
Introduction
Health and Well-Being in America

For everywhere we look, there is work to be done. The state of our econo-
my calls for action: bold and swift. And we will act not only to create new 
jobs but to lay a new foundation for growth. We will build the roads and 
bridges, the electric grids and digital lines that feed our commerce and 
bind us together. We will restore science to its rightful place and wield 
technology’s wonders to raise health care’s quality and lower its costs.

(President Barack Obama, First Presidential Inaugural Address,  
Delivered January 20, 2009)

Health care permeates every aspect of American life, as espoused by then–
President Obama. In the post-Obamacare nation, how we provide health 
care for the masses, and how we engage a range of issues from acute illness 
to the maintenance of well-being is constantly in the news, debated in the 
Senate, and subjected to public scrutiny. Advertising for cholesterol-reduc-
ing drugs, erectile dysfunction remedies, and fitness centers all serve wit-
ness to our commitment to living better and longer, as well as to emptying 
our pocketbooks. According to the World Health Organization (WHO), 
health care comprised an average of $9,403 per person in the United States, 
or 17.8 percent of the gross domestic product (GDP) in 2016.
 I witnessed many trends in health care as I grew up and worked in our 
family pharmacy. We lived above our drugstore and the doctor’s office that 
occupied the other half of our building. From this vantage point, I wit-
nessed a constant flow of patients and customers seeking cures, contrap-
tions, and correctives that made me acutely aware in my adolescent years 
of the marriage of health care and consumerism. My father was trained and 
operated his pharmacy at a time when a fair portion of the prescriptions 
he filled had to be compounded by him. Mortars and pestles, scales, and 
graduated cylinders were still a part of providing medications, sometimes 
custom-made, in every pharmacy.
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 Yet, in our northern Michigan village of 500 people, family cures were 
perhaps even more numerous and pervasive than those that could be found 
bottled and dispensed by experts. That curious blend of those who provide 
health care, those who need it, and practices originating from both the 
medical profession and traditional home cures have been part and parcel 
of American health care from the earliest days of the colonies. American 
medicine, however, did not originate as a package, but rather came into its 
own after a long period of amalgamation and compounding.
 From the earliest colonial intersections of religion and health to the in-
stitutionalized and managed health-care facilities of the twentieth century, 
American medicine embodies three main trends in health and well-being. 
The first is the mixing and melding of three previously distinct traditions 
and practices of health care: Native American, African, and European, 
which after a couple of centuries emerged as American care of health and 
well-being. The second trend was tied to the radical landscape and built 
environment transformations that contributed to class differences in health 
risks, health treatments, and well-being. The third is the emphasis on indi-
vidual responsibility and personal choice set within a managed health-care 
system. The latter trend is often reflected in a partnered tension between 
self-help practitioners and specialists.

How to Use This Product

In this volume, I explore several historical narratives and material correlates 
that pertain to the growth and development of American health care. Those 
narratives are neither exhaustive, nor do they strive to achieve textbook co-
hesion. Rather, they traverse several interlocking topics that pertain to our 
past and current views on medicine and health. In order to construct those 
narratives, I employ primary and secondary historical documents, mate-
rial culture, archaeological data, photographs, and several other sources to 
present an overview of the development of the American healthcare system.
 There are those who would argue that some of those sources of data 
are better or worse than others. Take historical documents, for instance. 
Historical documents have long been known to carry substantial bias in 
their reporting. I would certainly not challenge that contention, nor would 
I contest the fact that other sources of information, archaeological data, 
for instance, can often present new insights and interpretations about 
such things as gender and class differences that are obscured in historical 
documents.
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 However, I have previously argued and still contend that no sources of 
information about the past are unbiased. Archaeological sources are just as 
biased as historical ones, but in different ways:

Archaeological remains also suffer from problems of accuracy—usu-
ally only a portion of the original materials is preserved, or their 
remains represent accumulations over long time periods, or the 
original context has been altered either accidentally or purposefully. 
No matter what, depictions of the past are probably biased in some 
fashion. Like the visual art presented through the lens of the artist, 
historical documents and archaeological remains present only one 
view of a past situation, one snapshot. The view is not complete, and 
whether by conscious intent or accidental preservation, only some of 
the original content and context is present. (Hutchinson 2016: 8–9)

One can only make the most accurate reconstructions of past events and 
populations by considering the entire suite of archaeological and docu-
mentary evidence.

Mapping the Journey

I focus the narrative conversations in the book geographically on the east-
ern United States and temporally between 1600 and 1950. I do this because 
they are the geographic and temporal areas I know best in terms of schol-
arship. As well, there are several books already on health and well-being 
that focus exclusively on the western United States (for example, Bethard 
2004; Steele 2005). The time periods I include represent the earliest colo-
nial encounters through the major advances in medicine of the first half of 
the twentieth century. A challenge in writing books that traverse centuries 
is organization; quite simply, the issue becomes whether to organize by 
topic or by time period. Most topics, especially those fundamentally tied 
to discussions of growth and change, traverse multiple time periods. Thus, 
assigning exact dates to trends and patterns is usually not easy.
 Archaeologists often employ a method called seriation, which is a rela-
tive dating technique. In a nutshell, seriation employs trends in popularity 
of something such as bottles, shoes, art styles, or even fashion to estab-
lish chronology. What one generally finds is that as one variation becomes 
more popular, another fades out. In much the same way, changes in the 
material culture and theoretical approaches in health care do not have clean 
temporal boundaries, and the discussions follow a meandering route at 
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times. I have thus generally contextualized trends in American health care 
and well-being as meandering, popular, culturally bound phenomena that 
could often be graphed as a seriation plot.
 American health care is rooted in the home, family, and tradition. De-
spite the recognition that specialists and their tools can provide knowledge 
and care not possible by the commoner, Americans have often expected 
to have access to cures created by specialists but administered by the con-
sumer. As well, they have always kept in their arsenal of cures those that 
are traditional and of natural ingredients. Every stage of technological ad-
vance often saw resistance, and only sometimes gradual acceptance. The 
earliest acceptance has generally been by those who could afford a novel 
cure or practice, while simple, home-based cures and treatments remained 
within the pocketbook of the less financially fortunate. Thus, slow growth 
in medical advance has usually occurred alongside traditional methods 
and materials.
 I look in the first part of the book at the initial century and a half of 
American health care, with concepts and traditions drawn from Indige-
nous North America, from Africa, and from Europe that coexisted during 
the early colonial period. The focus on three ancestral populations is not 
intended to suggest that other settler populations did not influence Ameri-
can health care. For instance, settlers from China or Latin America made 
significant contributions to American health care, but I chose to limit my 
discussions to the populations who predominantly contributed to the early 
colonial period and then follow them through.
 In reference to those three ancestral populations, to use an aggregate 
term to refer to any of them ignores the immense variability that existed 
between human ethnic groups and populations that are lumped under a 
broader cultural tradition, label, or term. For instance, “European” ignores 
the differences between those from Italy and those from Britain. “Native 
American” or “Indian” ignores the vast variability between Indian tribal 
groups and nations. However, my intent is only to discuss some broad con-
cepts that are shared in general ways across the constituents of each tradi-
tion while illustrating some general differences between the traditions. I 
also restrict my usage of either “Native American” or “African American” 
until after roughly 1750 as those populations did not subscribe freely to be-
ing Americans, preferring the terms “Indian” and “African” or “of African 
descent.”
 From the three separate cultural foundations and traditions of healing, 
emergent Americans began to borrow, disseminate, and amalgamate a 
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broad array of approaches to health and well-being. Health and well-being 
in colonial America was fundamentally tied to the environment and envi-
ronmental change. Landscape alteration was fundamentally tied to labor, 
and labor was fundamentally tied to social and economic stratification. In 
the emergent mercantile economy of America lay the mortar and pestle of 
health and well-being.
 The establishment of rice agriculture in Carolina, for instance, created 
new breeding areas for mosquito vectors through the massive reconfigura-
tion of inland and tidal river lands. Natural landscape transformation was 
an essential part of the changing landscape of disease. The built environ-
ment went beyond agricultural complexes to the homes placed adjacent to 
them and served as material witness to the early stratification of risks to 
health and well-being (discussed in much more detail in Hutchinson 2016).
 Social change sculpted the way in which new ideas were incorporated 
into a developing colonial landscape of home health care. By the eighteenth 
century, plants known to the Indians were found in use by enslaved com-
munities alongside African plants. There was plenty of opportunity for Af-
ricans and Native Americans to share their native pharmacopeia through 
enslavement, marriage, and shared communal refuge from slavery and 
exploitation.
 The second part of the book discusses the emergence of specialized 
medicine from roughly 1750 to 1850. Although formal medical training was 
obtained in eighteenth-century Europe, few of those who had that training 
came to America in the early colonial years. Rather, the earliest forms of 
medical training in America were often those obtained through exposure 
and experience in the home and community. Care was provided in the 
home, and when help was sought, it was through social relationships with 
individuals trained through experience, not formal education. At most, 
formal training was limited to apprenticeships.
 With apologies, the narrative trends away from the three ancestral tradi-
tions in the second part of the book. Social stratification is partly to blame, 
because some traditional approaches become more obscured as middle- 
and upper-class changes in health care become more predominant in the 
historical records. A narrative about differential access to health care is 
certainly there, but in large part I explored that topic earlier (Hutchinson 
2016). In this book, I explore the major trends in the growth of Ameri-
can medicine with somewhat less focus on the variation in health care by 
ethnicity.
 As the range of challenges to health grew, so did those who specialized 


