years had passed 
after their last infection.52 Among Swedish and international physicians it was 
believed that venereal disease was dangerous to the patients. 

The patientjournals also show that, although most patients were discharged 
from the hospital cured, venereal disease was still a serious condition. 27 year-
old Maria carne to the kurhus with her two year-old daughter. She suffered 
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from Condylomas and ulcers but was sent home to give birth in the middle of 
her medicai treatment. Another young woman, Cajsa, carne back three years 
after her first visit. According to her record, she was suffering from tertiary 
syphilis. Her upper jaw and teeth were badly damaged from syphilis. In 1874, 
the 46 year-old crofter Per died from tertiary syphilis. He suffered from large 
sores on the face, haemorrhages, and respiratory difficulties, as well as several 
other infections. Although medicine had learned how to defìne the earlier 
stages of these diseases, the patients were stili very sick. 

The diagnoses made among the patients in Sundsvall were much more 
varied than the diagnoses that had been made in the earlier half of the Cen
tury. As a result of the signifìcant developments in medicine concerning vene-
real disease, an inventory of diagnoses becomes much more complicated con
cerning the patient records from Sundsvall. Here, the physicians used Latin 
medicai terms instead of expressions that could be interpreted by the average 
patient. They also described the various secondary diseases that the patients 
suffered from, which makes it difficult for a historian to teli which disease 
might have affected the patient most. 

Among the majority of patients that were diagnosed with syphilis, only a 
few had signs of tertiary disease or other conditions. The patients that were 
diagnosed with "sores" or "ulcers" mostly had genital or orai symptoms, in
stead of large afQictions on the arms or legs. Since orai damages are signs of 
tertiary syphilis, this stage is also found among the patients from Sundsvall. 
The patients might have come to visit the physicians or might have been 
detected sooner than before, since most of them lived in the town. This could 
explain the lack of larger and more dramatic symptoms of syphilis. A wide 
variety of diseases can be traced among these patients. 

Among the patients with gonorrhoea, there are several interesting things to 
note. Although the women with this disease are few, it is well known that later 
stages of gonorrhoea can cause acute Salpingitis in women. Severe cases of this 
can cause up to 59 % of the women to become infertile.53 Contemporary medi
cai knowledge also knows that different genital warts, that is, HPV and GPV 
viruses, can cause cervical cancer in women. 20 female patients were diag
nosed with Condyloma. This is the only diagnosis among the records that 
could resemble genital warts. The remaining time of life for these women, as 
well as their causes of death, will be thoroughly investigated. Men with gonor
rhoea can also face difficult secondary symptoms, such eis sterility and prob
lems with the prostate.54 Some of these diseases are rare today, but it can be 
assumed that they caused problems among the patients in this study. 

Figure 10 tabulates Kaplan-Meier estimates of adult mortality among both 
patients and men and women in the control cohort. No difference in adult 
mortality could be traced within the first five years of discharge. As outiined 
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before, only 19 % of the male and 22 % of the female patients could be followed 
until death, which makes these fìgures difficult to integrate. Since migration 
and length of life were similar among the patients and the men and women of 
the control cohort, this problem also occurs in the control cohort. Age-specifìc 
mortality has, nevertheless, been tabulated for these patients and shows small 
differences among the patients that were diagnosed and admitted for medicai 
care as young adults, that is, between 15 and 34 years of age. 43 % of the 
patients in this age category died before they reached 34 years of age, while 
36% of the patients died within the same time frame. This implies that the 
differences in age-specifìc mortality are smaller among the patients who lived 
in Sundsvall than among the patients who lived in agrarian parishes. 

Figure 10: Kaplan-Meier estimates for survival among patients discharged 
from the kurhus in Sundsvall, 1844-1889; and a control cohort, in person-
days, from discharge or an equivalent time. Within 1825 days of discharge. 
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A more careful look at the different diagnoses is necessary to fulfìl the 
purpose of this chapter. Gjestland's comments on the Oslo study pointed out 
that syphilis was no great killer, the latent stages of disease killing 15.1 % of the 
males and 8.3 % of the female patients. His conclusions on the Oslo material 
point out that the excess mortality found among syphilitics in Oslo was due to 
the fact that they belonged to the lower social strata of society. Although syphi
lis could help to provoke diseases ranging from tuberculosis to cancer, he 
maintained that it was only one factor, among many others, which explained 
why mortality was so much higher among the poor in Oslo.55 

There exist several differences between the patients in this cohort and the 
Norwegian patients with venereal disease. Syphilis constituted the second most 
common cause of death among the 259 men in Gjestland's investigation, and 
the fìfth most common among the 435 women in his study. Old age was a rare 
cause of death among the syphilitics in Kristiania,56 but was designated to be 
the cause of death of 10 and 14 percent respectively of the men and women in 
this investigation. Gjestland's study is based on autopsy reports, and this is the 
foremost explanation for this difference. Twentieth-century physicians had better 
opportunities to recognise these diseases. 

The study of the patients in Sundsvall is constrained by the limited knowl-
edge of the physicians in the town. This is the main reason why so few persons 
were diagnosed as having died from the consequences of their venereal dis
ease. The locai ministers and physicians in the Sundsvall region were prob-
ably unable to diagnose deaths related to syphilis since these were not found 
among these patients. Nevertheless, the adult mortality tabulations on this 
material show that the survival rate among these patients was much higher 
than could have been expected. This concurs with Gjestland's thought about 
venereal disease merely being one of many reasons for hardships among the 
urban poor. It further indicates that life in this late nineteenth-century urban 
environment was less difficult for men and women who had been afflicted 
with a sexually transmitted disease as life in an early nineteenth-century agrar-
ian parish had been. 

Migration and Marriage 
Anna Märta Hammarberg never left Sundsvall; she remained there together 
with her daughters and, at least at times, their father. A further outlook on the 
life and family biographies can indicate social consequences of having been 
admitted to the kurhus. The following looks at migration and marriage among 
the patients and the men and women in the control cohort, in order to inves
tigate whether they moved from Sundsvall or were hindered to marry. 

-248-



The previous chapter showed that the lives of patients from the kurhus 
could be somewhat difficult during the first year after discharge. A consider-
able number of patients in the earlier study died soon after their discharge. 
The following passage indicates that men and women faced a slightiy different 
situation in urban areas. During the first 365 days following hospitalisation, 
patients had a higher likelihood of leaving, but the difference is quite mar
ginai. If the patient chose to stay on in Sundsvall, there is hardly any difference 
in the likelihood of these men and women migrating from Sundsvall. 

Earlier stories of life as a cured syphilitic in Sundsvall reveals that social 
support of any kind proved invaluable to the patients. Young patients such as 
Carl and Maria, who tried to live on their own, either left town or died soon 
after. Marriage had been important to people in the agrarian parts of Sweden, 
providing the prerequisites to keeping their farm as well as providing for a 
family. The support of a spouse was important in urban areas as well. Mar
riage råtes were very high in Sundsvall, and probably made it easier for men 
and women who were discharged from the hospital to return home. One of 
the upper-class patients at the kurhus serves as an example of the importance 
of marriage to their survival in the social community. 

The patients did not choose to migrate to an extent that could be expected 
by men and women who had suffered from such stigmatising diseases. No 
major gender differences existed between the men and women who had re-
ceived medicai treatment, but the prostitutes had higher migration råtes than 
any other group of patients. Their råtes also surpassed those of the control 
cohort. Younger girls had much higher migration rates; they were highly likely 
to move from Sundsvall, and often left for Stockholm. 

Table 27: Migration rates for the linked cohort and the control cohort, by 
gender and by years in the study after the last discharge. By person years 
and in thousands. 

Within years 
of discharge 

Person-years Migration rates 

Linked Control Linked Control 
cohort cohort cohort cohort 
Men Women Men Women Men Women Men Women 

0-2 61 50 145 110 278 80 200 209 
3-5 234 219 368 353 17 9 5 17 

>6 3347 3793 7309 9008 1 1 - -

Source: DDB, Umeå. 
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Surprisingly little migraüon took place among the patients. As tabulateci in 
table 27, a mapping of their geographical origin at time of discharge from the 
kurhus and at the end of their life and family biographies shows that the major
ity of the linked patients remained in the district for at least 3 years. Previous 
demographic research on some of these parishes has shown that Sundsvall 
continuously had an exchange of population, since large numbers of men and 
women moved to Stockholm and other cities. There was also signifìcant emi
gration to North America among the Citizens of Sundsvall.57 

Finding a spouse could offer increased social status as well as security. 
Maija Taussi-Sjöberg has shown the signifìcance of marriage to male criminals 
in her study Dufvans fångar. She argues that only a small number of married 
ex-prisoners returned to prison because they were busy trying to provide for 
their wife and children. However, Sten Carlsson has noticed that it could be 
difficult for poor women to find a spouse in nineteenth-century Sweden. He 
concludes that unmarried working-class women often ended up as maids or 
housekeepers and were unable to marry. He also points out that daughters of 
unmarried mothers often had illegitimate children themselves.58 

Several historians and researchers have studied marriages among the pa-
rishioners in the Sundsvall region. Statistically, the percentage of young, mar
ried women was higher in this region than in Sweden as a whole.59 Lars-Göran 
Tedebrand has concluded that the young population in the region frequently 
married, which consequently caused the high surplus of births. By the late 
nineteenth Century, marriage and family formation were the signifìcant rea
sons why this region continued to expand.60 

Marriages often took place between men and women of similar social stand
ing. Anders Norberg has shown that social and geographical origins were 
important to those men and women who got married in Alnö. In his study of 
marriage patterns, he found that male and female land-owners on Alnö fre
quently married each other. Migrants who supported themselves at the differ-
ent sawmills married each other instead of native Alnö inhabitants.61 Other 
scholars have concluded that single mothers often married and that single 
parenthood was rare among those women living in the saw-mills surrounding 
Sundsvall.62 

A closer look at the life-biographies indicates that patients got married to 
men and women in the same social class. In those cases where female patients 
married men from higher social groups they frequently, and quickly, moved 
out of Sundsvall. Carolina, the wife of a well-known restaurant keeper in 
Sundsvall, was probably one of these upper-class patients. She was discharged 
in 1870, already the mother of 4 surviving children. Her life does not appear to 
have altered much as a result of her visit to the kurhus. She returned home to 
her husband and, although she lost a son in 1871, she gave birth to three more 
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sons and a daughter before her husband died from heart paralysis at the age of 
48. Three years låter she took her children and at least one mald with her 
when she moved to Kungsholmen in Stockholm. 

Marriage was important to the male patients as well. Johan was 22 years old 
when he was discharged from the kurhus. He then resided in a household that 
consisted of, among others, two bookkeepers and one inspector, as well as the 
elderly and weaithy Fredric Heflher. Johan appears to have been able to re-
main a part of this household. He did not move until 1875, when he became a 
factor at HefEner's sawmill in Skön. Johan was also able to marry and form a 
family, although he waited until 1887 to do so. His thirteen-year younger wife 
gave birth to three children before the registers end in 1893. His life worked 
out well, although he had a bout of venereal disease. Lovisa, who had mi-
grated from Finland to Sundsvall, married when she was 34, after suffering 
from venereal disease and giving birth to an illegitimate child. 

An analysis of age at marriage among the patients and the control cohort 
shows that they married in their mid-twenties. Since the life and family biogra-
phies start when the patients were discharged from the hospital and this took 
place at different times of their lives, it becomes interesting to study how quickly 
a marriage could take place among the patients. Previous tabulations of mar
riage råtes per person-years among the patients have shown that women who 
had been treated for venereal disease had slighdy fewer chances to get mar
ried during the first four years. Women more often got married than the men 
who had been treated at the kurhus, but there was no significant difference in 
marriage opportunities between the male patients and the men in the control 
cohort. These marriage råtes also indicate that prostitutes married more often 
than their female counterparts and even more so than the women in the con
trol cohort during the 1880s. 

Table 28. Marriage råtes in the linked cohort and in the control cohort, by 
years after the last discharge, by person years and in thousands. 

Within years Person-years Marriage-rates 
of discharge 

Linked Control Linked Control 
cohort cohort cohort cohort 
Men Women Men Women Men Women Men Women 

0-2 7 4 17 7 _ _ 

3-5 60 76 213 332 50 39 51 54 
>6 1050 991 2402 2058 17 25 13 26 

Source: DDB, Umeå. 
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Table 28 tabulates marriage råtes of how quickly marriages took place 
among patients and men and women in the control cohort. Annual tabula-
tions of the number of marriages that took place after discharge from the 
hospital in the two cohorts shows no signifìcant difference during the first two 
years. 5 years after they had received medicai treatment, the patients had a 
better chance of marrying than the men and women in the control cohort. 8 
years after discharge, 35 % of both study groups had married. The life-table 
indicates that patients got married a little later than the men and women in the 
control cohort. The migrations and marriages that took place among the pa
tients indicates that the social perceptions of venereal disease, that had been 
shaped by physician and poliücians in Stockholm, had very little to do with 
actual life among the patients in Sundsvall. 

Infant Mortality 
Infant mortality is one of the most severe medicai consequences of venereal 
disease. Nevertheless, venereal diseases are also considered potential reasons 
for sterility among both men and women, and this must also be briefly dis-
cussed here. However several things need to be considered before estimating 
to what extent this can be studied using historical sources. Syphilis, the most 
common disease among the patients, does not impair male and female fertility 
to the same extent as gonorrhoea. It instead causes miscarriages and stillbirths, 
which can be difficult to find in the parish registers. Venereal disease is often 
pointed to when historians try to explain why prostitutes had so few children.63 

J. McDermott has studied the severe consequences of active syphilis for the 
outcome of pregnancies. By following up 130 pregnancies where the women 
suffered from active syphilis, he found that they were 11 times more likely to 
have a stillbirth.64 An overall glance at the life and family-biographies in this 
investigation indicates that fewer children were born to the female patients 
within two years of medicai discharge than to the women in the control cohort. 

This chapter can only provide a limited overview of whether venereal dis
ease affected the birth pattern among female patients. Peter Sköld has per
formed different analyses on whether smailpox infections caused sterility or 
affected the number of children born to those who suffered from the disease. 
His conclusions have led him to argue that the number of children was not 
necessarily lower among women who had suffered from the disease, but that 
sterility was common among men.65 Due to the small number of complete 
female life and family biographies, very little can be said about female fertility 
in this chapter. 
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Infant mortality was high in Västernorrland throughout the entire second 
half of the nineteenth Century. This was shown by contemporary demogra-
phers.66 Today, it still remains an unsolved puzzle for historical demographers. 
Infant mortality was higher than the national average in Sundsvall and the 
surrounding industriai parishes. Neither of these areas saw infant mortality 
rates below 200 per thousand until the late 1880s. Sören Edvinsson explains 
the high infant mortality in the town by pointing to the situation of the moth-
ers. Infants born out of wedlock had a much smaller chance of survival, since 
their mothers had to work and may have had problems breast-feeding them 
on a regulär basis. Providing their babies with artifìciai nutrition also subjected 
the infants to the poor sanitation in the town, this further increasing the dan-
gers for the child. 

The physicians in Sundsvall often encountered high infant mortality and 
poor pregnancy outcomes among their patients. Edla Törnkvist was admitted 
to the hospital severa! times while she lived in Sundsvall. She moved to the 
town in 1865 and supported herself as a seamstress. Edla was admitted to the 
kurhus for the first time three years after she had arrived in Sundsvall, and 
received medicai treatment for 90 days. Between 1868 and 1875, when she left 
Sundsvall, Edla made 10 visits to the kurhus and spent a total of 691 days in 
medicai care. In 1869, she was treated for typhoid for 16 days, but otherwise 
her admissions concerned her infection with syphilis. In 1871, she took her 4-
month old son with her. While Edla had syphilitic ulcers on her back, Carl 
Axel suffered from symptoms behind his knees and on his thighs. When Edla 
was discharged, she could take Carl with her, but he died in 1872 from "tvinsot". 
Edla lost a second child in "nervfeber" before she moved to Stockholm. 

Figure 11 tabulates infant mortality among infants born within five years 
previous to or after medicai treatment against venereal disease at the kurhus in 
Sundsvall. It further illustrates how likely the men and women who carne from 
the kurhus were to lose at least some of their children at a very young age. 
Infant mortality was high among the infants that were born within five years of 
medicai treatment. In 100 days, 15 % of all infants born to femaie patients 
recendy discharged from the hospital died. Among the infants in the control 
cohort, 6 % of the infants had died at that time. Within a year, 25 % of all infants 
born to former femaie patients were dead. Seen from this perspective, former 
patients faced difficulties in forming families since so many of their infants 
died. Other tabulations show, though, that infants born to patients more than 
five years after discharge lived as long as infants born to women that had not 
suffered from venereal disease. 
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Figure 11: Kaplan-Meier estimates for survival among infants born after 
infectìon among patients discharged from Sundsvall, 1844-1889, and a 
control cohort, in person-days, from discharge or an equivalent time in life. 
Infants born within 1825 days of parent's discharge. 
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Source: DDB, Umeå. 

A further detailed study of this infant mortaiity outlines the importance of 
venereal disease. Considering that infant mortaiity could be very high among 
different groups in this region,67 a much more detailed analysis is needed to 
defìne whether venereal disease contributed to the death of these infants. This 
has been made by computing infant mortaiity råtes per person-years and in 
thousands among children who were conceived while their mothers were sick 
with venereal disease. These råtes have then been compared to råtes among 
children that were born within two years of discharge, and lastly to infants 
born within five years of discharge. 
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Table 29 tabulates infant mortality among children by male or female par-
ents either during their medicai treatment for venereal disease or within fìve 
years of their discharge from the kurhus. The first column describes in which 
time period after discharge the child was born. The next two columns count 
the number of births among adults in both cohorts. Columns three and four 
tabulate infant mortality rates per thousands of infants within 31 days of birth. 
The two last columns tabulate infant mortality per thousands within the first 
365 days of birth. 

Table 29: Infant mortality rates per 1000 within 9 months or 2-5 years of 
discharge from the kurhus, conceived by parents with venereal disease or 
healthy parents. 

Born within Born by parents in IMR within IMR within 365 
31 days per 1000 days per 1000 

Linked Control Linked Control Linked Control 
cohort cohort cohort cohort cohort cohort 

-9 months 46 120 108 16 362 135 
-2 years 103 208 77 33 273 119 
2-5 years 255 509 82 35 196 118 

Source: DDB, Umeå. 

This table provides ampie evidence of higher infant mortality among in
fants conceived by former patients. Infants born within 9 months of discharge 
suffered more than fìve times as high mortality as they would had they been 
conceived by parents who had suffered from venereal disease. If they survived 
the first months, an additional 362 per thousands infants died if they were 
reared by parents who had suffered from venereal disease. Infant mortality 
remained high among infants born during the first two years and the following 
three. The likelihood of dying was twice as high among the infants born within 
the linked cohort, even if they were born fìve years after their parent's dis
charge. 

Venereal disease affected mostly the very young. There were no medicai 
or social reasons why a former patient at the kurhus would become an outcast 
in nineteenth-century Sundsvall. Their life and family biographies have proven 
that men and women who were church-registered in the region were most 
likely to continue living an almost ordinary working-class life. However the 
mortality rates among infants born to Syphilide women or wives of syphilitic 
men indicate that they encountered certain difficulties in forming families. The 
older patients most likely had children from before and the younger patients 
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could have children a little låter in life. Nothing indicates that they became 
sterile. The differences between the life of patients and those who had never 
been stigmatised by medicai care for venereal disease were much smaller than 
could have been assumed. 

Summary Discussion 
Düring the second half of the nineteenth Century, Västernorrland became a 
largely industrialised county in the north of Sweden. The inhabitants of Sundsvall 
had often migrated there from both agrarian and urban parts of the country. 
They arrived in a rapidly growing town. Employment opportunities were good 
at certain times and poor at others. Housing was scarce and poverty wide-
spread. On the other hand, by the 1880s, Sundsvall provided much of what 
any other urban area could provide — dance halls, hotels, alcohol, gambling 
and prostitutes. An unknown number of men and women became infected 
with venereal disease and some of them, though probably not all of them, 
carne to the hospital to receive medicai treatment. 

Since 1844, medicai care for venereal disease had been available in the 
town. Although the number of patients wavered, syphilis and gonorrhoea re
mained the two single most represented diseases among the patients. The 
number of treated cases with venereal disease fluctuated as economic and 
social conditions for the inhabitants of the Sundsvall region changed. The 
number of cases increased during years of nutritional or economic crisis and 
during the large rebuilding of Sundsvall after the 1888 flre. Howe ver, the num
ber of cases of venereal disease stabilised at the hospital during the last de
cade. 

Medicine became an important part of urban life and politics in the latter 
part of the nineteenth Century. Until the 1890s, locai physicians worked large 
parts of their professional lives at the hospital in Sundsvall, and became pow-
erful members of the community. They were often members of the Town 
council, the locai Health Board or various philanthropic associations. Their 
opinions about the poor and the prostitutes differed and could cause conflicts 
among the physicians. While it was agreed upon that the poor should not feel 
afraid to ask for medicai care, it was not considered appropriate to take a 
lenient approach towards the prostitutes. In the early twentieth Century, the 
regulation of prostitution caused a large conflict in the town. Gotthilf Stéenhoff, 
who considered these women able to handle voluntary medicai care at his 
clinic, ultimately left Sundsvall to practice elsewhere. 

The patient population at the kurhus has been investigated. There were 
more men than women admitted for medicai care against venereal disease. 
27% of those women in receipt of medicai care received it in the kurhus. The 
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female patients were younger than their male counterparts, and the third most 
common group of female patients was the prostitutes. More middle-class men 
were admitted to the kurhus by the late nineteenth Century, but the social 
profìle of the female patients did not change in the same manner. While the 
men had migrated from large parts of Sweden, the female patients were more 
often born in Sundsvall or in the surrounding parishes. 

Låter stages of syphilis were still the most common diagnoses among the 
patients. The new vocabulary, which had been introduced in the 1860s, carne 
into frequent use at the kurhus in Sundsvall. The physicians did not digress 
from the medicai knowledge that was being presented to them in Stockholm. 
The bacteriological revolution and the advances in medicai therapies can be 
studied in the patient records of Sundsvall. While degenerate syphilis remained 
the most common disease found at the kurhus, late nineteenth-century physi
cians could make diagnoses that were more elaborate. Sequel infections to 
gonorrhoea and låter stages of syphilis were recognised in the 1880s. 

Most patients were being cured. However, the percentage cured among 
children and infants had decreased over the Century. Before, these patients 
had not been brought to medicai care, and once they were taken to see the 
physicians they became a new kind of problem. Mercury was the most com
mon cure against different venereal diseases until 1900. It was administered to 
the patients according to accepted medicai knowledge. The physicians in 
Sundsvall did not attempt to experiment on their patients. None of them were 
venereologists. By 1895, sailors and small children could be discharged on 
poli-clinical care. Men who had to work could be sent off with a jar of mercu-
rial ointment. Mothers with children who were becoming pale and sickly were 
sent home in order to let the child have some fresh air. 

The continued lives of patients with venereal disease have been investi-
gated. Quantitatively, migration råtes and marriage råtes have been tabulated 
for the men and women in the two cohorts. Adult mortality was left unaffected 
by venereal disease, while migration råtes were low among both patients and 
men and women in the control cohort. Marriage took place among both former 
patients and the men and women in the control cohort. These demographic 
terms cannot measure whether there was a social stigma attached to having 
been admitted for venereal disease. Nevertheless, among the patients any such 
stigma does not appear to have caused them any social difficulties concerning 
the continuance of their lives in Sundsvall. 

The medicai consequences of venereal disease have also been dealt with. 
Firstly, it was shown that this diagnosis made it likely that some demographic 
consequences should be traceable in patients' life and family biographies. 
Düring the first few years following medicai treatment, women who had suf-
fered from venereal disease gave birth to fewer children. It proved difficult to 
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tabulate fertility råtes and not much could be said about whether this affected 
the patient's ability to form a family. It is also likely that those women who 
were not registered in the birth-rolls had had miscarriages. It was shown that 
infants conceived while one of their parents was sick, or within 2 years of 
infection, had a much higher likelihood of dying. Infant mortality among the 
patients' children was three times as high as among the children of men and 
women in the control cohort. This makes it likely that venereal disease did 
have an effect on the lives of the children. 

Qualitatively, different life and family biographies have been investigated 
to outline how different social situations among the patients could affect their 
ability to survive and stay in Sundsvall. The lives of upper-class patients, as 
well as that of poor, unwed mothers, have been outlined. The flndings indi
cate that social conditions were more decisive of a person's fate. Those pa
tients already struck by poverty, such as the daughter of Christian Billström or 
Edla Törnkvist, were very likely to suffer hardships. Male and female patients 
with an education or a spouse from the middle class were much more likely to 
lead a longer and less deviant life. This concurs with Gjestland's idea that 
syphilis was just one contemporary problem, much like many other difficulties 
with which the nineteenth-century poor had to deal. 

It appears that the situation among the sick had altered during the late 
nineteenth Century. By the 1870s, patients with venereal disease were no longer 
the most common patients at the County hospital in Sundsvall. There were 
fewer women admitted to medicai care for these diseases than previously, but 
the women that were admitted here were still young and poor. A significant 
proportion of the female patients were teenagers. Prostitutes became common 
visitors, since social policy defined young women as the primary vector of 
disease. The social structure among male patients underwent certain changes, 
since more middle-class men were admitted suffering from venereal disease. 
The geographical origin also changed among the patients. Previously, most 
patients had come from villages in the County. In the late nineteenth Century, 
male patients had migrated from different parts of the entire country, and 
significant parts of the female patient populaüon had also migrated from vari-
ous parts of Sweden or Scandinavia. 

The social consequences of having been diagnosed with venereal disease 
appear to having become less severe. Adult mortality was much lower among 
the late nineteenth-century patients and infant mortality råtes also decreased 
among these patients. This could have to do with improved nutrition but War
rants much more research. Large numbers of the patients remained in the 
town where they had lived at the time of admittance. The unmarried patients 
married and few of them migrated from Sundsvall. The turbulent environ-
ment and weaker social control in Sundsvall probably eased the situation among 
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the sick. Despite the stronger social control and the wider influence of the 
locai physicians, the essential demographic lifecourse of the patients was left 
almost untouched by venerea! disease. Family formation took slightly longer 
among the patients, but high infant mortality was widespread in the town and 
might not have implied social Stigmatisation. 

- 259 -



12 
Conclusions 

Swedish physicians recognised and treated venereal disease much as 
European physicians in the late nineteenth Century. The usage of dietary 

prescriptions had decreased signifìcantly once the man who had introduced 
the method died. The interest in international research in this fìeld was high 
and reviews of European works within the fìeld were frequently written and 
published in Swedish medicai journals. In the 1880s venereologicai research 
started to be carried out as Edvard Welander began his career. The opening 
of St. Görans hospital and out-paüent clinics in Stockholm made medicai care 
more available than before. The increased knowledge of venereal disease co-
incided with a significant increase of cases in Stockholm. Half the total num-
ber of patients was reported in Stockholm, which could explain the lessened 
interest among other physicians working in hospitals where syphilis and gon-
orrhoea were less common. 

The medicai elite in Stockholm portrayed syphilis as a severe disease which 
manifested itself in many different ways. Its eure was only through medicai 
care at a kurhus, and it involved submitting to lingering doses of mercury. 
Most medicai rhetoric concerned itself with late or hereditary syphilis or gon-
orrhoea. Late syphilis was said to transform healthy men into paralysed or 
insane burdens on both medicai care and society. Hereditary syphilis took the 
lives of innocent children or made them victims of life-long suffering. Gonor-
rhoea could kill young girls or women if not discovered by the physician. It 
could also blind infants at birth. Venereal disease prevented otherwise ca-
pable humans of participating in contemporary society. Their already immoral 
behaviour, which had caused them to become infected in the first place, could 
also lead to diseases that would forever affect the quality of their lives. 

These percepüons of venereal disease carne to influence late nineteenth-
century rhetoric on social policy. Linked with prostitution and vice, venereal 
disease became related to everything that endangered cultural society. It was 
imperative to fìght these diseases, since they symbolised everything that was 
non-normative. Venereal disease became one of the links in a chain of circum-
stances that was paid much attention to at the turn of the Century. Syphilis 
remained a threat to the future population, but no longer to merely the exist-
ence of a future population. The disease and its counterparts also endangered 
the moral and cultural state of the future population of Sweden. 
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Social policy against venereal disease in Sweden in the late nineteenth 
Century was inspired by the acüons that had been taken in European coun-
tries. French ideas on how to prevent venereal disease from spreading in brothels 
and by street-walking women were transferred68 to Stockholm when the need 
for different legislative measures became acute. The increased debate on pros-
titutes as part of a new social science that was introduced in Britain had a brief 
counterpart among Swedish intellectuals, but prostitution remained a medicai 
problem throughout the Century. The Federation, a Swedish wing of the Brit
ish abolitionist movement, made severa! attempts to repeal the regulation, but 
encountered many setbacks. It was a medicai initiative in the early twentieth 
Century that provoked an early ambition to alter social policies on venereal 
disease. 

Impeding venereal disease became a gendered issue in the late nineteenth 
Century. Some legislation had been introduced in order to prevent soldiers 
and sailors from spreading venereal disease in Sweden, but these Acts were 
impossible to implement. Instead, society aimed its efforts at urban women, 
inspecting them on a regulär basis. Besides preventing the spread of venereal 
diseases, it also enabled society to control social order. In Sweden, the earlier 
legislation of June 10 1812 remained a part of the Constitution and enabled the 
fìght against venereal disease in agrarian parts to continue. The agrarian char-
acter of Sweden made venereal disease an issue primaiily in two cities. The 
abolitionist movement could not attract a great deal of attention since other 
debates flourished at the same time. Family planning, Free Love, the growing 
labour movement and the temperance question were issues that concerned 
the entire country. 

The long-since established tradition of legislation concerning venereal dis
ease must have made it difficult to persuade nineteenth-century authorities to 
abolish the regulation. Inspections and compulsory care had been an impor-
tant part of the fìght against these diseases since the eighteenth Century. The 
fact that the Swedish women's movement was relatively young certainly con-
tributed to the fact that it faced such signifìcant difficulties and blatant scorn in 
the 1880s. The repeal movement found no support from the more or less 
uninterested labour movement. The conflict inside the Federation, about 
whether or not prostitution should be ailowed or heavily punishable, must also 
have complicated the situation. The fact that only a small number of physi
cians had an education in venereology, and that the majority of these had 
been taught by Edvard Welander, probably empowered the physicians even 
more. There was no room for anything but consensus among the physicians of 
Sweden. 
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The rise of bourgeois society influenced perceptìons of the syphilitica Vic-
torian society created socially constructed images of women and disease, as 
has been shown in numerous studies.69 It might be suggested that the image of 
the syphilitic was based partly on how society perceived the illness, and partly 
on how central government, on a national as well as a locai level, acted against 
it. Venereal disease was still strongly believed to be a disease that could be 
prevented by societal measures and social control. A special mandatory tax 
was still paid by every census-registered adult in Sweden. The circular of June 
10 1812 was still part of the Constitution and could be enforced to impede 
venereal disease. In Stockholm and other ciües that considered it necessary to 
control immoral women, the regulaüon of prostitution provided a system of 
mandatory inspections of presumed carriers of disease. Syphilis still affected 
men and women that were in need of social control in order to be restored to 
health. Urban society had created a situation where women had the potential 
to be especially dangerous to everything precious in society. 

Medicine became increasingly influential in late nineteenth-century soci
ety, and the locai physicians in Sundsvall carried out duties that were consid
ered important to the enüre town. Venereal disease was still the single most 
represented disease in the hospital and the kurhus consütuted an important 
part of locai medicai care. None of the physicians in Sundsvall were specialists 
in this fìeld. They probably read the articles in Hygiea and carried out medicai 
care against venereal disease as the medicai elite in Stockholm had taught 
them to. In the 1890s, venereal diseases were perceived as diseases that could 
pose a threat to the health of breadwinners, mothers and innocents infants in 
Sundsvall. 

Locai society impeded venereal disease by providing medicai care and by 
confìning the sick and contagious to hospital beds. Mercury was used fre-
quendy by the physicians in Sundsvall but its usage was adapted to the indi
viduai patient. "Fille publique" or "prostitutes" became the stigmatising tide 
assigned to special patients that were considered more dangerous than others. 
If these women suffered from non-venerea! diseases they were stili treated at 
the kurhus. The consequences of social policies could be traced in the patient-
records. Women who sold sexual favours were now considered incapable of 
seeking medicai attention on their own as well as unworthy of any other medi
cai treatment. 

Previously, it has been shown that the social construction of syphilis por-
trayed the sick as suffering from diseases that no longer posed a medicai threat 
to their individuai capacity as Citizens. Late nineteenth-century syphilitics were 
recognised as suffering from diseases that could endanger society as a whole. 
These men and women were to be controlied by ali possible means. The 
syphilitic was paralleled to the most immoral and debauched woman who 
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strayed from middle-class values and legitimate feminine roles. Legislative acts 
and social policies were carried out in order to prevent this threat to normative 
society from spreading though the country. 

The life and family-biographies have shown that, in many cases, this social 
construction proved false. Married men and women, as well as single farm
hands and maids, were admitted for medicai care against venereal diseases. 
To a large extent, they lived very similar lives to those that had not been 
infected. Although they suffered from high infant mortality if their children 
were conceived while the parent was ill, they were able to form a family later. 
There is nothing to indicate that men and women with venereal disease fled 
the town and roamed the country. Class and availability of a social network 
were as decisive for any person in the nineteenth Century as they were for the 
syphilitic. In Sundsvall at this point in time, syphilis alone could not destroy 
the lives of men and women. 
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Medicai knowledge and social policies shape perceptions of disease. The 
way that diseases are recognised by physicians and the way society re-

sponds to the sick or the risk of widespread infection deflnes whether diseases 
are perceived as dangerous or shameful. Diseases cannot be studied as given 
entities of medicai knowledge found by gifted physicians, or simply social 
policy measures enforced by governments or locai societies. Diseases are al-
ways perceived as different phenomena depending on who discusses them. 
They must be studied as something created by a process in which medicai, 
politicai, social, and economic elements of society also contribute. This has 
become more important to the historiography of medicine and is an important 
perspective of this study. It has investigated how the medicai elite defìned 
venereal disease and the discussions in the Swedish Riksdag about venereal 
disease. 

The book has not been concerned with writing either the history of the 
"good" medicai care that patients with venereal disease received or the "bad" 
coercion that the patients were subjected to. Instead, it has tried to show that 
care and coercion was the two elements that characterised ideas on how to 
fìght venereal disease in Sweden during the nineteenth Century. Contempo-
rary ideas about gender and class made these the only possible impediments 
to venereal disease, and they have been studied as participants in the construc-
tion of venereal disease. 

The writings of the Swedish medicai elite have been investigated in this 
study — these do not detail what took place at the different hospitals. The 
published articles illustrate the ideas that constructed medicai knowledge about 
venereal disease. The debates of the Swedish parliament and the outcome of 
these debates have been addressed by this study, in order to analyse social 
ideas regarding venereal disease. Politicai ideas about venereal disease have 
only been studied from the centre of power in Sweden, since there are no 
other studies to date on the history of venereal disease policy. 

Patients diagnosed with venereal disease have been located in 6,837 pa
tient records from Härnösand, and 20,180 patient records from Sundsvall 
County hospital. The lives of the patients have been studied utilising catechetical 
registers from the Sundsvall region. 230 life and family biographies have been 
reconstructed for patients from Härnösand. 704 similar biographies have been 
reconstructed from the patient records from Sundsvall. These allow analysis 
whether medicai and politicai ideas about the diseases actually inflicted any 
direct damage on patients' lives. 

Little has been written on the history of the sick, because it is difficult to 
find sources that reveal how patients have perceived their illness. This study 
has investigated those patients diagnosed with venereal disease by looking 
further into patient records from two County hospitals in Sweden. 934 patients 
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from these two hospitals were identifìed in the catecheücal registers from the 
Sundsvall region on the East Coast of Sweden. It enables a study of the lives of 
the sick, although these sources say little about how the patients perceived 
their illness. It highlights the consequences of the perceptions of illness. Adult 
mortality, marriage råtes, and migration råtes have been investigated and re-
veal more about what was possible for these men and women. 

The essential demographic life-course of patients within five years of dis-
charge from the hospital has been studied. This investigates to what extent the 
construction of ideas about venereal disease had an impact on a patient's 
ability to participate in the locai population in the place where they contracted 
their disease. This cannot show whether they chose to stay in the same parish, 
but those patients not moving might prove that they were not forced out for 
any reason. Identifying the patients in catechetical registers also provides 
insights into their adult mortality and the infant mortality among their chil-
dren. This is intended to show whether patients were able to form families. 
The existence of a close social network like a spouse and children was fre-
quently believed to restore health and decrease social disgrace. 

Swedish society tried to map the incidence of venereal disease from the 
late eighteenth Century onwards. Reports were flled in the 1760s that indicated 
the location of epidemics of venereal disease, and a large report was fìled in 
1785. From 1812, annua! reports were published on the presence of venereal 
disease in the Swedish countryside. In 1822, these were transformed into an-
nual statistics of the number of patients that were treated at the different County 
hospitals. Between 1862 and 1903, these reports were published alongside 
other public statistics. Venereal disease were recognised as an important dis
ease in Swedish society, and was to be tabulated and reckoned with as part of 
the other signifìcant phenomena that could influence the future and well-being 
of the State. 

In the first half of the nineteenth Century, venereal disease was prevalent in 
large parts of the country. It affected southern Sweden signiflcantly, as it spread 
from village to village. It disappeared from parts of southern Sweden during 
the mid-nineteenth Century and became more common in Stockholm. During 
the starvation years in late 1860s, the number of patients with venereal disease 
increased dramatically. Many of these patients can be assumed to have suf-
fered from primary syphilis, an illness that they might not have come to re-
ceive treatment for had they not been so destitute. To a certain extent the 
increase in the number of patients during these years could signify "real" num-
bers of patients. Patients sought food and shelter in a hospital and took advan-
tage of minor symptoms that they would otherwise have ignored. 

- 269 -



In the latter half of the Century, venereal disease became an urban disease. 
Large numbers of patients were reported in Stockholm. When the sawmill 
industry expanded in Västernorrland, the number of patients increased. In 
other parts of Sweden, where the population increased rapidly, there is a cor-
responding increase in the number of patients with venereal disease. Other 
parts of Sweden did treat patients with venereal disease, but had not nearly as 
many cases. 

Venereal diseases had many names in the early nineteenth Century. In the 
circular that WEIS flled from every physician in Sweden in 1812, the numerous 
locai names for the symptoms were listed and they could vary from one parish 
to another. All the different names signalled diseases that inflicted sores, fevers 
and aches on men and women. The patients often suffered from secondary 
symptoms such as scurvy or incontinence. Many of the early nineteenth-cen-
tury patients with venereal disease were very sick and in some cases even 
crippled. 

These diseases were perceived to spread in many different ways. In the 
early nineteenth Century, venereal disease was believed to spread through 
shared pants, shared spoons or by sleeping in the same bed with strangers, 
without having sexual intercourse. Glasses, sharing a tablespoon, and poor 
diet might also be blamed for the transmission of venereal disease. The sexual 
transmission of syphilis and gonorrhoea was widely accepted among writers in 
Hygiea until the mid-nineteenth Century. By then, professionalism among phy
sicians had increased and it had become more important than ever to uphold 
the 'correct' ideas about venereal disease. Reviews of the work of international 
scholars were frequently written in the 1860s and 1870s. Diagnostics and ideas 
about the nature of syphilis and gonorrhoea were fervently debated in the 
journals. 

In the 1840s a new vocabulary carne into use among Swedish physicians, 
and this is traceable in Hygiea. Instead of describing the diseases in Swedish, 
the physicians started to use internationally acceptable terms. Nevertheless, 
this field of research was still characterised by confusion. Although physicians 
were able to understand the differences between syphilis and gonorrhoea by 
the 1840s, there were still arguments about whether the different chancres 
were symptoms of different illnesses or whether they were merely different 
symptoms. 

Few physicians wrote on the subject, and students of medicine were not 
theoretically educated on these diseases, but only permitted three months 
practice at the Stockholm hospital. Venereology was probably not considered 
an important field of research among Swedish physicians. Central government 

- 2 7 0 -



paid little interest in instailing professorships in venereologi In 1869, a chair 
was installed. Few artides were published which indicated that Swedish physi
cians participated in research on this subject until the 1880s. 

By the latter half of the Century, international physicians knew more about 
venereal disease, and by the 1860s they were defining syphilis and gonorrhoea 
as two different diseases. In Stockholm, a large hospital had opened in 1888 
and Edvard Welander carried out his experiments on the patients who were 
admitted there. The urban character of venereal disease during these years 
had a signifìcant impact on perceptions of these diseases. Entire hospitals were 
opened in Stockholm and Göteborg to focus solely on patients with venereal 
disease, and by the early twentieth Century special homes were opened for 
children suffering from hereditary syphilis. Since most cases were found in 
Stockholm, physicians outside the capital showed little interest in these dis
eases. This made Edvard Welander a very influential venereologist in Swe-
den. 

Welander introduced bacteriological and pathological research to Swedish 
venereology. Ernst Ödmanssson, his predecessor, had also carried out research 
but had published very little and was therefore not known as a scientific scholar. 
Welander discussed the discovery of the gonococcus in severa! articles. Gonor
rhoea was primarily diagnosed in male patients, but many of the medicai 
discussions concerned female gonorrhoea. It was considered a disease that 
could cause young girls and adult women life-long suffering if it was not treated 
in time. 

Syphilis was portrayed as a dangerous disease among adults as well as 
children. It could cause adults paraiysis and incapacitate the male breadwin-
ner, preventing him from providing for his family. Syphilis was also perceived 
as a disease that could cause insanity, which would also render a man useless. 
Most of the severe consequences of venereal diseases was portrayed as male 
symptoms and were rarely discussed as a problem among female patients. 
Syphilis was also highlighted as a killer of infants. Therefore it could endanger 
entire generations and cause great harm to the whole nation. 

Medicai knowledge had progressed signifìcantly and changed in character 
over the Century. In the late eighteenth Century, discussions were taking place 
between large numbers of bewildered physicians who could not make sense 
of this dramatic disorder that crippled their patients and made them very sick. 
By the late nineteenth Century, a small number of physicians in Stockholm 
were debating the consequences of these diseases, doing so because they con
sidered themselves experts. Bacteriology was the new tool for them to diag-

nose venereal diseases such as gonorrhoea and syphilis. Physicians were the 
only persons that could define which patients suffered from these illnesses, 
and they were the only ones who knew how to cure the patients. 
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In the late eighteenth Century a lively debate about venereal disease took 
place among the Swedish physicians and a large number of therapeuücs were 
suggested. In the scientific journals of the 1780s and 1790s, physicians debated 
the use of gold, silver, guajacum, opium and mercury among many others 
methods. The journals sometimes published letters about this that had been 
exchanged between physicians, which indicates that different kinds of debates 
took place. This debate continued into the first decades of the early nineteenth 
Century as mercury became the most commonly used method. Its usage was 
widespread in Europe, but in the 1810s Swedish physicians chose a non-
mercurialist approach. Dietary measures became the most common prescrip-
tion against venereal disease and were frequently used unül the 1840s. 

When Johan Osbeck, the man who had introduced the diet cure died, 
mercury returned to its position as the most commonly used prescription among 
Swedish physicians. In the artides written in the 1840s, younger physicians 
wrote about a multitude of therapeuücs against venereal disease. Mercurial or 
non-mercurial methods were pitted against each other. Mercurial prescrip-
tions suggested actively rooting out the disease by diaphoretic or fumigative 
methods. Non-mercurial methods advocated cleanliness, laxatives or proper 
diets as methods to impede the disease in the patient. A fierce debate against 
alternative methods took place in Hygiea and mercury became an influential 
drug against venereal disease. 

Mercury continued to dominate the therapeutics used by Swedish physi
cians. Edvard Welander experimented on his patients and discovered new 
side-effects to the usage of mercury. He proposed alternative methods of giv-
ing patients the drug. Instead of administering it with a syringe, he proposed 
mercurial powder in a small pouch that could be carried around the patient's 
neck. Welander dominated Swedish venereology unül the late 1890s, when 
his students started to pracüce and comment on his work. Welander was also 
heavily involved in social policies against the spread of venereal disease and 
argued strongly in favour of widespread measures. 

The first measures against venereal disease were characterised by a will to 
provide medicai care as well as to coerce men and women to receive this care. 
Ambulatory hospitals were opened in the countryside so that the poor and 
sick could receive treatment for their illness. County hospitals were also ad-
ministered in almost every county in the 1780s, when closed institutional care 
was believed to provide better care for the sick. As the number of patients 
increased, this medicai care became very expensive and the Kungl Maj:t 
levied a public health tax to finance medicai care for patients who had been 
diagnosed with venereal disease. 
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In the early nineteenth Century, two social policy reforms were adminis-
trated to protect the population from venereal disease. A Royal circuiate was 
distributed to the County governors and to the Collegium Medicum in 1812, 
in which social control of certain groups was suggested as an important mea-
sure against the diseases. Vagrants, Jews, glassblowers, women who made 
coffee at the inns, peddlers and journeymen, among many others, were deemed 
especially dangerous and were to hold bilis of health if they were to be al-
lowed into or out of a county. This circuiate stated that any locai authority, 
from the locai minister to every head of household, was responsible for notify-
ing other authorities or the provincia! physicians if they suspected that vene-
real disease had become more common in their community. A female head of 
household also held this right, and women were to keep an extra eye on 
nursemaids. 

This legislation was probably difficult to uphold. Nevertheless, some ex-
amples have been found of how it interfered with individuai integrity, and it 
was frequently implemented against frivolous women in Stockholm. The legis
lation in itself proves that Swedish society saw venereal diseases as punitive 
even before the regulation of prostitution was enforced. 

The large number of sick made medicai care very expensive. In 1815 the 
Kungl. Maj:t proposed that a mandatory tax be levied in order to provide the 
necessary finances. It was installed in 1817 and kept until 1919. This revenue 
was to be paid by every census-registered adult man and woman in Sweden 
and it was to fìnance medicai care for patients with venereal disease in the 
County where the money had been collected. The revenue proved to be the 
largest income within public health in Sweden so far. Its surplus was to be 
used to fìnance medicai care for other patients, and it contributed to the growth 
of the hospital network in Sweden. The revenue was altered in 1873, but its 
main purpose was still to impede venereal disease. 

The regulation of prostitution became the primary method of preventing 
venereal disease in Swedish society during the second half of the nineteenth 
Century. This legislation was inspired by the French system but was easily 
enforced in Stockholm since it resembled the 1812 Acts. The older legislation 
was deemed ineffective in the capital. It did not defìne clearly enough which 
girls were to be subjected to inspection or how often this would take place. By 
1856, a new regulation was enforced, and this legislation was strengthened in 
1875. Limiting and regulating female behaviour, and restricting male access to 
women who sold sexual favours, were used to fìght venereal disease. Women 
could get arrested for Street Walking at the wrong üme, and were also sub
jected to mandatory medicai treatment if found to be sick with venereal dis
ease when inspected. 
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This legislaüon became widespread in Sweden and was mostly iniüated by 
locai physicians and then upheld by the locai police force. It was enforced in 
13 towns but had little effect on the number of patients that were diagnosed. It 
created an entirely new category of patients. A signifìcant proportion of the 
women that were treated for venereal disease in these towns were prostitutes 
and this probably had an effect on the way venereal disease was perceived. At 
a time when physicians were still paying little attention to these diseases, vene
real diseases were perceived as a threat to social order and contemporary 
culture. Prostitutes spread these diseases and they themselves were a threat to 
moral behaviour and cultural values in nineteenth-century society. 

The impediments to venereal disease that were enforced during the first 
half of the nineteenth Century did not cause many debates in parliament. The 
debate concerning the 1812 Acts against these diseases took place among the 
Nobility and was characterised by widespread consensus. The vagrant poor 
had long-since been a problem and this was nothing more than another way of 
Controlling them. Swedish upper-class society did not see any reason to worry 
about the legislaüon, since it did not concern them. They could afford private 
medicai care and did not have to be concerned about anyone turning them in 
as sufferers of venereal disease. The Peasantry protested against the Acts, since 
an early suggestion of the law was that groups in society that could be de-
scribed as farm owners were to be controlied on a regulär basis. When this 
was altered, no more objecüons were raised against this law, and the unrepre-
sented and poor were left to mandatory inspections and medicai care. 

The Nobility had long-since fiinded the County hospital and medicai care 
of the poor. When the revenue of 1817 was levied the upper-classes did not 
protest. To them, it meant less need for their donations, and that only a small 
sum had to be paid annually. The Peasantry found much to protest against 
when the tax was initially discussed. They were concerned about large house-
holds and the amounts that had to be paid for every farmhand and maid in the 
household. The deciding committee ignored all objecüons. The Riksdagthought 
it more important that the nation should be protected against this disease. 

The need for protection overshadowed all other arguments. This can be 
explained in several ways. Swedish central government had shown an early 
interest in mercantile intentions to support a strong population. Since venereal 
disease threatened this, to limit its presence in society was much more impor
tant than preserving the integrity of individuals. Central government had long-
since controlied medicai care and there was no signifìcant debate about whether 
this was right or wrong. The revenue was considered insurance for the poor, 
primarily for two reasons. It was to teach the poor about the common good in 
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helping oneself alongside helping others. It was also to warn them about the 
disease and its horrible consequences so that they would be further inclined to 
comply with those social policies that stated how to protect oneself against it. 

When a debate began about whether brothels were to be allowed in 
Stockholm, these thoughts were present. Those who argued in favour of broth
els stated that the large numbers of men who travelled through the capital 
needed healthy women to visit. Brothels could provide this for them in a 
manner that would be safe for both the men and women. This was never 
allowed in Stockholm, or in Sweden, probably due to the hard fìght put up by 
the locai minister. The towns in Sweden were too small to allow unsupervised 
and illegal brothels. This was not the case in larger cities like Paris or London. 

The protests against the regulation of prostitution in Sweden were very 
much inspired by the British repeal movement. This movement argued that 
regulation was ineffective, that it destroyed the lives of these women, and that 
it condoned poor morals among both men and women. Several attempts were 
made to fìght this Act; the movement introduced parliamentary motions, pub-
lished artides and held lectures to promote its resistance. However the Swed-
ish movement was not as successful as the British. Since venereal disease was 
much more prevalent in Stockholm than anywhere else, the Swedish move
ment focused on the capital. Its advocates never managed to generate a na
tional interest among womens' or liberal movements until the early twentieth 
Century. Its did not have a female front figure, and relatively few women were 
involved in this fìght until the early twentieth Century. 

The Swedish repeal movement faced significant resistance. A strong tradi
tion of fighting venereal disease by care and coercion had given physicians the 
opportunity to isolate the sick in order to protect the healthy. Edvard Welander 
wajs well respected in Svenska Läkaresällskapet and he was in favour of the 
regulation. He argued that the professional prostitute was a dangerous woman 
who should be locked up when sick and preferably sent to a rescue home 
when healthy in order to prevent her from going back to her old ways. He 
refused to believe that female poverty could force women into prostitution. If 
the regulation was repealed, he simply threatened to use the 1812 Acts in-
stead. This, according to him, involved much stronger coercion. 

When the Riksdag discussed these matters, the debate was characterised 
by brief decisions and very short disinterested debates. When a motion was 
filed in 1893 that suggested fighting the regulation of prostitution alongside 
other signs of vice in Swedish society, the debate flared up. Not having to 
discuss diseases that were transmitted through sexual intercourse, the mem-
bers of parliament was anxious to prove that they had nothing to do with 
immorai coffee houses and theatre shows. Venereal diseases were discussed in 
the Riksdag but the Chambers and committees usually aeeepted the state-
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ments that had been made by Svenska Läkaresällskapet. This institution trusted 
the words of Edvard Welander, and therefore the repeal of the regulation 
never really stood a chance in the Chambers. 

In 1902, younger colleagues of Welander began to suggest that certain 
changes could be more effecüve in the fight against venereal disease. This 
paved the way for the start of a 17-year-long debate about how to prevent 
venereal diseases, and led to the new legislaüon that was enforced in 1919. 
Nevertheless, the transmission of venereal diseases remained punishable by 
law. Lex Veneris still portrayed certain social groups as especially dangerous 
and in need of special screening. These included vagrants and criminals. 

To find out who was diagnosed and admitted with venereal disease in early 
nineteenth-century Sweden, the patient records from Härnösand County hos
pital in Västernorrland were investigated from a quantitative perspective. 
Venereal diseases were frequently diagnosed among these patients and most 
of them suffered from severe symptoms. They were often seriously sick; most 
of their diagnoses signal that they had suffered from their illness for a long 
time. The majority of the patients in the kurhus were women, while only a 
small number of women were admitted as patients to the hospital. The female 
patients were also slighdy younger than the male. 

The social structure of the patients indicates that both the hospital and the 
kurhus patients represented a cross sectìon of the contemporary locai popula-
tion. Maids, farmhands, craftsmen, sailors and wives were admitted. The vast 
majority of the patients carne from various villages in the county, only a small 
percentage coming from the town of Härnösand. They were rarely identifìed 
with demeaning epitaphs; titles that could have disgraced the patients were 
hardly ever found in the records. 

The locai physician, Thomas Hedlund, implemented contemporary medi
cai knowledge and practices as he had been taught during his education. He 
used a small vocabulary to diagnose his patients and varied his therapeutics 
according to contemporary ideas in medicai journals. He managed to cure 
large numbers of patients and maintained caution whenever he used mercury 
or other strong prescriptions. The only time he judged his patients was brought 
on by the patient's non-compliance to his directives. Hedlund rarely pub-
lished artides on venereal disease, but his Reports shows that he held contem
porary ideas about the epidemiology of venereal disease. He blamed seasonal 
labour, sailors and other communities for spreading these diseases. 

Early nineteenth-century Swedish society managed to implement medicai 
knowledge and practices in the locai County hospitals and kurhus. Contem
porary ideas about how to recognise venereal disease were practised on the 
majority of female patients. These patients were treated according to the thera
peutics that had been recommended in the journals. The age and social struc-
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ture among the patients, as well ajs the geographica! origin of the patients, 
indicates that locai society managed to locate a certain numbers of sick in the 
small and remote villages of Västernorrland. That contemporary social poli-
cies were practised can be traced in the journals. 

In 1846, Västernorrland opened its second County hospital in Sundsvall. 
The patient records from this hospital and kurhus have been examined in the 
second section of this book. A slightly different population of patients was 
admitted at this institution than at the kurhus in Härnösand. Their situation 
was signifìcantly different from the situation among the patients in the former 
hospital. Sundsvall was situated in the middle of a large sawmill district that 
became heavily industrialised and urbanised in the 1870. Provincial, Town 
and hospital physicians were influential representatives within both locai and 
county government. The regulation of prostitution was enforced in Sundsvall 
in 1880, resulting in large numbers of the female patients being arrested and 
brought to mandatory medicai care. 

The physicians in Sundsvall practised contemporary medicai diagnostics 
and therapeutics. Gonorrhoea was diagnosed among the male patients while 
syphilis in all its stages was recognised among patients of both genders. Sequel 
symptoms of syphilis were recognised, diagnosed and treated. In some cases, 
women who had suffered miscarriages were admitted to the kurhus. Patients 
with tertiary syphilis were still diagnosed in the locai kurhus, but they did not 
always suffer from large sores. Instead they were diagnosed with tabes dorsaiis 
or paralysis. Mercury was frequently prescribed to the patients in the form of 
botìi ointments and injections. The latest methods that were discussed in Hygiea 
were rarely given to the patients; instead individuai physicians maintained 
their previous methods. When younger physicians were appointed to work at 
the kurhus, they introduced new medicai methods. 

In the second half of the Century, there were more men than women admit
ted to the kurhus diagnosed with venereal disease. The women were generally 
younger than their male counterparts and the third most common social group 
among them was the prostitutes. While more middle-class men were admitted 
to the kurhus, the majority of the female patients were working class. Most 
patients lived in the town, but many of them had travelled far to come to the 
town and the surrounding sawmill district. The majority of the patients still 
represented a cross-section of contemporary society. 

The medicai knowledge and social policies introduced by the medicai and 
politicai elite can be traced in the locai community. The physicians in Sundsvall 
carried out the forms of medicine that were outlined for them by the medicai 
elite in Stockholm, and the locai community conformed to the social policies 
that were suggested to them. Venereal diseases were portrayed by the locai 
physicians as dangerous to both breadwinners and infants. Severe cases of 
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neurological and hereditaiy syphilis were found among the patients, aJthough 
most of them still suffered from oral and nasal ulcers. The suggested image of 
the syphilitic was practised in locai societies throughout the nineteenth Cen
tury. 

230 patients from the kurhus in Härnösand were identifìed in the catechetical 
registers and compared to 415 men and women in a control cohort. 704 pa
tients from the kurhus in Sundsvall were compared to 1451 men and women 
in a comparative cohort. This enabled the study to investigate whether their 
lives were affected by the fact that they had been identifìed as suffering from 
such a disgraceful disease. Their essential demographic life-course was looked 
into, which involved discerning whether these men and women were able to 
stay on in the parish where they had contracted their illness to contribute to 
the locai population within five years of their discharge from medicai care. 

In the early nineteenth Century, patients with venereal disease appear to 
have encountered certain difficulties. Since most life and family biographies 
can be followed until death, little migration appears to have taken place. Nev-
ertheless, age-specifìc mortality was higher among younger patients than among 
the men and women in the control cohort. Fewer patients lived until their 
fìftieth birthday if they were diagnosed with venereal disease between 15 and 
34 years of age. Marriages took place in life and family biographies of patients, 
but they frequently encountered difficulties in forming equally large families 
as the men and women who had suffered from venereal diseases. Female 
adult mortality and high infant mortality prevented them from having as many 
chüdren as other women. Nothing indicates that these patients became sterile, 
but they gave birth to fewer children. 

The lives of agrarian patients were affected by venereal disease. This can 
be explained by several reasons. They were often very sick, since they were 
admitted suffering from severe forms of venereal disease. The first stage of 
syphilis and gonorrhoea are not detectable to others, and venereal diseases 
were considered disgraceful and punishable by law in the early years of the 
Century. Since every census-registered man and woman had to pay an annual 
fee towards the medicai care of these patients, this must have attracted atten
tion to the diseases at least once a year. Venereal disease rarely returned to the 
same village twice during the time period that has been investigated, and very 
few patients returned for medicai care. It can be assumed that most patients 
were admitted to the kurhus on a non-voluntary basis. The accuracy in the 
identifìcation of the patients also indicates that the locai authority had control 
over those suffering from venereal disease. Early nineteenth-century social policy 
managed to affect the lives of villagers in Västernorrland between 1814 and 
1846. 
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The situation was quite different in an urban society. In Sundsvall, the life 
and family biographies of the patients differed little from the biographies of 
the control cohort. Most of the patients were cured, and in the late nineteenth 
Century some of them could be admitted before they were entirely restored. 
They were sent home with medicine and advice on how to cure themselves. 
Within fìve years of their discharge, adult mortality was unaffected by venereal 
disease. The patients migrated no more frequently than the persons in the 
control cohort did. The unmarried patients found spouses in the town. Re-
gardless of whether these patients suffered from any social stigma, this did not 
seem to affect their possibilities to stay in Sundsvall and to form a family. 

Some attempts have been made to locate medicai consequences of vene-
real disease. Infant mortality was high among the infants who had been con-
ceived by patients within nine months, and decreased among children born 
within a longer period from discharge. This indicates that venereal disease 
had a serious impact on the health of those children born to patients, and that 
this probably prevented them from forming a family within fìve years of dis
charge. Nevertheless women who had previously been admitted to the kurhus 
soon gave birth to other children who had a better chance of survival. The 
patient's opportunities to form a family improved signifìcantiy after having 
lived in Sundsvall for a couple of years. It appears that the strong social poli-
cies did not manage to affect the lives of those individuai who suffered from 
venereal disease. 

Several changes took place over the years that have been studied. In 1785, 
the diseases were already considered dangerous, but the reasons for this had 
altered signifìcantiy. The different ideas about venereal disease were closely 
interdependent on societal changes that took place during the Century. The 
expansion of science as well as politicai, economic and cultural changes can 
be used to explain the altered perceptions of venereal disease. Venereal dis
ease was most certainly an integrated part of contemporary society. 

This study has shown great differences between ideas and their practice. 
Medicai knowledge was introduced and debated in Stockholm among physi
cians that met large numbers of patients. Medicai knowledge concerning ve-
nereal diseases took along time to reach other parts of Sweden. Social policies 
that were discussed in the Riksdag met a different reality than in Stockholm, 
when they were to be carried out in towns such as Sundsvall or agrarian par-
ishes of the early nineteenth Century. Men and women reacted to the policies 
differently than what central government had guessed. By presenting patients 
with venereal diseases as social villains and coercing them into medicai care, 
society might have thought that the locai community was going to become 
scared of them. Nevertheless, it appears like most these sick, those that were 
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previously accepted in the community, faced no severe diffìculties. Among 
those that were less accepted, life appears to continue as it had before since 
venereal disease probably was to be expected among prostitutes and vagrants. 

One cannot claim that this study only shows how little influence society 
had on health and sexually transmitted diseases. Quite the contrary, it clearly 
indicates the consequences an inefficiency of poor social policies. Besides the 
devastating social impacts that the regulation of prostitution undoubtedly had 
on the women that suffered its consequences, this law had very little effect on 
the spread of venereal disease. The combined existence of a medicai society 
that allowed little debate and paid little interest to these issues, and a politicai 
society that showed no compassion for the sick, made social policies against 
venereal disease in Sweden long-lasting and conservative. Since they made no 
difference on the behaviour of the people it was trying to reach, which may 
not have been all that "bad" to begun with, it had no effect what so ever. 

Without the willingness to provide the sick with some kind of medicai care 
it is quite likely that the policies that were aimed to impede against the diseases 
would have done more damage than good. Being coerced into bed and given 
food always restore the sick. The Constant reminder of the need for medicai 
care that the tax must have implied must have served some educational pur-
pose. The existence of special clinics probably also had this effect, even though 
they probably symbolised shame and immorality. To most men and women 
that suffered from venerea! disease, their illness proved less of an ordeal than 
they had expected. 
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Appendix 1 

Haparanda 
Luleå 

Piteå 

Östersund 
Umeå 

Härnösand 

Sundsvall 

Falun 

Stockholm 

Göteborg 

Lund 



Appendix 2 
Symptoms diagnosed among 475 soldiers admitted to the militaiy hospital in Stockholm, 
1839 

Disease N=475 

Gonorrhoea N=158 
Urethritis 80 
- et baianitis 1 posthitis 6 
- - et phimosis 1 paraphimosis 14 
- et epididymiüs 30 
- - et Prostatitis 1 
- et Prostatitis et strictura urethrae 1 
- et arthrocele 1 
- condylomata acuminata penis 3 

et baianitis 1 
Condylomata acuminata penis 12 
Balanitis, posthitis, phimosis 9 

Syphilis, primitive symptoms N=270 
Ulcera genitalium 109 
- et Urethritis 15 

et epididymiüs 2 
et phimosis 1 paraphimosis 9 
et condyl. Acumin. Penis 1 

- urethris, Condylom, acum, et phimosis 3 
- - - et bubo 7 

et epididymitis 1 
et phimosis 3 

- - - et condylomata acuminata penis 2 
- - - et et condylomata acuminata penis 2 
- - et phimois 1 paraphimosis 34 
- et bubo 62 

condylomata acuminata penis et phimosis 1 
- et phimosis et paraphimosis 16 
Bubo 3 

Consecutive forms N=47 
Ulcera ani 1. Fissurae 1 condylomata plana et conifomria 12 
- et faucium 1 nasi 8 
- et geniatalium 2 
- et genitalium 3 
- - et phimosis 1 paraphimosis 4 
- et condylomata acuminata ani 1 
- et Urethritis - 1 
Ulcera faucium 1 
- - et genitalium 1 
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Appendix 3 
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Syphilis and gonorrhoea have frequently been illustrateci as horrendous dis 
eases that caused fear and panie among authorities and the sick. Care and coercion 
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social regulation was enforced from central government to control the sick. Düring 
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