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Introauction

In recent years social, rather than institutional, concerns

-

have guided the sﬁﬁdy of coleonial Spanish America. Nonetheless, |,
the new hiséoriography‘has_failed to explore all facets of-social
experience. Despite the fact that a socciety’s wéll—béing is-often
reflected in the health of its population, the medical history of
the colonial period, for the most part, remains to be written.

More importantly, the few available works on medical themes are

W2 . ' . . . .
inadequate for “social historians as they do not address their

4

intereéts.

This relative lack of sociallfocus‘is particularly true for
hospital studies but the difficulties in this case are not limited
to the Latin American field. The same problems arise in European-
oriented medical histories. The most important éacility fof the
care of the sick, then as now, was the hospital. Until recently,
however{ the history of medicine has focused on the progress of
institutions and their doctors. Studies of patients have been in
short supply. And yet, as tending the sick is a principal concern
of medicine, it seems natural that medical historians should turn

their attention'to thé patient.

’



‘Writi;g patiehiﬁoriented histories has not.bEeh easy. The
dearth of primary material on patients has created problems for
those social historians who venture into the field, challenging
them to usé new approaches in seeking out and describing those who
suffered. At first, faced with poor or non—existgnt patient
dossiers from‘hOSpitals and doctors  records, historians turned to
the writings of the educated upéer and middle classes to‘discover
what 1t was like to be sick. FeQ documents exist from the pcor,
however, for they did not keep diaries. And yet, the lower classes
could not be ignored as hospitAals catered almost exclusively to
pcor énd common people until the end qf the ninéteenth century.
This has prompted some histsrians to search for whatever remained
of hospital paﬁient records to describe the experien®es of the

.

institutionalized sick poor.

Notwitﬁstanding the difficulties posed by this approach, the
histoeriography ofrﬁatienté has grown since the midj1976s and has
tended to revise the standard yet controversial view that 01d

] ' .
Regime hospitals were “havens of last resort  and 'géteways to
death':l The classic expreséion of this is found in writings about
the horrifying conditions in Paris’s HOtel-Dieu hospital in.
pre—Reuolutionary.France and has been perpetuated by authors like
Michel Foucault (1975) who wrote "the [Ola Regime] hospital
creates disease by means of the enclosed pestilential domain  that

it constitutes."?2 Earlier, Thomas McKeown (1955), critical of the

state of British hospitals in this era, argued that "... the chief



ihdictmént of hospital work at this period is not that it did no

good, but that it positively did harm."3

Some have accepted this interpretation and have accordingly
turned’their attention to the work of those trying to reform the
Parisian health care system .in the late eighteenth century. Louis
S. Greenbaum, for.example, has concentrated on the activities of
hospital reformer Jacgues Tenon and fcientist Antoine Laveisier
who along with Du Pont, Condorcet, Vicg d'Agyr and Cabanis were
proposing'alternative systems of providing meéiéél_carE'for the

‘
country 's poor and needy in the latter part of the century.? -
Others, like Toby Gelfand and Michael Burke, have written abou£

-

—those surgeons who sought to'upgrade their étatus within their
profession and tg revise medical scheoeol curricula to include
clinical surgical experience.® As a result of these efforts,
surgical colleges which mirrored those in Leyden (1714) and Vienna
(1754} were establishéd under royal auspices in Paris and Cadiz in
1774.% Surgical students received their clinical instruction at
facilities associated with the colleges. The most notable of these
was the Hospice of the Paris College of Surgery‘which ”reéeived
pgtients whose ailments were comparable with the most formidable
problems treated in the major hospitals."’ The hospice provided
enlightened surgecns with an continuous ihstitutioﬁal supply o©f

patients and, as such, made it easier for them to gain clinical

expertise.



\
In the last decade, revisionists have tended to incorporate
.details about patients and their hospital experiences_into

"atguments which refute the traditional view. In his_study of the

British voluntary hospital movement, To Do the Sick No Harm

-(i974), John Woolward used hospital statistics about patients to
‘stress the positive aspects of these institutions and to
accentuate’ the fact that they provided genuine medical care.8
Arthur Imhof (1977) went one step further and used a sophisticated
. éuantitative approach te analyze the dossiers of patients
hospitalized in Berlin, Copenhagen and Kengsherg {Norway).9 Hle was
one of the first to demonstrate the value of these records both in
describing who came to hospital in the eighteenth century and in
depicting changes in social attifudeS'towards institutional care.
Pafenthetically, Imhof also concluded,“éhat mortality rates in
this case were poor tests of the “gateway to death’  tdesis. In
eomparing.deaths in his Berlin hospital to those oé an urban
parish he fcund that they were the same and, therefore, suggested
that hospitalization did not necessarily influencé the ovgfall
mortality patfern.10

Sources other than patient doss@érs are also available to the
historian researching the experience of the sufferer. Michael

McDonald in his Mystical Bedlam ... (1981), used the private

casebook of Dr. Richard Napier to study the mentally disturbed in

seventeenth-century England.ll Since the publication of McDonald's



work, more emphasis has been placed on -writing medidal history
from the patient’s point of view.l2 In the past year, in.fact, Ro§
Porter has edited.an anthology whiéh examines illness in pré—
industrial society from the sufferer’s perspective.l3 Lastiy,
éuenter Risse s recent monograph focuses on theﬂéxperiences of the
sick poor'in-Edinburgh's Royal Infirmary.l4 Risse’s us; of William
Cullen’s nosology is an innovative solution to the long-standing
problem of ciassifying eighteenth century diéeases ané, as such,
his work represents a watershed in patient-oriented histories. In
‘%ollowing the patient from his admission, through treatment (be it
medical or surgical), to discharge, Risse useslsoufces similar to
all those described above.to giée us the mosthompreﬁepsive
picfure to date of the expefienpes of those who entered an
eighteenth-century hospital. |

Patients in the Americas have not received as much at£ention
as those in Europe. Some studieé-dealing with patients iﬁ
preFConfederation“Canéda have been published.l5 Notably, Francois
Rousseau, in his work on~the sick in. seventeenth and eighteenth
gentury.New France, examined diseases and ages of mbrtality of
hospital patients to show that the population of Quebec City did
not seem to‘regard institutionalization as posing'an'elevated ri;k
to its health. He was also able to compare death rates in the

colony to those in the Mother Country.l6
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As for Latin America, only colonial Mexico hés been studied.
Bradley Lewis éhasé's dissertation makeé use df patient
inf&fmation although the sporadic nature of his documentation
forced him to compare care in four independent institutions'in
Mexicblcity in two different decades.l7 Lastly, althouéh recent
slavery studies have discussed the diseases suffered by slaves in

the New World, they deal more with

those in the West Indies and -

U.S. than in Spanish America.l8

The medical history of Latin America was cultivated for many
years by J;hn'Tate Lanning who did pioneering studies con the
regulation and practice of the medical profession in the Spanish
Empire., Following his deathlin 1976, the fihal assembly and

editing of his mest valuable study of the Royal Protomedicato was

left to a former student, John Jay TePaske, who published it in
1985.19 Donald Cocper ‘s moﬁograph on epidemic disease, namely
Qmalléox,.in Mexico City in the last half of the eighteenth
éentury prqvidéd the impetus for many studies by historibal
geographers interested in both epidemiology and‘Latin-Amgrica.20
The seminal work on hospitals in New Spain (Mexico) was written by

Josefina Muriel. Her two volume monograph, Hospitales de Nueva

Espafia (1960), is strictly institutional in nature and outlines in
detail the management of all aspects of these hospitals in the
colonial period.?l Also, two other studies on Mexico in this e}a
done by David Howard and Cheryl Martin have produced institutional

accounts of hospitals and hospitaller orders.22

/o6
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The histofy of medical care in other regions of the Spanish

Témpire has.been neglected aﬁd furthet study is required to revéai-
a more precise picture of the geheraf health of the population in
the late colonial years. In the.case of Guatemala, nothing has
been written oﬁ hospital patients in the eighteenth centﬁry. Some
.epidemiological studies on the devastating effects df smallpax and.
typhus on the Amefindiaé population in the late eighteeﬁth century

do exist but nothing as yet has been written on the hoépitalized

sick.23 . v

This thesis is an;attgmpt to redress in part this deficiency
in the Latin American_and Guatemalan historical lite:atufe and-to
situate the resulting study Qithin tﬁe main trends in the so;ial
histérg‘of medicine..As regards the former, it seeks to place the

‘ hospital experience within a distinctiveiy Guatemalan context. -
Thus, this study addresses such aspects as thé race and national

origin of patients,  elements of little concern in the European-

criented studies.

Yet, while i£ may be cogent to relate patients to the society
in which they lived, their experience must also be understood in
terms of. the questions presently being posed by medicak
historians. Like the studies already mentioned, this thesis
strives to demonstrate that social attitudes towards .

hospitalization were changing in the eighteenth century,” that both

Y
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the purveyors and potential recipients of hospital services
: \ , _ _
expectedfthat these institutions would now emphasize secular

. ! . ‘o o
medical  care for the sick over providiyg spiritual succour.
- .

Any attempt to ‘document this change must of necessity include

.

an examination of both the numbers of people entering hospital and
the social diversity of the patients. I used figures for 1792 to
. 1796 published in the Gazeta de Guatemala to give me some

/
understanding of how many individuals went to hospital and, later,

to verify my sample patient popu}étion. Reliance upén these
published hospital statistics, however, was not enough. It was
only By determining who the individual patients wené, thereﬁy
responding to Arthur Imhof s implicit challénge, that I could
gauge the social origins of the hospital p0pd1ation. indeed{ as
these are an excellent indicator of a society’s attitude toward
hbspitalizatioﬁ, examining the.institﬁtion's admissions books is

an essential research procedure.

The purpose of this work is to focus on institutional care
and the development of mediciﬁe and to @rovide hitherto
unavailable information on the characteristics of the patlent
population. While Rousseau’s work provided me with a basis for
comparison, ie. another North American hOspital but in the
temperate zone, it was not particularly helpful in other respects.
In looking at what people were suffering from, for example, his

‘rudimentary lists of reasons given for hospital admissions were



neither as relevant or useful as the moré sophisticated disease “V
classification developed by Risse. It enabled me to gain a much
clearer picture of what both doctors and patients encountered.'
Laétly, since the accent is placed on providing medical care to
the ill, it is important to discuss the nature of the attending
physicians and‘sdrgeéns and their success ét increasing the supply
of hospital facilities available to the public. While my sources
and_discussion are not as extensive as those recent higgor~es of
the medical profession, such as Michael Burk;'s on surgeons in

Spain, it is still possible for me to ocutline the desires and

activities of Guatemalan medical personnel.

Yet; such an outline cannot be presented in a
historiographical vacuum. The traditional view which has depicted
eighteenth century hospitals as “gateways to death’ and.'havens of
last resort’ must be addressed. There are several ways for the
historian to test this premiée. One might, for example, attempt to
demonstrate the point by showing that life expectancy of the sick
was' improved significantiy‘with hospitalization. Thus, if the :
deéth rates for patients with specific diseases were lower than
for individuals outside hospital, then one could, perhaps,
conclude that these institutions were not gateways to death. Such
a merely statistical "pgoof", however, is not only impossible in
the case at hand (because of the deficiencies of the L

documentation), it would also produce profoundly misleading

results for any case to which it might be applied.24



‘Death rates telf us all too little about the care received in
hospital. The probability of survival for any9§étient haé much Eo‘
do with the stage at which he is admitted and with the proéress of
his illness while hospitalized. such elements are difficult to
gquantify. Similarly, the role éssigned to hospitals within the
overall heal£hfcare system is important. If lying-in facilities,
geriatric care or extended]care are provided, or if the hospital
is a clinical teaéhing institution such circumstances might well
have to be considered in any evaluation of tha significance of
death rates. Lastly, hospital death rates are related to the
progress of medicine. Scientific advances in surgery.and
diagnostics allow physicians and surgeons to attempt procedurés on
patients who previously might not have entered hospiéal. In this

instance, increasing death rates would not necessarily indicate

the hospital 's failure to supply medical care but the contrary.25

In shbrt! if one wishes to establish that eighteenth centufy
hospitals were not "gateways to death” it is not ‘to mértality that
one must look. Rather, the accent must be placed on the will to
supply medical care and to make that the focus of all activity.

. Providing such care rather than performing charitable functions
like relieving suffering or easing passage into the next life

»

distinguish modern hospitals from older christian institutions.
r

Yet, is the existence of this "will to provide medical care"

merely to be assumed from enlightenment inspired reform projects

10



or from undoubted advances in eiéhteenth century medical
"education? Important.as such indices are, they must be
supplemented with practical evidence that hospitals shared in the
new values. Here patient records, incressing admission rates and
widespread usg-of the hospital lend suggestive evidence.

As hospital admiss?&ns Qe;e not static in Guatemala Ciﬁy,
another major issue to be resolved is the reason fér changes in
the access to care. The first is that the demand for health care
increased over time,. perhaps due to demographic change, epidemics,
altered exéectations or other conditions. The second possibility
is that there was an increased supply of facilitiés, that
Guatemalaﬁ medical men and the Enlightened elites, who desired to
bring about reform, perceivea this to be progres;ive, and in doing

so encouraged or compelled the sick to frequent hospital.

Still the dimensions o{ this project are limited. While
pugliq demand for care Qill not-be neglected, it cannot be dealt
with extensively because sources on the social and demographic
characteristics of the city’s population are entifely inadequate.
There is no literature which addresses in specific terms the
problem of living conditions in Guatemala even though as much as

possible was gleaned from Inge }angenberg's demographic account of
the capital city in this time period.26 Thus, an examination of
how representatiye those cared for in hospital were'of the

citizens as a cle is not possible. What is clear is that the .-

11
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society accepted the elite’s sponsorship of increased facilities
and that they availed themselves of the most Pr@gressive medical
care. Yet even though more people come to hospital in the later

years of this study, this phenomencn seems secondary t; the
available facilities, |

The éhanges which are docﬁmenteé herein are driven by
governmental and elite desires. The Enlightened citizens and -
medical personnel in the capital were deepiy interested in the
reform of medical education and, as is shown in Chaﬁter I, sought
to extend its impact into the hospital. The etite who supported
and later administered this institution expected that it would
provide real services to the sick. To this end they cooperated
with the Crown in its endeavours to alter the focus of hospital
work frpm Christian piety to medical care.27 Thus, pressure from /

the enlightened sector of the population clearly was responéible

for making the Hospital de San Juan de Dios the most important

health care facility in the kingdom. It was, in essence, an

éxpression of enlighteﬁment reform. Somewhat like the hospice to

S

the Paris College of Surgery, the clinical ward for surgical
teaching in the hospital provided an institutional supply of
patients for the surgeons-in-training. The admissions registers

are the empirical proof of what was taking place.
!
N

I shall use the patient registers of the Hospital de San Juan

de Dios of Guatemala City to show that this emphasis on care was

12



more than academic and théé the elite did not see the insiitution
as oﬁe)which perfofmed simply custodial or social control
functions. The chaéacterist{cs of the patient population (age of
patienf, gender and marital status, race anq 1éga1‘status)
described in the seqénd chapter demonstrate that the hospital
welcomed within its walls individuals from all social categéries.
It is only through these patient ;egisters that one can begin to
reconstruct the so;ial characteristics of the patient population.
Also, since it is unlikely that those with relatively high status,
would have entered into such an institution simply teo die, their
presence in appreciable numbers militates against the view that

’

this hospital was a héven of last reﬁort.

Even more sigéiﬁicantly, the medical information contained in
the patient registers (particularly reascon for admission and type
of care), when supplemented by other indicators, testifies as to
the depth of commitment of enlightened physicians and surgeons ﬁo
providing the most progressive medical cark available at the time.
The “translation” of eighteenth century diseases typically based
on symptométic manifestations into terms understandable today
posed a serious problem.28 While the French historian, Jean-
Pierre ?eter has developed a methédoiogy from which medical
historians might work, he admits his model is a "function of the
material at hand."2? go many important clinical changes have:
occurred since the eighteenth century, however, that the e

retrospective translation advocated by Peter seemed unwise. With

13
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' \
that in mind, I chose to make extensive use;of the scheme followedr

by Guenter B. Risse in his latest work on paﬁients in Edinburgh’s

Royal Infirmary in Enlightenment-Scotlanaf\Risse explains that:

[the] general scheme retained the eighteenth-century
nosological terminclogy but redistributed disease
entities according to tﬁeir presumed contemporary nature
and affected body systéms. . . Although far from
pefﬁect, tﬁe arrangement avoids doing violence to
eiqhteenth-ceptury names, explanations and meanings. ,In
faétr each disease category was defined on the basi¥ of
Cullen’s nosology [which was alsc available to
Guétemalaﬁ doctors}, the guide routinely used by

[Infirmary] practitioners in diagnosis and treatment.30

The more .exact descriptions cof reasons for admission and the

—

steady increase in propeortion of surgical cases outlined in
/ .
Chapter III clearly indicate the medical advances being made in

the era under discussion, the years between 1788 and 1808.

These chronological limits were a matter of choice. They were
not imposed by the documentation. Prior to being moved to-the
present capital the hospital was long established in another town
now called Antigua, and the documentary series used for this study

goes back to that earlier period. Similarly, it continues onward,

well beyond Charles IV's reign. Practical considerations, relating

14
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to available time and fundﬁ, however, compelled me fo limit my
attehtioﬁ to a comparatively narrow period,'oné characterizea.by a
IrelatiVé unity of political intent.3! ‘ L

The ;ears of the re{gn of Charles IV were seie&ted because of
the homogeneity of purpose which cﬁaracterized,theﬁ. The time
. period was one in which the reforﬁs started by the King'i father,
Charles III, came to fruition ~- at least, in ﬁhe area of health
care. There was a more ragional approach to medical éducation and -
public health problems in general, and to the maintenance of
hospital institutions in the American coleonies in particular.
Lastly, as regards Guatemalé? whose ofd administrative seat had -

recently been destroyed, these closing years of the colonial

period were a time marked out for a new start. The relocated

capital had novel needs which the hospital of San Juan de Dios

would have to meet.

The account which follows'is based upon a variety of primary
and secondary.materials, with the former drawn from the archives

of both Spain and Guatemala. Use of the hospital studies mentioned

-previously allowed for some comparisons between those hospitalized

in Guatemala and patients in other late eighteenth century
hospitals. Nonetheless, pride of place undoubtedly belongs to a
single homogeneous source: the admissions books (and related

lists) ‘of the hospital of San Juan de Dios in Guatemala City for

the period between 1788 and 1808.
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~ The admissions books used in this study ere rather similar to
records which are Kept by hospitals today.3l2 incoming patients
were.identified in terms which made sense to society "and hospital,
and a preliminary descriﬁiion or diagnosis of the cemplaint which
brought them to the institution.was duly noted. Further, these
same boeks were aiso‘used to record some aspects of the patient’s
hospital experience, including bed assignment, type of care,
length of stay, and death while under care -- if euch were his
fate: In the latter case, a cross accompanied by the date of death
was nlaced in the space normally reserved for the discharge date.
Of course, these records were drawn up by the administrators of
the hospital and as such they refiect the people who were
admitted. The registeié were primarily a distillation of what
existed outside the hoseieal and were not necessarily -
representative of all sickness snffefed by the city populaticn.

For late eighteenth and early nineteenth century Guatemala,

identifying the patient meant writing down the name, gender, race,
age, marital status, parents and spouee, and place of origin or‘
fesidence, and the person who brought the patient to hospital.
'Unfortunately, not all of this information was.invariably
provided, and even if it was it mignt well be unreadable.
Nonetheless, the documentation is complete. In addition, where
apéropriate, social quaiity (ascribed'feputation, genefaliy

expressed through racial categorization, or the use of such
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honorific titles as don) ang_lggal status (such as being a-.slave,
prisoner, or a member of a juridically privileged-body like the
church or the military) were also indicated.33 as tb the ethnic
classification, it-is generally recognized as a good indicator of
social position in colonial Latin America. Lastl?, illegitimate
birth can occasionally be established.

- v

Much of the information was put down as it-was reported by
the patient'or hié'spénsor at admission, jusf as it is teday. In
other instances, as in the case of race, the perception of the
admitting officer may well have played'an.impértant role. The area
which seemed most3prob1ematical‘is that of the reascn for
admission. At.timES, this is no more than a éescription of the

symptoms reported by the ﬁatient. On other occasions a preliminary

diggnosis is recorded, indicating that some level of examination

did,.indeed, take place at ghe time of admission. In any event,
there is nothing remarkable in such éiscrepanc&, modern hospitals
too will adm%t patients whose pain is obvious evén if the nature
cf the;r‘ailment(s) is not.

The admissions books were used in two different ways: the
number of entries was counted and their content-was éampled. The
counting was a relatively'straightforward matter as each entry is
ciearly separated from the others. A total of 40,065 civilian

patients were counted in this fashion. Because of the internal

-organization of the books, however, this procedure yielded more
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details tﬁan-£he mere number of patients for the whole peribd.
Indeed, totals by gender, by.year and by month were genera;ed
without great difficulty. For some years, it was possible, to count
individuals receiving certain types of care. As in any L
hénd;counting enterprise, some measufe of error has to be
expected. Nonetheless, checks and selected repetition were done to
minimize errors.

- The sampling was done in a aﬁch more elaborate -fashion.
Because of the_lérge numbers inyplved and given the ‘time
. constraints, total retrieval of the data was impossible.'ln‘
consequence, I resolved to obtain a random sample of somethihg
over five percent of the total, a figure which seemed more Ehan
aquuété éfatiétically. Quite a number of pages of the '
documentation were illegible and had-to be discounted. As this
reduced the effective rate of sampling; I doubled the nominal rate
to ten percent. In fact, the‘actual sampie, 3121 cases, is about
'seven'percent of total admissions, and is accurate tﬁ 2%, 95% of
the time. - ' : . /

The actual research procedure was highly mechanized. The
admissions books were réaa"directly Erom the film copies obtained
‘from McMaster University, using a microfilm reader. Sampling was

done starting at the first entry of each reel, using a

" twenty~-sided Dungeons & Dragons die. If the count fell on an

illegible item, the whole page was ignored and the countsresumed

.

. -~
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- from the top of the next readable page. Each entry was recorded in
m;chinerreadable format usihg déta entry software running on a
microcomputér. The data entry screen used had to be specially
deéigned for this particular application, using_the‘software's
internal facilitiesl As the actual admissions nooks were étrictly

_sequential, and began . anew every year, problems arose i; some -
instances.of hosPitalraéaths and in the case of individual
patients who wené carried over into a new‘year. Fortunately, there
exist separate iists of ‘the deceased, and carryovers were alﬁays
réported'at tﬁe start of each calendar year. The data base was
amended with this additional information. After the entry of data

was complete, a listing was produced on diskette through the

built-in report writing facility. Thisllisting was subsegquently

-

edited, uplcaded to the University of Ottawa mainframe computer,

R

and analyzed using SPSsS.34

‘Only the coding of the reasons for admission for SPSS
analysis proved troublesome. Whers ailments did not easily lend
themselves to re-classification, they were arbitrarily assigned to

a particular category. Alsc, some of #he descriptions included -

T —

e -

more than one complaint. jn tiose instances, the first in the list

was tak%n to be the one primarily responsible for the patient’s

hospitalization and the complaint was rE—clgssified accordingly.
In some cases it was difficult to obtain meaningful analyses.

A crosstabulation_for each Jdisease category was done using racial
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groups and marital status, with gender as the control.
pnfortunately, it produced a grid‘with too ﬁew cases in many of
the cells to be of any use on its own.35 Tﬁg-éesults of these more
complicated statistical tests were presented in Table 16 éo_'
indicate why no further analysis was attempted.

To the degree possible, I have souﬁht to introduce a more
perscnal dimension to this myriad of numbers. Longer entries from
the patient registers themselves provide interesting_readihg. The
Eospital libros show times could certainlylbe difficult for -those
sick enough to be hospitalized and some peréonal iéformation was

gleaned directly from this source. Yet the registers provide only

minimal details of circumstances about which one wishes to know

Sl . o : . N
more.{ Other stories come to light if one examines the burial
recorggkfor the hospital grounds. This poses a problem, however,

in that the.names in the burial registers then have to be matched

‘with those in the libros de.enfermos of the particular year in

guestion, a frustrating task if records in either place prove, for

whatever reason, to be unreadable. Dr. Esparragosa’s case notes in
) 1

his Diario de las observaciones por los afios 1801 y 1802 (see

AGCA, leg. 1865, exp. 12182), for example, were in this

category.36

Still none of these procedures imposed significant
limitations on the worth of the work.~The sample is large enough

so that assertions made about the sample of patients are highly'
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~likely to also be_true about the hospital population in genéral.
In additidn, the documentary base and standard procedures of
aﬁalysis permit the extension of this work by others and

comparison with similar studies.

Lastly,Acertain technical difficulties should be mentioned.
The nature of the documentation slowed research and imposed
certain restricﬁions. Eighteenth cegtury Spanish 1anguagé and
paleography are not particularly difficult, but a certain amount
of self-training 1argéiy overcame this probfgmmﬁTﬁé”greatést
problem @as with legibility. Although theAACCA s one of the
better preserved colonial archives in Lat%n America, Guatemala’'s
tropicai climate has damaged the documentation, which shows
trécgs of the work of 'wqter and insects. Similérly the age of thé
recording ﬁedia Eas had an impact; In some instances, the writing
has- faded, in oﬁhers overly acidic ink has pértially eaten
‘tﬁrough the paper, so that fhe words recorded on one side of a
sheet show through on the other. This leaching problem was
accentuated in the microfilming prccess. In gddition, the staft
which did the work was clearly inexpert -- décuments which seem
otherwise perfectly Iégible were filmed out of fécﬁs. Reading

this material was not a straightforward task.
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Chapter I

‘Hospitals and Enlightenment in Bourbon Guatemala



Bourbon Guatemala in the Spanish Empire

Without warning, on a Sunday night in 1773, the disaster
came, and the proudest city in the New World was forever

humbled.!

The earthquake of July 29, 1773 and its aftershocks
devastated the Ceﬁtral American capitél, Santiago de los
Caballeros (today’'s Antigua). Convincéd the site was unsafe, the
‘Captain-General of Guatemala Martin de Mayorga ordered that the
city be moved to another less vﬁlneréble location.? It was not-the
first time, in the face of natural disasters, that the kingdom's
flag city had been relocated. Nonetheless, traditionalists and
vesteé interests fought the order, albeit to no avail, After much
debate and tc the consternation of some dflthe former capital 's
inhabitants, a new ci£y was raised thirty miles away in the valley

j of Hermita. It was knowh as Nueva Guatemala de la Asuncidn, the

]

present day Guatemala City.

From its official opening in 1778 to the end of the colonial
period; the capital was the hub of the kingdom and the focus of
the Enlightenment in Central America. The population of the new
capital quickly grew to over 20,000 residents. Thereafter,

however, it showed no demographic dynamism. Indeed, the population
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data show the number of inhabitants to have decreased in those
_years from 23,434 to 22,985.3
\ ) ~
The destruction of Antigua and t subsequent move of the
Capital offered reforming officialsiazi progressive citizens-a —
chancé to put their new ideaé into practice. The enlightened men®
of ﬁhe city wefe able to take~advant£ge of the void produced by

the disaster and, gquided by foreigq’ideas,‘began to rebuild and

revitalize some of the fundamental institutions of the kingdom.

~
-~ e

‘Although they Qgre\oppqsed by a'number af interest groups, led by
ecclesiastics in general and the bishophin.pafticular, the
enlightened party, on the whole, prevailed. 4 This reforming
spirit was typlcal of the intellectual climate -which prevalled in

-

all parts of the Spanish Empire during this time.

Indeed, Spanish Americans were eager to éva£1 themselves cof
the more practicalﬂapplications of the ideas imported from England
and france via Spain. These attempts at reform permeated every
sector of society in bo;h the Mather Country andiher colenies yet
with the promise of the new thought came some very real obstacles
to change. Nowhere was this more evident thaa in the kingdom of
.Guatemala. As has been amp1§ demonstéated in tﬁe historical
literature, this distant province was surprisingly aware of
European currents of thought.% As in other Spanish colonies; the
Enlightenment entered Guatemala with official sanction, and its

influence was sustained by a number of important institutions like
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the Economic Society, the consulado de comercio, or merchant

guild, the Gazeta de Guatemala and the University of San Carlos.

f
r

The Guatemalan Economic Society founded in 1794, had as its

mandate publicizing new theories and practices in agriculture and

"
F

mining. More importantly., for the purposes of this study, many of °

its early members were'to serve on the board of directors of the

Hospital de San Juan de Dios when it was secularized in 1800.

Cicsely linked to the ‘Economic Society was the consuladc de

comercio established in 1793 "td protect and advance business

interests, to administer mercantile justice and, to aid in

. developing the economy."6 The Gazeta de Guatemala, although it was.
relatively short-lived, provided the literate public Qith'
information on current innovations.and advances in economics,
commerce and medicine. Lastly, the University of Saﬁ Carlos was '’
| ’

récognized throughout the Spanish Empire as one of the most

progressive institutions advocating reform.

The ambitions of the Guatemalan elite developed in a somewhat
unlikely setting (se;'Figure 1). The area did not have great
mineral wealth like Mexico ot Peru, nor did it have the intensive
tropical agriculture of a region like Cuba. Until the eighteenth
century, the colony was engaged in what proved to be an

unsuccessful search for a single produit motedr, to use the

expression of Murdc MaclLeod, to drive its economy.‘7 Throughout the

period, Guatemalans were primarily dependent upon an
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underdeveloped Honduran silver mining industry, cattle ranching
\_\“..

and the export of specialized agricultural products (indigo and

cacao for example) for their revenues.® The latter, in particular,

created an unstable economic situation as 'its profits were

directly related to European demand.

} L)

During the lastlcentury Qf colonial rule, the search for an
gconomic panaceé continued. A series of fiscal reforms under the
Bourbons concentrated wealth and power in the hands of Guatemalan
merchants. These reforms not only encouraged the merchants‘to
invest in and thus stimulate the silver mining industry but over
the years and as their profits increased, allowed them to Siphon
of £ powe; from the regional elites. Although Guatemala might have
been regarded as a poor'cwlony, the merchants of the capital city
were nonetheless able to gather considerable financial and human
resources for their disposal. These resources were mobilized
through a socio~economic system that was unusually expleoitative,
even by Latin American standards. Not only did the pefipherya rl
suffer at the hands of the centralizing tendencies of the powerful
capitél city elite, the Amerindian population was forced, through
labor drafts, to work in the mines, to extract indigo, to re-build
the capital, and to supply the colony with foodstuffs and

clo'Ehing.9

If building the new capital provided this merchant elite with

unexpected opportunities} it also created some very special
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problems. Indians who had been forced to migrate to the city to
partake in its construction were numerically reinforced by black

— - -,

and mulatto artisans. The presence of these coloured castes and

[}

impreséed Indian workers, some from a considerable distance away, .
: T

implied the growth of social welfare and public health problems.

The elite was compelled fo react to these difficulties and in

doing so it paid particular attention to medical concerns, an area

where eighteenth century thought bromised great improveménts.

In many ways, the medical plans of the Guatemala City
patriciate were founded upon its privileged position in the
capital. The upper echelons.of the society were deeply involved in
boﬁh the day-to-day administration of Nueva Asuncidn and of its
major institutions. Those men participating in municipal
government were also memberé of the impertant Enlightenment
organizations in the capital. Their concern about adequate medical
services for the urpan poor was perhaps not entirely divorced from
the need to keep the population calm and may well have derived
from the Spaniards’ fear of the urban Indians and mulattos.lO
Whatever their motivation, however, they did provide the kingdomﬁé
population with the most progressive hospitals and medical ‘
practitioners available at éhe time. The focus of their policy was
prevention and care. The elite’s interest in public health,

however, fueled Church-State conflict in the colony.11 v
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Church, State and Enlightenment

Hospitals and health care in the New World were importént to
a guccessidn of Spanish kings from the time of the conguest to
indeéendence. As in épain, these hospitals were administered by
the Church because only the latter coculd provide ﬁhe structures
needed to guarantee continuity and the staff required for proper -

operation of these (even then) complex institutions. More often

than not, this task was entrusted to special hospitaller orders.

Supervision of religious foundations, however, belonged to

the state by virtue of the Patronato Real, a series of papal
concéssions giving the Spanish monarchs extensive jurisdiction
over church administration in the Indies, in return for the

Crown’'s efforts to christianize the New World.l2 Through its

\
@,

//;,/fihancial contributions and regulator§ support,‘tbe Spanish crown
nurtured the growth of the hospital system in the Indies. "The
institutional transfer of hospitals [to the New World] came as
early as 1502 when ... medical care was employed as a tool for:
Indian conﬁersion to Christianity."13‘Proof of the Crown’'s concern
that gquality medical care be available to the inhabitants of its

colonies may be found in the Recopilacidn which dealt extensively

with questions of hospital administration, taxation, funding and

licensing of physicians, surgeons and pharmécists.l4
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One must not éoﬁclude on this basis, however, that the Church N
was‘in passive partnership with the State'whére hospitals were
concerned., The Church not only played an active paét in providing
care to the poor but also laid down stringent regulations to be
followed by hospital staff and patients alike. The Third Mexican
Council (1585}, whose orders were still applicable in eighfeenth
céntqry Guatemala’, was most exblicit in its three decrees relating
to hospitals.15 Not only were bishops encouraged to found more
hospitals but théy were exhorted to estqblish special rules for
each institution at the local ievel; Rules of conduct for
4

administrators, hospital workers and patients alike were, by atll

accounts, followed fairly rigorously.16

Tﬁe decline which Spain exbérienced during the seventeenth
century 1eft.the‘country and its colonial possessions in dire need
df reform. Until the Bourbons’ enligﬁtened rule most facets of
care 6f the poor and needy had been left in the handé.cf the
Church with ;eemingly minimél Crown interference. In.both Spain
and the colonies the regular clergy had administered tﬁe hospitals
and succored the sick.

One of the most‘highly respected orders to be chérqed with

caring for the sick goor was that of San Juan de Dios. Its

reputation for charity was recognized first in Spain and then
'throughout Burope long before its members were sent to Spaniéh

America in 1603. Tht\Brder, under the Augustinian rule, was
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established by papal bull in 1571, a formal acknowledgement of the
gooa works performed by the juaninb; under the supervision of
their patron, Juan de Dios.l7 By thé end of the sixteenth century
there were twenty-one hospitals run by the Order in Spain aloné
and the brothers were readying themselves for a call to the
coionies.l8 As the Spanish Hapsburg state crumbled in the
seventeenth century, however, many colonial institutiens,

including hospitals and hospitaller orders, deteriorated.

Building upon the modest economic revival of the later
seventeenth century, renewal was to come with the ascension of fhe
Bourbons to the Spanish throne early in the eighteenth century.
The néw royal ﬁouse interpreted the Enlightenment philosophy
imported from France as the way "to raise [the count;y] to a le;el
of economic, scientific, and technical achievement comparable with
that of other European nations."!9 With these objectives in mindr
they created an environment conducive ﬁo social and comme;cial
reform in the Peninsula as well as the c?lonies. Many of the
changés were implemented during the reign of Charles III
(1759j1788) when the rev%sionists and the central government
circumvented the traditional agencies for the diffusion of

"knowledge, ie: the universities, and sponsored from 1774 onward

their own economic societies (sociedades econdmicas de amigos del

pais}, to disseminate new ideas. The pace of renewal in the
colonies, however, quickened as early as 1750 when existing social

welfare institutions, including hospitals, began to be reformed.
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Inevitably, as in Europg, this ;éform movement led to a conflict

o

between- church,and state for control over these old and new

-

w

foundations.

X
Ld

Both peninsular circumstances and the pliablernature of the
Enlighteﬁment itself conditioned its reception in Spain and her
colonies. The principal charaeteristic of the European
Enlightenment was its secular spirit with explicit emphasis on
reason and implicit rejection of revelation. While such attitudes
may have attracted some Spanlards, the clericalism of their milieu
made open espousal of such values a potentlally dangerocus thing.
Political circumsganqes, however,.favoured a measure of
accommodation to the ne; thought. The Bourbon succession to the
Spanish throne in 1700 opened the country to French influence as
never before, as did the new dynasty ‘s commitment to reinvigorate

its inheritance. Inevitebly this Crown sponsorship cast the

Spanish variant of the Enlightenment in a practical and

-
1l

conservative mold.20

As R. J. Shafer has pointed out, the purveyors of the Spanish
Enlightenmeént "were moderate reformers, not revolutionariee—er
heretics, . . . most of the important revisionists held some sort
-ef cfficial positi'on."21 Indeed, royal patronage for their ideas

and careers was vital to the success of these progressives, the

medium for change often being.Crown-sponsored "specialized
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inétitutions formed on.foreign mddels" designed to streamline
society and deliver services in a more efficient fashion.22

Despite the limitations imposed by"dépendence'qn a fundamentally
conservative state, the reforming mandate encompassed a
surprisihgly broad base. ‘

As Michael Burke has no;ed; the practical nature of the '
Spanish flustrado, or Enlightenment, a}lowed for the usé of the
"new" sciences as concrete toeols with which to improve hgﬁan life:

The Spanish Enlightenment reflected the utilitarian

thrust of the later Enlightenment throughout Europe, but

it largely ignored the more idealistic concerns with

rationalism and natural law that also characterized that

intellectual movement elsewhere on the continent.?23

As long as the interests of the reformers and the Spénish Crown
coincided, significant "progress" was made. In‘fact, the proposed
changes helped to tnerégée royal power at the expense of
traditional, autonomoﬁs institutions. For its part,'the monarchy
was willing to offer support to those who did not threaten its

objectives nor unduly menace the existing social ordern24

The role of the state was not as evident elsewhere in the
Western World. A different situation as regards hospitals

prevailed in many other parts of eighteenth-century Europe where
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many 1nst1tut1ons were malntalned by individuals who felt an
obllgat1on to care for the sick poor. In England for example,
there was a vast London and provincial movement to found voluntary
hospitals to meet the needs of the poor from 1719 onwards.29 ' -
Dublin’s Lying-in Hospltal for Poor Women was establlshed in 1745
and allowed doctors and nurses to develop skillé'in obstetrics and;

midwifery.26 : : ‘ //

In this regard, Catholié countrigg, such as France-and Spain,
were more gértuhate because many health care institutions were
already in place, managed by the Qérious hoépitaller orders both
at home and in thEII colonies. On thé other hand, Church doctrine

.involved certain potent1a1 obstacles to modernization. j

Cathelic Eospitals were predominantly plaéés where the
faithful might find an outlet for their charitable impulses, as
encouraged by the special relationship in Church doctrine between
selfless acts and the saving of one’s soul..ln conseguence, these
institutions responded, at timéé, as much to social as to medical

: _ / : - .
needs. In Madrid, for example, both thé Refugid and the Foundling
Hospital of the Inclusa responded to the needs of eighteénfh |
century society during times of famine and disease.2’ These
tendencies are clearly reflected by the rules éf the order which
administered the hospital under study. Again and égain, the sick

are simply referred to as " the poor’, as if their social

circumstances predominated over their medical ones.28 This, in
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furn, meant that the hospital! was as much a site for the good work
of the friars as for the medical tare of the ill, with the former
perhaps_enquing a'cer;ain superiority. As Juan Séhéos, chronicler
of the order, declaimed "one can have charityfwitﬁout a hospital
but not a hospital without charity."29 The same téndency can be.
segn in the great attention the rules devoted to the sacramental
care of the terminally ill and in its easy assumption thét
physicians, surgeons and barbers would be hired help rafher £han
members of the order.39 while the Church had residual coﬁtxo} over
much of what happenéd within these settings, one of the more |
significant outcomes of reform during this peribd was the gradual
relinguishing of those powers té.governments bent on centralizing
depision—méking and secularizing society. Given the new ciimate of
opinion, institutipns guided by Catholic'precepts no longér seemed
inherently ‘adequate. While the state did'npt wish to forgét the
sacraments, it did wish to -place the emphé;is on“medical care.
Medical reforms.in Spain exemplified‘theée absolutist
tendgncies. The governing Council of Castile listened to the
reformers because it saw inithe proposed changes a.way to
centralize its control ocver alréady existing bodies, as well as
the means by which it could destroy interesF groups traditionally

not under its jurisdiction.3l Speciél‘interest groups like the

Church and the protomedicato opposed the refdrms. Religious

officials interpreted this as an insidious invasion into their

affairs. Yet, while Church organizations may have had nominal
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authority over hospitais, as early as the fifteenth century-the?

medical profession had been governed by a royal protomedicato

established under the auspices of the Crown.32 Likewise, the

protomedicato had béen able to operate under the gUise of an

independent organization. It was evident that both groups would

lose contrel over their affairs when thése reforms were

-

instituted.

Medicine and Enlightenment in Guatemala

Y

ﬁhilé n2ws of European medical advances spread tﬁropghout
Spain and hergcolonies, doctors in the New wOrLd.were‘éager to
avail themselves of the new information. In Guatemala, the
training of physibians and surgeon§ at the local University of San
-Carlos becgme increasingly important as the colony éttempted to

fill its need for qualified med;cal personnel. Guatemalan medical

. personnel were as aware of Enlightenment developments as theif

Tty

P P -

'féééiéﬁ counterparts and those who served at the university during
the eighteenth century kept abreast of European innovations and
‘showed imagination and initiative of‘their own, calling into
‘quéstion the traditional view that Guatemala was a backwater of
the Spanish Eméireh33

Together with other énlightened cglleagues throughout the

colonies medical men in Guatemala recognized the importance of
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up-dating surgical education and the necessity for increaeed
concentration on anaﬁomical studies.34 In this regafd'they were

. following in the footsteps of their counterparts in Europe who had
been critical of épanish medicine since the, late 1600s because of
its "1ackfof emphasis on observation . .. and the almost total
ignorance of human ana;omy."35 Through outside agencies and difect
apéeals to the King, reforme;s were gradually able to effect some
reasonable change. By 1701, public demonstrations.of anatomy had
been re*insteted at Madrid’s General Hospitei.36 In Peru and
Mexico, Hipdlito Unamnue ané José Dumont were instrumental in

having anatomy play an increasingly important role in medical

educaticn by the end of the eighteenth century.

On both sides of the Atlantic, surgeons, who had similar
‘objectives for reforming education and restructuring the

profession, depended primarily on royal support to overcome
established interests. In Spain, as elsewhere, they were anxious
te‘upgrade their status and cooperated with the Crown officials to
accomplish their objectives. They managed to gain the support of

N O
one of the King’s ministers, Pedro de Camppmanes, who advocated “a
new brand of surg1ca1 education” in 1771 and obtained approval for
-an 1ndependent college of surgery under royal ausplces in 1774, 37
As Burke states in his book on surglcal reform in Spain, "the case
of surgery would seem to suggest that the scientific and ‘

educational [reforms] of the eighteenth century occurred in

similar fashion throughout the Spanish empire."38 Between Crown
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attempts to reform medical schools and the abundance of new
information available to enlightened doctors throughout the realm,
aspiring medical men at the end of the century were much better

informed than in earlier generations.

The key figures involved in the referm of medicine and
surgery in Guatemala were José Flores (175}—1824) and Narciso
Esparragosa y Gallardo (?—1819). Flores, physician and chief of
staff at éhe hospital from 1774 to 1796, was the foremost medical
professor at the Univereity of San Carlos. In 1774, he pubiished
inetructions on the precautions to be followed in the case of
tiphus outbreaks and outlined the relevant.patiene care. These
policies:served as the basis for the kingdom'skfiret public heelth
department created forty years later. When he began his
inoculation campaign in response to a smallpox epidemic in 1780,

. !
it became évident that the medical - community in Guatemala was able

to devise coherent programs for the population under its care.3?

FPamiliarizing a generally skeptical population with the
practice of inoculation served a long-term purpose. By 1803 when -
Jenner ‘s findings on the effectlveness of vacc1natéon had reached
continental Europe, Flores was physician of the King's Chamber. At
the urging of Charles IV, he submitted a report to the Council of
the Indies which ealled for a scientific expedition'to introduce
the vaccine to the overseas Spanish world. 40 The Francisco Xavier

-

Balmis expedition left La Corufia on Novenber 30, 1803. When his
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assistants arrived in Guatemala in 1804, they met a population
which was more receptive to its goals than in other parts'of the
Empire.4l The public was already cognizant of epidemic control

guidelines and the new Jennerian vaccination procedures.

Flores was a member of the Economic Society in the capital

and sat on the ayuntamiento or town council.%2 The Gazeta de

Guatemala published the patient statistics of the Hospital de San

Juan de Dios and Flores  hospital reports.43 Once the university

re-opéned in the new capital, he was able to incbrporate many of
his ideas on medical educatién béth there and at the hospital into
an up-dated purticuium whicp was published by the Economic
Society. That notwithstanding, his major contribution to the
univeréity'was in tﬁe form of an anatoﬁical wax figure that could
be taken apart and re-assembled organ by organ. Flores was honored
fo} hts\work on June 21, 1793 when he became head of_the first

Central American Protomedicato._44 By establishing a regional

regulatory body headed By an acknowledged enlightened individﬁal,
the Crown further strengthened its hand in its on-going dispute
with local bishops over jurisdictional matters. The move also
allowed more direct royal control over medical-practice and gave
Flores mdre po;er to influence edﬁcation.45 The faculty of
mediciné, under Flores'-leadgrship,'waé able to train a number df

physicians who were a credit to their cbuntry in the eighteenth

cenpury.46
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While Flores was the last to receive his medical dégreg from
the university in ;ntigua, his successor, Espar;a osa y Qallardo
graduated in 1789 from the newly-opened institutipn iﬁ Nuéva
Asuncion.?’ He was a skilled and able surgeon antl in 1797 he
became the first in Central America to remove cataracts using the
Daviel extraction procedure rat:er ﬁhan the depression me?hod.48 .
He.also developed a model of elastic obstetrical forceps in
1798.49 EsparragPsa was instrumental in the creation of the
vaccination board in the capital in'1814 and he published a
pamphlet one year later on the gontch of smallpox which "revealed
a good gfasp of the problem of contagion.“SO Inside the surgical

rooms of the hospital, he carried out expériﬁents witfth urinary

catheters @hd removed stones from the bladder.5l

Flores‘énd Esparragosé were able to apply many of the
eighteenth century medical reforms instituted in Europe to the
Guatemalan milieu at the same time as those changes were )
influencing the practice of medicine in the rest of colonial
Spanish America. By 1785 autﬂors from France, England, Scotland,
Prussia, Italy, Holland, Spain and Portugal were likely to figure
in any up-to-date library in Madrid, Mexico; Guatemala and Lima.>2
Guatemalan medical students were encouraged to use treatises by
Benjamin Bell (174651806), an Edinburgh authority on the treatment

of tumors and ulcefs, and Felix Fontana (1730-1805), an Italian

physiologist noted for his work on wounds and complications of

uh
.
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poisoning. They were also familiar with the works of the Royal

Infirmary of Edinburgh’s William Cullen.33

Flores and ésparragosa were also a&are of the dynamic role of
surgery in progressive European medicine and, by March of 1798,
the University of San aarlos gave its first examination in the
subject. By this time, Flores had left Guatemala for Madrid and
Esparragosa had replaced him as chief médico at the hospital. He
became the principal spokesman in favor of the construction of a
dissection rcom for teaching when the hoépital underwent expansion
in-3800 and was a major force i'n obtaining permission to open a

college of surgery.

A Secular Hospital in a New City

The pressure exerted by enlightened Guatemalang for better
hospital facilities gave the Crown the ammunition it needed to
continue its_strugglé with the Church for control of health care
Enstifufions in the colqny. Whether the problems occurred in as .
dramatic a manner in other New World céntéfs is not yet known
because very little work has been @one on colonial hospitals ox
the orders who staffed them.?% The friars who travelled to the Neﬁ
World in the vyears following the conquest, however, ran afoul of
the Crown in a dispute over jﬁrisd{ction and fiscal irregularities
in hospital administration in New Spain late in the sixteenth

century.55 In response, the govefnment requested the juaninos to
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assume responsibility for providing hospital care in the colonies

after 1603.56 Initially they managed the bankrupt Hospital de

Nuestra Sefiora de los Desemparados as well as the Royal Indian -

hospital in Mexico City.37 oOnce there, they, in conjunction with

the higdlitbs and the bethlehemitas, played a major role ih'caring

.for évery component of the multi-racial society which they
encountered. Within thirty years of the juaninos' arrival, they
had either established or assumed control of several hospitals in

the viceroyalty.5B

Wsen the brethren of the Qrdér of San Juan de Dios came to
Antigua in 1636,%9 three of the capital’s five hospitals were to
come under their control: Sagg;ago for Spaniards and mulattos, San
Alexovfor-:he Indians, and San Pedro for the ecclééiastics. By
1685, the Santiago and San Alexo had been combined to cut
administfative costs and the San Pedro was left intact.89 when the
reputations of all the orders fell into disrebute in the
mid-1700s, however, reform-minded.kings and cfficials, obvicusly
Enteqt on centralization of their autho}ity, moved ‘to wrest
control of hoépitals‘away from Church'officials.61 Yet, as the
state moved to place these institutions moré stringently under its

3]

control, its motives were more regalist than anti-clerical in

nature.62

As part of the overall reform movement and in response to

complaints of corruption and fiscal mismanagement by colonial

51



Church oﬁf&cials, the Crown ordered that a general visita be

undertaken throughout the Indies from 17723%}74.53 Central

authorities of the Order of San Juan de Dios -in Spain conducted

this inquiry into the activities of tfle colonial regular clergy
and did find some irregularities. The cases of Mexico and Santa Fé
(Colombia) serve to indicate the magnitude of the problem faced by

royal officials:®4 In both instances, the visitadores investigated

all workings of the hospitals and found that, from a religiocus’
standpoint, the care given to the sick was of high quality.‘ﬁudits
of the financial records, however, showed either that proper
accounting procedures had not been £followed or gross errors in the
orders  favor had been made in summations of the accounts. The
Crown:s response to the improprieties exposed by the visita was to

take direct control of the hospitals.

In the case of Guatemala, however, even the distrust shown by
enlightened officials for.the clergy’s control of -social welflare
institutions did not lead to striking changes in hospital

policyu65 When the new Hospital de San Juan de Dios opened in the

west end of the new capital in 1778 (see Figure 2), the previously

e

outlined thorny issues of Crown jurisdiction and ecclesiastical

v

privilege in health care issues remained unreéblved. While the
traditional agencies argued over jurisdictiopal mattgrs, the
elite, intent on reform, pursued its goals. The squabblipg
continued until the end of the eighteenth century with the parties

concerned undaunted by natural disaster, royal orders and local
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Plano de la Nueva Ciudad de Guatemala:
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Real Palacio

Catedral

Cabildo

Real Aduana

Recoleccidn

Parrogquia de San Sebastian
Monasterio de Sarta Catarina
Monasterio dé la Concepcidn
Monasterio de Santa Teresa
Convento de la Merced
Beaterio de Santa Rosa
Beaterio de Indias

Real Universidad

Colegio Seminario

Monasterio de Capuchinas
Convento de Santo Domingo
Convento de Belén : .
Yglesia de N. Sra. del Carmen
Beaterio de Belén

Monasterio de Santa Clara
Convento Nuevo de San Francisco °
Escuela de Expdsitos.

Colegio de Nifias

Convento de San Agustin
Hospital de S. Juan de Diocs

Explicacidn de el

Convento Provisional de S. Francisco

Yglesia del Santo Calvario
Matadero

Yglesia de Sefior S. José
Tanques de labaderos publicos

_ Nota: que en las manzanas donde se encuentre la letra P son caxas
de agua de repartimiento ‘
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Figure 2: Nueva Guatemala de la Asuncion, 1787 = .
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discontent. At the heart of the dispute was the future of the

Hospital de San Juan de Dios and, as such, the quality of medical

care in Guatemala.

Increasing problems over the years with mismanagement by the
juaninos‘and the seemingly anti-clerical mood of many of the

reformers challenged the government to establish a hospital that

_would be administered by secular authorities. Mere discussion of

the idea created difficulties. The government, im order to achieve
a more efficient service, made various attempts to fuse the often
empty hospitals for ecclesiastics with those already established

for- the general-populace.The informe, or report, dated 1 February

1782, outlined the first proposal by the administration to unite

thé Hospita} de San Juan de Dios and the Hospital de Sén Pedro in
ordé; to pfovide a general hospital fof the new capital.ﬁ-6 Mere
discussion of the idea created difficulties. Thg repor£ Qf Jgne
1782 was more specific in itsvdescription of a unification scﬁeme,
originally proposed by Bernarde Ward and now put forward by
Campomanes, to better serve énd benefit' the public. The general
hoséital would treat men and women of all classes, including those
in the military, the priesthood and the jéils, thus combinind
existing facilities into one larger, moré efficient unit.®7 To
this end, the central government needed access to the funds

accumulated by the Hospital de San Pedro "to help build a large

~enough structure and to provide sufficient maintenance funds' to



care for all the sick of both sexes that might present

themselves."68

“

This may‘have seemed a good"fdea to the officials iﬁ charge
of the coﬁstrudtion of the new city Bﬁt the Church continued to
agitate for hospitél_re-construction in Antigua. The juaninos
resisted the fusion of the two salas or raoms. As is usual in
these matters, the argument had more to do with meney and the-
maintenance of ecclesiastical fueros, than an interest in
providing facilities for the sick. The debate, which could not
help but invqlve Church and state officials on boéh sides of theb
Atlantié,‘continued for fifteen years with unification being
achieved only by the proclamation of a royal céd;la'oﬁ June 21,
1795.69 In the mid—l?éOs, when the financing of other welfare
activities becamé burdensome, the Economic Sgdiety suggested that

the royal portion of a §rojected fund-raising venture go to the

Hospital de San Juan de Dios "at least until other means of

succoring the indigent might be found."70

The finalrvictory of the enlightened party came in May of

1801 when a lay Hermandad de Caridad (hereafter referred to as

"brotherhood ’), composed of the elite of Guatemalanociety,
including repre;entqtiveé of the dominant Aycinena family, took
over the_manageﬁent of thé hospital.71 The members of the
brotherhood were charged with both the fiscal administration of

the hospital and the well-being of the patients.72 Although any
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éxpendlture was sub]ect to Crown scrutiny, it was due to the work
of many of these mem, in conjunctlon with medlcal reformers such.

J

as Esparragosa y Gallardo, that the unlver51ty in Guatemala City
recelved permlsSLOn to open a college of surgery in 1804 73 The
benefit of g change in administration was most p01gnant1y-
.illust;atéd hy the more efficient org"ization of the patient
recotée after 1801. | |
In the early-yearslof the nineteenth century, the junta
managed a five roem. hospita{ four roome for the men ‘and one for
the women: San Pedro for medlc1ne, Santo Domlngo for the poor, San
Joan de Dios fer surgery, and Nuestra Sefiora de Guadalupe for the
wounded. The‘women_were Housed in San Rafael which was divided
into separate areas for medicihe, surger?_énd wounded.74
Unfortunately there does not appear to be any record of the number .
of beds aua11ab1e to the slck The hosp1ta1 which had been
destroyed in Antlgua had 96 beds in. 1744 and 'the provisicnal
facilities created during the moving of .the capltal had 32.75 In a
censue done- on May_20,71801 there were thirty-five surgical &dnd
sixty medicai malegpatients blus fifty-five female patients, or a
total of one hundred and fifty, receiving-.care.’6 Thenbrothets

continued in sub-administrative posts at the hospitéﬁ once the

secular board assumed control of the overall mahagement of the

- . . J
“{nstitution.?’
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Buthorization for the Royal College of Surgery at the
hospitqi came in 1804 and the new wing was édmpleted one year
* later.’8 Less than twenty years after the creation of a similar

institution in Spain then, Central America was able to claim a
» v .

’

surgical college of its own. These improvements allowed for the

treatment of 'a wider range of illnesses while expanding the

physical size of the hospital to accommodate more patients. The

_new college also helped fill the colony’'s need for 1icensed

surgeons who would practice in the rural rather than urban areas

of the-kingdom. The trainees who were aware of current surgical

E

techniques would be equipped-to offer the most innovative methods

of treatment to theff patients. The Surgical Cpllége at the \
. o F M .
hospital became the clinical ‘teaching institution for the ‘

University medical school and, as:such, was the focal point for

‘the instruction of contemporary medical and surgical theory and

-

practice.79,

Conclusion e

The Crown'é@dqﬁérmination to create a new and_efficient
hospital system would have been merely of administrative interest
‘if_it had not been for the climate of reform which dominated

4

- Guatemalan ;intellectual circles. The upper class and "enlightened"
men Qf Guatemala, who both supported the hospital ‘s work and came
to administer iﬁ, expected the hospital to provide real services

to the sick. The institution’s administrators were challenged to
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ﬁrbvide cére in the midst of a city in full construction and ta
take advantage of the opbortuhities which the earthquake offered
them. During the reign of Charlés IV the leading medical
practitioners of the éoropy wére closely associated with the
'hosbital'and through thesg individuals the movemént,for hedicaf
and hospital rgfofm was closeiy tied‘to other key institutions
agitating for change, suéh as the economic soc;ety-and‘the
merchant guild. - |

At the same time, however, and in spite of all the emphasis

on reform, the social condition of the guatemalteco population had

hardly changed. Thé‘great inequality of wealth meant that health
proble#s were aécentuated by the poverty df much cf the |
population. In addiﬁion, Guatehala was a multi-racial soéiet§
where color &ied with gender and age as a differentiatinglfactor'
in illness, Ifrespective of. these céndi;ions, howgver; the sick
and indigént of late colonial Guatemala had available in théir
hospital mediéal men trained according to the best standa;ds:of

contemporary medical thought and practice. It is to these patients

that we now turn.
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The Patients of thé'Hospital
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The Patient Admission Registers

r‘.‘

The batient regiséé{: from the hospital in Nueva Guatemala

are surprisingly similar 0 modern hosgital admission forms in

both organizatioh and detail. There are separate lists of male and

female admissions to the Hospltal de San Juan de Dios, each one

covering a single year divided into twelve monthlf periods. Each
entry begins with the bed number assigned to the patient along
with the date and reason for_admissien. Social infermation,

including the patient’s name, next-of-kin, marital status, place

of birth or residence, race and age, is also provided. In the

‘libros, or admission books, of the earlier years, the date .of

discharge is given. As recordlng became more preC1se, the length

of time which each patlent spent in hospital was also entered. A

uniform method of identifying those who dled in the hosp1ta1 was

used throughout the documentatlon In somekcases, the burial

.recosds of the hospital were sufficiently legible to allow
o . ;

cross-referencing ‘with the entries in the libros.

The degree of detail coritained in these admission beoks is

very much in keeping with the bureaucratic mentality pervading

Spanieh colonial life'and‘aiso reflected an internal need to

document the hospital’s activity to periodic auditors and

"investigators. Other early modern hospitals in Europe and colonial

~settings kept similar records.l .
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Tt is difficult to assess the type of care received by
individual patients after their admission to the hospital By
1808, the sick were placed in one of three existing departments

for medical, surglcal or injury cases (departamentos de medlc1na,

de cirugia, de heridos) after initial assessment. In the 1790s,

hdwever, the lists did not designate whether the patient was in
need of medieal or surgical attention. It 'is true, of course, thatl
as eerly'as 1791 attempfs were made to distinguish pétients
admitted‘with injuries from those with other complaints. Thére
exist lists of heridos (injured or wounded) for the years 1791 to
1795.2 Unfortunately these are not complete, nor is 11 certain
what they signify, as the departmental etructure of later years
did not exist. From 1803 onwards a distinction was made between
admissions to the medical and surgical departments of the
hospital. Patients'who had sustained injuries and reguired

admission were registered in the suréical lists. In 1806 a further

complication was introduced as the hospital began to keep formal

libros de heridos, thereby distinguishing; administratively at
leest, between the‘trauﬁatic and general surgical cases.3
Inhe%ently, oﬁ course, the care given the wounded fell within the
purview of the surgeon. Thus, the system became increasingly

« ,

bureaucratized and presumably more efficient during the period'

under review, a success in"Enlightenment terms.4
A
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The Patient Population-

A total of 40,065 civilians were admitted between®1788 and
1808>(sée Appendix Table 1).5 While the'average number of patients
entering the hospital‘pé; year Qasrarbuna 2000, that figure is
deceiqing. For fifteen'of the twenty-one years covered the actual

number of admissions was below the mean. There was clearly a

growth in éﬁﬁ?ssions over time (see Graph 1).

In part, the phenomenon can be explained by the slow start of
the institution. Thus for 1788 and 1789 total entries numbered
less than 1300. Frpm 1790 to 1302, however,.admissipns were
relatively stable although epidemiE years (1790, 1793) lent to the
.eafly 17905 a somewhat greater weight than the latter part of the
decade. én-the whoie, however, the high mean figure is simply the
result of the great in&rease in patient admissions'from'léOB
onwards, peaking at 3295 persoﬁs in 1808. Forty percent of all
patiefts admitted over the entire period entered in those final

six years (approximately 30% of the time period under study).

This increase in hospital admissions after 1803 does not
correspond to a growth in Nueva Guatemala’s population. On the
contrary, the population apparently declined, at least slightly,
between 1795 and 1805. Over that period, availab}e census data

N

-
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GRAPH 1: PATIENT ADMISSIONS, 1788-18@f
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shows the number of inhabitants in the city to have decreased from
23,434 to 2_2,985.6 As the alte;ation“in patient population was not
due 'to demograéhic Qrdwth, éhe mosﬁ.plausible ekplanation for the
high number of admissions in those final years is likelyttp‘be
found in the administrative chanées.whi;h occurred between 1801
and 1803. The most salient of these is undoubtedly the
_consolidation of the.institution’s role as the capital s General
Hospital, It is true, of course, that 1804 and 1808 were epidemic
years. Nonetheles%, admissions for 1805—1é07 were wéll above
‘pre§iqus norms. The increase'in patient population was structural
and not accidental. “

. B f.

Nor can economic circumstances be -blamed. Although the
grinding poverty of tle lower classes might be considered a
factor, it was a constant feature of colonial life and the poor of
the capital were. less susceptible to its effects than those in. |
outlying areas. Indeéd, the capital held a disproportionate share
of the colony’s.cq§ritable institutions and éhe city’; elite had a

" clear stake in keeping want from becoming a socially disruptive

factor.

The junta which took over the hospital in 1801 gradually
_esﬁablished firmer control over the institutibn's,operations'and
the phy;ical e#tehsi;ﬁ of it$ facilities. By 1803, its members -
were encouraging the sick to present themselves at the hospital

for treatment. This dyﬁamic policy in part reflected'mére adeguate

81



;funding levels. More importantly, however, éhe instftution now had
2 new phi1osophica1“orﬂentation. As the éenerai hospital offering
multiple ﬁedical services in the new capital, its ﬁdministrators
'were less cbncernea.wiqh Christian charity and more pre;occupied
with:bublic health. Qeﬁting the sick off the stréets and out of
the homes was avpreventhve measure against contagion,.as well as a
means‘of érOviding evenithe non-contagious with profeésional
care.? ‘.
A more problematical explanation of ‘the increase in hospital
'population‘is that the gende? ratio became more evgnly'bélaﬁced.>
In fact, near the end of the period womeﬁ, hitherpo
under—rgpresented} flowed into the hospital in évén greater
numbersxlof total admissions, 25,850 were male and 14,215 were
female (see Appendik Table 1}. Yet, the standard demographic
history of late coloﬁiai'Guaéemala City wfﬁtten by Langenberg
shows that males were a minorgzy in the capital 's population. It
is not at all clear why.thére should have been so few men in tﬁe
city. Nenetheless, while males made up 39.7% of the poghlation in
1805, they comprised 63.3% of hoséi?a&‘pagients. In coﬂtrast, even
though females were hume;icaliy déminakt (60.3%), they only
represeﬁted 36.7% of admissions to the hospital in that same
yeér.8 Nor can this under—fepresentatidﬁ be explained by the

existence of other institutions. There were no gender-specific

facilitieé, such as lying-in hospitals, where women could go.
N
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The dynamics of the hospitél agd fﬁe city'popqlations were
vefy different.. The pfoporfidn of males to females in the new
capital was almostxstatic from the start. Althougﬁ Langenberg ‘'does
not have statistics for the enpire city for l796,lher figures for
three highly representative ﬁeighborhoods (barriosi show females
outnumbering males Qy a ratio of 3:2.9 This continueé to be ﬁhe
ﬁmée. Three-fifths of the population was female from'lBOS to
1824.10 The same was not tfue of Ehe hospital population. Whereas
29.8% gf Bospital patients were women in 1788 they accounted for
41.5% of the total twenty years later, 1.4 times the previous
level (s:; Appendix, | bie 1). The propensity of women to enfe{
hbspi£a1 increased and'conséqueﬁtly the number of ;dﬁissions rose.
IF is clear that this highér rate’ of admissions of women is not of
itself an adequate explanation for the overall rise iﬁ hospital
population. Indeed, the number of male patients also increased

spectacularly.

It may well be that thg increase in patient‘poppfation was
due to different factors in the case of men and women. One might'
'suspect that an increase in inﬁuries due to é heavier construction
schedule in the cépital would 1éad to a rise in admission éf males
to hospital. This was hot the case, however, as injured men
ﬁccounted_for around 20% of the hospital 's malg admissions from
1796 o;wards. There was a slight incr?ase in 1800 when.admissions

due to injury reached 243" but by 1804 they had declined to .

previous levels..

.
. . 3
. >
} . it .
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CHanges in hoépital administrationlafter 1801 seem to have
',beep fesponsible for.the inCréased'admissidhs. It is‘strikinq,rfor
-exampie,.that members of the brotherhood charged wiﬁh running the
hospital pét;olled the streets to find meh‘who needed mgdical
attention.. There is, however, no indicétion that they'were.as
eager to receive-afflicted women although their numbers. rose even

faster.

The increase in femalé admiséioh;jmay'have bé@n due to
altered social paptefns. One might argue that society discouraged
womeﬁ from goiﬁg to hospital. Sample evidence, ho;ever,
tentatively'suggesﬁs this was not-a serious factor. If it waere one
would expect females to be more ill than males'On.admission. Yéé,
in comparing the length of‘stay of females prior'to death to that
of males in similar circumstances, one finds that women die at
only a slightly lower rate fﬁan men (42% to'47%i in the first week
of hospita}iéation; pre%umably the acute phase of their illness.
If one includes those who die during their second week of
confinement, the difference is even less significant, 63% of the -
women and 65% of the ﬁen die. Thus, females do not seem to have '
come to hoséital in a more critical state than males. Overall
rwomen éid dié.ét a‘consistently higher- rate, gbqut 1?%; than.men,
‘whose death rate fell from 15% ‘(179.2—1796) to 123% _(1802—1808).11
This %s not liEely; however, to'reflect the&r‘stéte'of hea}th on

‘admission. | :

84



An examination of admissions on a seasonal basis does not
vield any clear differentiation either. ﬁlthough the country,
known as the land of eternal spring, is located in the tropics,

Guatemala City its capital lies in the tierra-templada, 1500

metres above sea level in the central highlandé of the Sierra
Madre mountains.l? Still, its year-round moderaté;qlimate is
characterized more by seasonal differences in precipitation than
in temperature. There is only a 5 C variation between rainy fMay
through October) and dry (November through April) months and as
one would expect under these conditions, there is little
fluctuation in admissions based on climatic chénge {see Cr;éﬁ
2).13 Rainy season adﬂ%ssions were only five per ceﬂt hi%her thaa

dry season ones, a-moderate variance'at best.1l4

In an attempt to determine what differences might in fact

exigy, the admissions from an even number of rainy and dry seasons

(20) were compared.l® In fourteen instances, mure persons did.

enter hospital in the rainy season. In two others the numbers were
virtually identlical (see Appendix Table 2). As expected, slightly-
more were admitted with fevers, inflammations and gastrointestinal

complaints in the rainy/Seasons whereas traumatic causes were more

prevalent in the dry.l® still in both instances, fevers. and

traumatic injuries were the most numerous. This certainly is

different from what one finds in temperate zone hospitals. People

there were just as susceptible to epidemics as in Guatemala. In
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. N
addition, however, in winter months they also game in with

frostbite, bronéﬁitis or influenzé, more comimon to colder
temperatures.l7 #
\

Another §1ement 1s the seasonal{ty of food supplies. While
one might speculate on the relationship between this factor and
illness requiring hospitalization conclusive evidence cannot -be
presented. It was normal for city governments in Spanish America
to guarantee supplies for the urban population through a complex
system of municipally-regulated slaughterhouses, granaries and
markets and Eh{?&qh forced deliﬁerieé of Indian labor and

produce.18 city dwefﬁers seldom starved.

] T
-

Social Characteristics of Patients in the Sample

a

Befeore éxamining the characféristics of the sample hospital
population, attention must be directed to the fupction of the
hospital. Did it provide active medical care or was it more
concerned with other forms of welfare, and at t%e limit, social
controi? In principle, all Spanish hogpitals aspired to be medical
institutions. As early as 1585, the Third Mexican Council decreed
that the pégﬁle admiéted to hospitalé were to receive medical
attention.l9 The eventual secularization of the hospital did

nothing to alter that. The institution bore some responsibility to

the state, accepting prisoners and soldiers_és patients. Yet this
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was a question of service to the community. Social control did not

~
seem to be the primary function of the hospital.

. Nonetheless, it.is cledr that it served.as a wofkhou?e for
some individuals. On May 13, 1794, for instance, Sebastina Ropel,
a thirty year old single woman, registered at thg'hﬁspital to
seyve a sentence of seventéen‘montﬁs for an‘ungpecified crime. 20
Members of the brotherhood also made nightly rounds to find and
bring to hospital individuals who had been hurt as part of the
capital ‘s nocturnal activities. These searches were somewhat
similar to the welfare @Etrols in eightéenth century Madrid which
provided an ambulance service to transport thelseriously ill to
hospital.21 Yet provision of emergency mediéal care and nct
temporary pauper housing was‘c1ear1y the aim of the Guatemalan
patrols.

;
Similarly, the hospital did not provide the type of long-term

care which is sometimes -a cover for social welfare needs. There is

nothing in the files to indicate that patients remained for a

protracted period beyond the acute phase of their-:ailments.
Although the average time spent in hospital was three weeks, the
patienf‘turn—over was relatively rapid. The largest group in the
" sample (one hundred and forty-three persons) stayed for only five
days. Over fifty per cent were hospitalized‘for less than two

LN

weeks (see Table 1).22 Nine per cent were chronic cases, staying

Y

~
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longer than, fifty days. It appears.that admissions and discharges

were made on medical grounds irrespective of social conditions.

Table 1: Length of Time Patients Spent in Hospital (from sample)

Time in Hospital ' Number 3
1 to 7 days 771 25.92
8 to 14 days an 809 27.19
15 to 21 days o 483 ' 16.24
22 to™28 days 296 9.95
29 to 35 days 197 6.62
36 to 42 days 98 3.29
43 to 49 days 54 1.82
50+ days S 267 8.97
t

Total 2975 100.00

The patients in the sample were from varied backgrounds,
represented several racial groups, and came into hospital with

over four hundred different complaints.?3 Their admission forms

-

ﬁroviée unidﬁe‘iﬁforma%égh on.thé’characteristicsmof the
hospitalized sick in ther1a£e eighteenth century. geven attributes
(variables) provide insight into the social make-up of the
hospital ‘s population: race, marital status, and age of the
patient, mortality rate, length of stay, place of birth or
residence and reasons for admission to hospital. In special cases,
the legal status of the patient was recorded: tﬁirty prisone}s,

usually transferred from the city’s jail, and one priest are ’

included in the sample population.24

The eight racial groups originally identified in the sample

were espafioles, mestizos, castizos, ladinos, mulatos, pardos,

] . t ' )
negros and 1ndios.25 pphe pumbers in four of these were so small,
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however, that they were re-grouped according to the presence of
Indian or negro blood into the more comprehensive classifications _
of mestizos and mulatos respectiﬁely (see Appendix Table 3) and Sggé

-—

together with Spaniards and Indians make up the categories
relainea‘for aﬁalysis. Spaniards and mes;izos were admitted in
relatively low and equal numbers (307 and 347, respectively) while
over foaty—five per cent of the patients (1351) were mulatto.

- Mulatos and indios combined, representing as they did the lower

levels of the racial hierarchy, made up-over three-quarters of the

hospital population.26

As.those of African and Amefindian_origins were dominant
demégraphicallyfin colonial Latin America and as they
traditionally had been.cared for in crown approved but
ecclesiastically operated institutions, this is not particularly
remarkable. For the most part, this general pattern is confirmed
by Langenberg’s figures. for Nueva Guatemala in which a "mixed’
group includes the mestizo and mulatto elements. The white upper
echelcns of the society accounted for a small and aecreasing
percentage of the population in thé new capital and were

under-represented in the hospital setting (see Table 2}. Mixed

race representation in San Juan .de Dios was characteristic of the

importance of these groups in the éity while indios were certainly
over-represented. As one can associate race and social condition,
the poorer and more transient elements of the population were more
likely to come to hospital than_the white and the rich.

- . 80
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Table 2: Racial Components of Hospital Patients (1788-1808) and
City Population (1782 and 1820) (in %)}

Hospital ' City City
. Combined Categories  1788-1808 1782 1820
Spanish 10.24 20.0 15.0
Mestizo 11.58 ==~

|- 67.0 60.0

Mulato 45,08 --- _
Indio 33.09 13.0 25.0
Total 99.99 100.0 100.0

Source: For racié@ components of the city population see
Langenberg, p. 247. She gives:approximate figures for a
mestizpfmulato group, referred to as “mixed .

Notwithstanding this, the most surprising re531t§'reléte to
the proportion of Spaniards, particularly Spanish women, in the
hospital population.'Race was highly correlated with
socio-economic status in Spanish American society and, given the
reputation of hospitals of that era in the historical literature,
it is unexpected that any proportion of‘the patients should have
come from the upper classes. Nonetheless, after 1800, eighteen men
who referred to themselves as Don were admitted to the hospital.2’?
In addition, over the entire pgriod, no less than 11.7% of all
males and 7.8% of all females were classified-as being Spanish
(see Table 3)}. The number of white women is particularly
surprising given the protectiveness of Latin American society. One

even finds Doifias iﬁ the sample -- 2 in 1795 and 3 after 1800.
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Table 3: Patients by Race and Gender, 1788-1808 (in 8)

Race - Male Female : i
Spanish,- 11.7 7.8

Mestizo 10.1 14.0 —
Mulato 44.6 45.9

Indio . . 33.6 32.3

Total 100.0  100.0

The relationship between status, race and wealth in these ~

eighteenth century Latin American societies was complicated. Inm

.
general, status was accorded on the basis of race and within each
racial group by wealth. Prejudices were such that it was difficult
to believe that a person who was poor was white and that one who
was rich was anything but, unless the visual evidence was
overwhelming. If some members of rich white families became pocr,
a discrepancy arose between status and wealth. Thus,lin some cases
the honorifié¢ title Don was still accorded even though economic
circumstaﬁces did not justify it. On the whole, however, there was
a tendency for families to éustain their poorer mémbers so as to
avo}d the shame of having destitute relations. Further, political

authorities often attempted to improve the economic circumstances

of families of high racial status who had fallen on hard times.

This point is particularly poignant as regards women because
of the protectiveness colonial society showed towards females of
high racial status. The vagaries of family life were such that

women who had once had prominent fathers or husbands to provide
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for them coqld find themsel&es'withOUt those advantages due to the
death of the male, a barren marriage or lack 6f a local extended
family. To the society as a whole they might continue to be known
as Dofha even though wealth)and relations would have vanished. Such
people who enjoyed ﬁigh social status tendedlto benefit from a -
hidden soci;l safety net, however, Erienés of the former head of
their household and church and political authorities, who togethér

.

conspired to maintain social decorum.

On the basis of the above then, the presence of whites and
nobles in the hospital seéms tc demonstrate that they valued the
care that'the institution providéd. Some may have had sufficient
funds to consult a physician or surgecn privately‘but, given the
lack of direct evidencg about the economic condition of Spaniards

in the hospital population, this is mere speculation. Nonetheless,

one can assume that the Gazeta de Guatemala which publicized both

medical advances and availabilitylof new technigues had some
impact on the way hospitals were viewed by the elite. Upper class
Spahiérds‘were involved with the daily management of the city and
"ifs premier instifutions. As a matter of course thy met the
physicians and surgeons of the hospital who élgo‘sat on the
various admihiétrative boards of the capital. Certainly, with the

advent of an Enlightened secular administration at San Juan de

Dios, Spaniards had good reason to go there for treatment.
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o A further refinement of the ethnic analysis is provided by
LY . :
examining the raciET/Ebmposition of the hospital s population in

- —

terms of gender (see Table 3). The most significantlcomparieon
1nV01Ves Spanish and mes;:;;\gender ratios. The similarity between
the percentages of Spanish and mestlzo males lends. credence to the
supposition that upward racial moblllty was 90551b1e, at least
within the upper echelons of Guatémalan society. Indeed, although
these two gfoups of males were rather similareﬁﬁe equivalent

-
\\

female groups were very different. It remained diffdicult for

.

. ~
anyone other than a Spanish woman to declare herself as such. The
likelihood is that brothers of mestizas were passing themselves

off as Spanish.

Race and gender are major elements in social differentiation.
" Another is marriage. It is particularly interesting to compare the

marital status of the hospital population with that of the city as
a whole (see Graph 3).28

They are gquite similar, witﬁ the exception of the widoﬁed who
made hp a greater percentage of @ospital admissions than of city
residents.29 If widowed status is considered fh terms of gender
the differences are even more striking (see Table 4 and Graphs 4
and 5). Indeed, widowers are found more than twice as frequentfy

in hospital than in the city as a whole, while the contrast is far

less marked in the case of widows.
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Table 4: Marital Status of Patients(l?BB—lSOB) and Barrip'
Population (17%6) (in %)

Male Female
‘ Hospital Barrio : Hospital Barrio
Single 52.2 45.9 - 46.3 55.6
Married 34.1 48, 4- 30.3 28.0

Widowed 13.7 5.7 _ 23.4 16.4

Source: The 1796 “barrio’ figures are taken from Langenberg, p.
118. It is assumed that, as the “barric’  figures for 1824 are
representative of the total city population for that year, the
same holds true for 1796 where no city figures are available.

N.B. These figures are the basis for Graphs 4A, 4B, 5a&, and 5B
and include only those persons fourteen years and over. -
Single males entered hospital more freguently than one might’

] ' .
have expected. This is no doubt related to the immigration of -
unattached men into a city where they were less likely to have
family that could care for them. It may also be due in part to
their high propensity to suffer injury in a capital under
construction. Single females on the other hand, are
under-represented, probably because of their traditional
dependence on male relations and on employers. Unattached women

often lived within a family context and were thus likely to

receive some level of immediate attention in the event of illness.

Similarly, married males were also under-represented. Such
men would look to their wives and children for care. There are
more married women in the hospital than one might expect given the

lack of obstetrical services (see Graph 5). Indeed, they are
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present in San Juan de Pios in proportion to their demographic

'weight in the city population, the only marital status/gender
grdup to show this characteristic. This is most unusual given -

prevailing social values.

One cannot not discount the injury factor as a logical
explanation for the high number of admissions, especially as
régards single men. Those with traumatic wounds represented nearly
19% of the cases sampled.30 Of those, 40% were single men. It is
unclear whether the hospital saw itself as a trauma care center
but those with injuries did stay a shorter time than other
surgical patients. Thirty-one per-cent of the injured, as opposed
td 17% of other surgiéal cases, left *hospital within seven days.-3l
Only 5% of those with injdries were hospitalized fom protracted

periods (over seven weeks) compared with 17% in the other group.

If one examines marital status by gender in terms of race sn
even more refined analysis emerges (see Tables 5 and 6).32 Sifigle
mulatos were the largest group of men in th? hospital, followed by
'single Indians..In aadition, half ofithe widowers were Indian, and
. a third were mulatos. Unéttached males of lower status racial

stock were very prominent in the hospital population.
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Table 5: Marital .Status of Males by Race, 1788-1808

Row Pct ‘ . — -
Col Pct Single Married Widowed Row Tot
Tot Pct ' ’
Spanish 57.6 32.7 9.7 11.7
. 12.5 11.7 8.5 ;
6.7 3.8 1.1
Mestizo 57.4 31.4 11.2 10.1
' 10.8 9.7 8.5
5.8 3.2 1.1 _.
. Mulato 59.2 31.2 9.5 44.6
48.9 42.6 32.1
26.4 13.9 4.3
Indio 44.9 35,1 20.0 33.6
27.9 36.0 50.8
— 15.1 11.8 6.7
Column. 54.0 32.7 - 13.2 100.0 .
Total

Chi Square= 49.53244 with 6 degrees of freedom
Significance= 0.0000 .

The picture for women ié-less clearl§ marked, but is
nonetheless substantially the same. Single mulatas were by far the
most ﬁumerous females, with their marrigg counterparts anq single
Indians as the next two largest groups. Again, two-fifths of the
widows were Indians, and over a third were mulatas. Strangely,

mestizas,'like mestizos, were almost evenly distributed between

the three marital status groups.

~
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Table 6: Marital Status of Females by'Race. 1788-1808

Row Pct

Col Pct Single " Married Widowed Row Tot
Tot Pct - ‘
Spanish 49.4 . 23.6 27.0 7.9
8.1 : 6.4 9.5
1.9 3.9 2.1
Mestiza 50.6 28.5 20.9 14.1
14.7 13.8 13.0 ; '
4.0 7.1 2.9
Mulata 52.7 29.5 17.8 45.9
50.1 46.5 36.4
24.2 13.5 B.2
India 40.8° 30. 3 28.9 32.1
S 27.1 33,3 41.1
; 13.1 9.7 9.3
Column 48.4 29.1 22.5 100.0
Total :

Chi Squafe= 20.06018 with 6 degrees of freedom
Significance= 0.0027

Another interesting element is that of age. The population of
Guatemala City was relatively young, whereas that of the ho%pital
was distincfly more.mature. The average age of the patients on
admiésion was thirty-three. The youngest to be admitted was four
yeafs old, the oldest, ninety-eight. Many males and females were
"between twenty and twenty-four and thirty and thirty-four years of
age on admission, as the majority of cases fell into the fifteen

to forty-four year age group (see Figﬁres 3, 4 and Appendix Table

4).
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Figure 3: Populatlion Pyramid Representing Hospital

Patients (N)

Ages

(in quinquennia)

Female
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The most cgmmon age reported was thirty years, and there_aré
clear clusters at the decade marks. In an area where many were
illiterate and would not have known their precise ages, it is noE\‘;
surprising that large numbers appear at the demarcations for
twenty, thirty, forty and fifty years. A cursory glanc§ at a
population pyramid for the sample. population over the twenty-one
year period confirms the above.’

w—\\g»

For the men, anyway, that particular pattern appeared to held
true at different intervals during the period. By 1805, the
hospital patients as a group were beginning to be represented iny.
the fifty-plus categof&, an indication.ocf the broadening of the‘
patient base. Over the years, the women deviated only slighff;—
from the norm established by their male counterparts. At Garious
stages, older women outnumbered elderly males although the final
figures indicate that both sexes in all age groups were present in
the hospital. In the final year of the study, the majority of both |
male and female patients were between the ages of twenty—five and

twenty-nine (see Appendix Table 5).

As indicated, the city population was younger than that of
the hospital. In 1796, 26% was between four and thirteen years of
age.33 A further 36% &f the inhabitants were between fourteen and
thirty-three.34 Thus the city’s youngest elements were seriously
under-represented in the hospital. Those between four and thirteen

only accounted for 3:9% of the patient population. Fifty-six per
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cent of the patients in the hospital, however, were.betweén

p—— T T —

‘fifteen and thirty-four years old.35

Those who met their demise in' the Hospital de San Juan de
Dios weré easily distinguished from those who were ultimétely
dischargedi Of course, it was impossible to éauge the condition of
this lattér’group who could easily have éied shortly after their
release from hospital. In some cases the information regarding a

death could be corroborated by .a sedarch of the libros de

‘fallecimientos, or lists of deaths, at the back of each of the

libros de enfermos. Of the admissions considered in the sample,

four hundred and eighty-seven, or 15.6% of the toﬁal.sample

population, died in hospital. In the latter years, 1802-1808, the
death rate was 13.9%.36 From 1792-1796, however, it was 15.8%, in
keeping with figures released for thosﬁ years by José Flores in e

the Gazeta de Guatemala. The published report showed that 15.3% of

the hospital population had died.37 That same issue of the Gazeta
also indicated ratios of deaths by race. The deaths in the sample
population for the entire period are representativé of these

ratios.38 .

In tlre Guatemala City hospital, men died at a slightly higher
‘average age than the women (see Figure 5 and Appendix Table 6).39
These figures, however, are deceiving. If one lookérét the
breakdown of mortality by race and gender, it becomes obvious that

Indian males died at a much higher rate than other males. Also »fﬁ\\\
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among those who died, ﬁhlatas represent a h[gher proportion of

females than mulatos do of males (see Table|l 7). The death rate of

T
male mulatos stayed comstant even though th made up a

substantially greater portlon of the hospital population in the
latter years of the study.40 The later years also produced a 5%
decrease in the number of Spanish deaths.

Table 7: Mortality by Gender and Race, 1788-1808
(Dittribution of all Deaths in N and %)

Males Females
‘Race N % — N %
Spanish 27 10.5 14 6.8
Mestizo 21 8.1 20 9.7
Mulato a1 35.3 88 42.7
Indio 119 46.1 84 ' 40.8
Total 258 100,00 ° 206 100.00

p———

While women may not have died in hospltal as soon as men (see
Tables 8 "and 9), they died at a substantlally hlgher rate. 4l There
is one exception. The mestizas tended to die in near equal
proporﬁions to their male counterparts. This in itself is an
interesting statistic and one might offer a class explanation for
the phenomenon. As members of a flourishing middle seétor, fhe
mestiza element may, in fact, have been the most fortunate females
in the society in social terms. Mestizas on the whole would have
been the.operators of the many small shops, and as such, miéht
have had more independence than their Spanish counterparts when it

came to decision-making. It might be posited that, as a group,
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this class would be healthier than the rest of the mixed blood

population. 4

-

Table 8: Length of Time Patients Spent- in Hospital Prior to

Death

Males Fenmales

Time in Hospital N % N8
1To 7 days 128 47.2 89  41.8
8 to 14 days 50 18.5 46 21.6
15 to 21 days 31 11.4 18 8.4
22 to 28 days 22 8.1 15 7.0
29 to 35 days 16 5.9 12 5.6
36 to 42 days 3 1.1 10 4.7
43 to 49 days 3 1.1 5 2.4
50+ days 18 6.6 18 8.4
8 213 99.9

Total 271 99,

Table 9: Mortality by Race and Gender, 1788-1808
{$ of Admissions who Died 1n each Category)

Race/Gender % . Average % per Race
Spanish Males 12%

Spanish Females 16%

Spaniards .- : 13.3%
Mestizo Males 11%

Mestizo Females 12.5%

Mestizos 1¥.8%
Mulato Males T 118

Mulato Females 17%

Mulatos 13.2%
Indian Males . 19%

Indian Females 23%

Indians 20.4%

That said, the tendency to die in hospital does appear to be
inversely related to the class and race of the patients: the

higher the class, the less the likelihood of dyving (see Table 9}.
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*This appears to be contradicted by the rglatively hiéh percentage
of Spanish deaths. But, in fact, the latter can be accounted for
almost entirely by the high.death rate of Spanish women, one of
the major anomalies in the picture. The_high death‘rate amonyg
Indians is probably due to their living conditions. Working away
from home and without the traditional support systems as well as
being employed under conditions of forced labor after forced

felocation, it is not surprising that they would die at the rates

the sample suggests.4?

The junta fesponsible for the reorganization of the record
Keeping system at the turn of the century also ez;?blgghed
different priorities as regards the description tHe patients’
~origins. Until 1802, in many cases, the entries specifically

delineated the place of birth of each patient.43.bnce Eﬁe
administrative reforms were ingtituted, the emphasis moved from
"place of birth" to “place of residence"44 After 1803, many of the
nogations of origin referflo residence, or citizenship, and
birthplace is not mentioned. In only one case is there a
combination of birthplace and residence status. In May 1805, a
féurteen vear old Indian girl was admitted with a high fever. She

stated that she had been born in Antigua Guatemala but now resided

in the new capital.45 Naturally, many of the patients came from

the area around the nueva ciudad even though the first formal
notation to that effect does not appear until 1794, sixteen years

after its opening. More than twelve hundred were either from the
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old capital or the new and thefmajprity of.the othersﬁbrigihally
came from areas to the west and south-west of the city. There were
pgople'presenting themselves at the hospital who came from the
outer reaches of the kingdom: El Salvador, Honduras, Nicaragua,
Chiapas (see Appendix Table 7)..Farther afield,:ﬁwenty—eight

' admissibns EromlMexico, nine from other American locatipns such as
Lima and Santiago de Chile, complete the list for Spanish America.
Over thirt§ Spaniards, ie: from Spain, and slaves from Guinea and
Jamaica ;ere also identified in the sample. Identification of
slave origins, however, was often‘unsatisfactory. Although three
black slaves were brought to the hospital Ey the foremen of the
haciendas on which they worked no further information was
provided. The most diffidult_locations to situate adequately were
those of the many Indian communities écattered throughout thé

countryside.46 It made any rational analysis for regional illness

virtually impbssible.

Conclusion

- The most striking feature of the‘admission figufes is the
continual rise in the number.of patients entering the héspital,
particularly from 1803 onwards. This phenomenon was clearly duelto
"an increasing willingness on the part of the citizenry to be
hOSpftalized. Year by year an ever greater proportion of the sick

were prepared to place themselves in the hands of the physicians

and surgeons of San Juan de Dios. It is particularly interesting
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that this change was most marked for women, who had previously

been grossly under-represented.

" The idea that Guatemalans becaﬁe more and more willing to
eﬁter hospital may seem problematical, but no adternative
explanation is viable. The%e was no direct.felationship between
hospital admission and the number of beds avéilable, nor could
there be where administrators were prepared to admit more than one
pétignt to a bed. Similarly, as epidemics were most significant in
the 1790s, and demographic and economic conditidns were largely
stagnant, the increased admissions from 1803 have to be seen as an

indication that the capital s population was becoming more willing

to avail itself of health care opportunities. The Hospital de San

Juan de Dios, with its connection to the University of San Carlos

was truly becoming a general hospital in its medical and *

professional functions.

Changing attitudes toward hospitalization may have been
responsible for the increasing number of patients Qho preseﬁéed
themselves for treatment. Indeed, the success'of the institution
was probably related to the impact of the Enlightenment'on

Guatemalan pubiic opinion. The enthusiasm for the new knowledée

which characterized the capital ‘s small but influential elite, led ..

its members to support medical advances, encourage admissioens, ahd

(in some cases) even to serve the hospital directly as officers of

its secular administration. This example, teamed with the obvious
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fact that San Juan de Dios was dedicated to public health needs

rather than to social control;-could not help but break down
resistance to hospitalization. The therapeutic nature of the
institution encouraged people to‘attend who would have ctherwise
stayed away. And people did get well enough for dischgrge. Only
the most timOrous would see admission to this hospital as”a last

resort.

In summary, those who suffered from illness in Guatemala City
received care in a facility which was indeed a general hospital
not only in terms of conditions treated but in catering to all
sectors of sociéty save for the very young. Indeed, the |
composition of the patient Body reflected the characteristics of

the city’s citizens as much as the circumstances of medical care

in that erada. This is evident if one compares San Juan de Dios with

other hospitals.

In certain regar@s, of course, the Guatemalan hospital was
fairly "nofmalﬁ. Like the Charite in Berlin and the HOtel-Dieu in
Quebec City, it was involved primarily in the treatment of adults
aged twenty to forty. Admissions to the hospital were mostly
comprised of individuals over fifteen and under forty-four. Even
with similar age groups, however, the hospital experience could be
rather different. In general, the Guatemalans spent less time in

hospital. They stayed an average of three weeks compared to the
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Berlin patients who usually spent one to two months in the -

Charité.47

In other respects, however, the'éxperience of San Juan de

Dios was.very.different from what one encountered elsewhere. While
utban centers like Hav;na, Cartagena aﬁd Santo Domingo were

' garrison towns, similar to Quebec City, Goatemala's capital was
not. Instead it resembled such other Spanish colonial cities as
Santa Fe de Bogota and Guadalajara. Any fighting which occurred
took place to the east on the Mosquito coast, far removed from the

capital. Thus, soldlers were present in San Juan de Dics in very

1imited numbers.48 This is in contrast to the HOtel-Dieu in Quebec
City 'where the military, which was especially important in war

time, accounted for 32.5% of the hospital ‘s male population.49

)

» The most striking area of difference, however, was that- of
ethnicity. Unlike eighteenth century hospitals outside the Latin

American milieu, San Juan de Dios catered to a population

differentiated on the basis of race. Moreover, unlike other
Spanish American towns, Guatemala City did not maintain racially
separate hospital facilities. For this reason, it is difficult to
compare Guatemala’'s hospital statistics to those of the four
hospitals, each catering to a specific racial group, studied by
Cﬁase in Mexico City. From early times,'Guatemalans strove to
create a truly multi-racial society, albeit within the context of

»
-

inequality and oppression. Such local conditions wére reflected in
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" the structure of the hospital. population. Thus, the patient bod§
was racially diverse but those in the lower racial echelons were.
.more likely to die than others. Spanish women, who also suffered
from a relativelylhigh death rate, were the excepﬁion to the
positivé relationship between coleor and mortality.

?

One of the more interesting aspects of this study is the

-

over-abundance of females in theLcity and their. somewhat lower

numbers in hospital. While no explanation is offered in the’

&‘-"‘-"—5

literature for the phenomenon, Christopher Lutez iﬁdiCates that
this was also the case in the old capital where women comprised
62% of the adult populatioﬁ.50 Women died at a consistently higher
rate than meﬁ in. the hospital but, as the city’s death ratés are
unknown, no compariscn is possible. Overall, every ninth-admission
of men, every sixth admission of women ended in death. This is in
contrast to.Imhof s Berlin hospital population where women died
less frequently than their male counterparts.51

As expected, the great majority of those using the hospital @
facilities were Indian or coloured. The former, in particular;
were present in the hoépitgl to a much greater degree than in the
genefal population of the city. Despite this fact the érOportion
of whites among the patients was not nedligible, and their numbers
even included some who were considered noble. Admittedly, racial

categorizations must be taken as relative rather than absolute. As

Lutz points out, "at the'beginning of the eighteenth century,

r. g
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there was considerable opportunity for passiné upward from one
racial catégori_gé another."32 The hospital gtatistics certainly
indicate that this was the case for mestizo males, Nonqtheless,
the relationship between lower social. status-.and non—wﬁite
reputation is well-established. That any significant proportion of

Spaniards should have attended the hospital clearly indicates that
L)

it did not'simply cater to paupérs.

-Despite the above, it must be admitted that social factors
were iﬁportant, though not determinant, for hospital entry. The
disproﬁortionate presehce of Indians and widows is significant in.
this regard. Nonetheless, éne must keep in mind that such

ph%pgmgna are not unknown in-the modern world. They do not vitiate

‘
thé\;ﬁsion of the Hospital de San Juan de Dios as a care oriented

center for the ‘whole population.
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NOTES

1. See Imhof ‘s, "The Hospital in the 18th Century". The-major
difference between Imhof:s admission records and my own is that
mine do not contain océﬁpational information. On the other hand,
in some respects, I was more %ortunate than he in that my
documentaﬁion does exist in the original. See p. 4539. Also see the
works méntioned previously by Rousseau on the Hétel-Dieu in Quebec
City, Risse on.Edinbﬁfgh's Royal Infirmary and John Woodward on

England ‘s voluntary hospitals.

2. Admission information on the injured is unavailable for males
between March 18 and June 16, 1795 and from March 31 to December

31 of the same year for females. See Libro de enfermos del afo

1795 on MCM Microfilm Reels 573-A and 577~A, respectively.

o

3. This was, in fact, an administrative exercise. The injured came
in at the same rate whether they were listed in the surgical or

heridos registers.

4. This diligence on the part of the hospital administrators
provided welcome respite from the disorganization of the late
1790s and simplified‘the task of sampling'for the later years of

the study.
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5. Militéry patients were excluded Erdm the count because no
adequate sfudy of the eighteenth century'Gﬁaﬁemalan militg;y;f:"'
exists. This made it impossible to know what proportion'gf.;he
soldiers were sent to hospital or how characteristic these

admissions were of military personnel on the whole.

6. Juarros, Statistical and Commercial History, p. 497. See also

Langenberg, p. 104.° ¥

7. Similar conditions existed elsewhere in Spanish America (see
Chase) and Europe. In Montpellier, France, for example, officials
were equally concerned about providing medical:care for the poor

and needy. See Colin Jones, Charity and “Bienfaisance ': The

Treatment of the Poor in the Montpellier Region, 1740-1815

(Cambridge, 1983).

8. Langenberg, p.l04.

9. Langenberg, p.104. The figures relevant to these neighborhoods
for 1805 and 1824 are accurate reflections of the city population
in the same years. Where possible, 1796 “barrio’ statistics will

be used in the same fashion for cdomparative purposes.
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10. Langenberg, p. 104. Females made up 60.7% of the city’s

-

population in 1824,

11. This decrease is due primarily to a drop in the Spaniards’

death rate from 17% to 12.6% in the years mentioned. In the

earlier period, 42% of the deaths were women. Later, that figure

increased to 48%.

12. Encycloﬁkdia Britannica 8 (1984), pp. 453-455 and The 1986
[ . .
ican Handbook (Bath, England, "'1985), p. 1014.

South Amer

15. This graph is based on the monthly totals from all thé yeags

iﬁ'the study: January, 3258; Februvary, 2998; March, 3403; Aprii,

3440; May, 3453; June, 3384; July, 3692; August, 3629; September,
3266; October, 3394; November, 3128; December, 3020.

hl

:14. A total of 20,223 were admitted in the rainy season and 18,294

in the dry.

-

‘ 15. Figures for(January though April, 1788 and November and

December, 1808 were excluded because they were not representative-
of complete seasons. The months of the rainy season of 1788 were
not used as figures from 1808 were more in keeping with the

overall average.
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16. The four most cothn reasons for admission in the rainy season
wére: fevers (27%), traumatic injury f}?%), gastrointestinal

complaints (12%) and inflammations/surgical problems {(12%). In the
dry months, close.to 45% of patients entered hospital with fevers

(24%) and traumatic injury (20%)-.

f

17. Rousseau, "Hpital et société en Nouvelle-France, " p. 33;

Imhof, "Analysis of éighteenth-Century Causes of Death,"” p. 3-5

r

l6; Risse, Hospital life, p. 143-146.

18. Lutz, P- 553 and John Preston Moore, The Cabildo in Peru under

the éburbons (Durham, North Carolina, 1966), p. 66. See alsc

-

Wortman, Government and Society, p. 179.

19. Once admitted, however, some concern was shown for the state
of their souls. Patients were to attend confession within three
days of admission and they were not to indulge in swearing or

gambling while inmates of the hospital. See Directdrio ..., decree

4.

20, See MCM 577-A, Libro de enfermos del anho 1794. She had been

sent by the tribunal and her name appeared in the hospital

register of that year because she occupied a hospital bed.
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21. Calléhan,'“Corporate Charity," p. 175. The hermandad del
refugio in Madrid organized that city’'s first ambulance service.

In general, however, it was more involved with the provision of

food and shelter to the capital s indigents and poor.

22. The patients stayed anywhere from one to six hundred and
thirteen days although, as described, they tended toward the lower

figure.

1Y
-~

23. There were 3121 cases randomly selected for the sample.

(8 J—

24. One must remember that one of the early recommendations for

-

the new hospital in Guatemala City included a provision for the

care of sick prisoners. These accommodations were relatively

common in Mexico City, for example, where the Hospital General de
San Andrés had erected a guarded ward to care for those prisoheré

who required hospitalization. See Chase, p. 15 and 43.

25. It was possible to ascertain the race of the patient in/2997

cases of the 3121,
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26. The 992 Indians admitted made up thirty-three per cent of the

patient population.

27. WNone were admitted before that date

/o

28. Langenberg,'p. 118. The 1796 “barrio’  figures are used here.
As for the patients, the dossiers of five men and twenty-one women
did not report on‘marital status. Also, the legal age of consent
for marriage was 14 years, so only those af that age or older in

the city and the hospital are included in the analysis.-

5

29. They made up 13% of the city population and 17% of the

hospital population.

30. Diagnoses were given for 2995 of the 3121 patients in the
b d
sample. Of these, 557 were admitted with injuries.

31. 74.5% of the injury cases were discharged within three weeks.
Only 54.5% of the surgical patients could expect to leave hospital

in that time. R
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32. This is especially true as regards the males. All patients in

the sample are included.

33. Langenberg, p. 1117 This figure comes from the 1796 ‘barrio’
numbers. In 1824, the age'grbup represented 24% of ‘the city’s
populatibn.

°
Ta

34. Langenberg, p. 111. Those in the 14-23 group were 18.9% (1796)"
and 19.9% (1824} of the city’s population. The 24-33 age group

accounted for 17% and 19.4% of the population in the stated years.

357 It is understandable why Langenberg chose to exclude the
younger group in her estimations of marital s#atus: Her “singles’
categghy would certainiy have been lop-sided with respect to the
.6thers. Also, analyziné the entire sample pépulation_in light of
thosé totals would have resulted in a comparison with a groué thag

was far too young.

36. This was still somewhat higher than the nine to twelve per
cent death rate calculated by Chase for some Mexico City hospitals

in the same period. See Chase, p. 202.

37. Gazeta de Guatemala 31 (February 27, 1797), p. 17.
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38. One in nine Spaniards, one in nine mulattos (this is both

mestizos and mulattos) and one in five Indians died.

h‘

39. The avefage‘age at death was thirty-pine vears for females and
'forty-one years for males. Just over fifty-six per cent of the

. recorded deaths were men, more than two-fifths were women.

40. In 1792-1796, t are 37% of the hospital population, in

1802-1808 they

4l1. If one compares the number of deaths in each racial group
determined by gender to the total overall admissions for that

‘group in the sample, one sees this quite clearly.

-~

42. In fact, these rates are substantiated by the Gazeta de
Guatemala’s report of 27 February 1797, which claimed that one out

of every five Indians admitted between 1792 and 1796 had died.

43. In some instances the description was not peculiarly precise
but the notation still reflected the importance of one’s true

origins.
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- 44, The lattgr was diétinguished from thé férmer by vecino de
preceding the town, village, barrié or whatever. The change might
have been due to the need for more accurate census data for -
taxation or conscriptioﬁ purposes oi to clarify the patient’s
status in the new dity. The massive populéfion'shift which
occurred as the capital was being built also Qave rise to

‘questions of residency. Acceording to Miles Wortman (Governmént and

Society, p. 179), there was "a need for draft labor for urban

~

construction, for. the transportation of construction materials and

food from area§<;;*?§?”away.as Chiapas. In the area surrounding

the capital,'most of these workers supplied food.. This whole

epiSode_is particularly significant because the system of

repartimiento, or labor draft, was being phased out in Spanish

America. . o

45. See MCM microfilm reel 577-A, Libro de enfermos del afo 1805.

L

46. They accounted for seven percent of the total.

& _ :
47. Imhof, "The Hospital in the 18th Century," p. 463.

=
48. According to the published report in the Gazeta, they made'up

6.8% of the hospital ‘population between 1792 and 1796.
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49, Rousseau, "HOpital et société en WNouvelle-France," p. 34.

4

50. Lutz, p. 22. No complete population statistics exist, but some -
estimates of the city’s size circa 1770 indicate adult females

~outnumbering males 6299 to 3789.

51. Imhof, "The Hospital in the Eighteenth Century,", p. 463.

52. Lutz, p. 26.
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Chapter III

Patients and Disease ¢
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Disease Classifications and Comments

[}

The Spanish conguerors introduced Old-wdrld aiseasés to
Mesoamerica. The most devastating of these was smallpox and its
effect on the Amer:ndlan populatlon there is well-documented.

Other 111nesses, such as 1nfluenza, measles, diphtheria, mumps and
tubercglosis, were also introduced by the colonizers. Some,

however, such as typhus, malaria, syphilis, pneumconia and

dysentery were already in Guatemala when the Spaniards arrived.l

Over four hundred reasons for adm1551on are listed in the

patient registers of the Hospital de San Juan de Dios. In some

.cases the notations are very precise while in others they are
~merely suggestive. Thus, when Juan Santos camé to hospital with a
broken right arm, there was no doubt as to his problem. On the
other hand, Maria’Caldean suffered from chest pains, symptomatic

of any numbér of illnesses. The great number of different
"diagnoses" and the variation in p;gcision from one to anocther
make it difficult to interpret the documentaticn. Verifieation of
eighteenth-century terminology constitutes a major and contentious
problem in a study of this nature, as demonstrated by the
controversy over Jean-Pierre Pete?'s methodology.% On the whole,
"translating" these diseases into modern terms seems both,

hazardous and unwise. Consequently, following the example of
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Guenter Risse, the diseases under scrutiny here were grouped into

categories arranged by bodily systems.3

To this end, fifteen disease cafégories were égeated for
analysis: infectious diseases, tra7 atic conditions, surgiFal
infections, diseases of the digest/ive tract, genitourinary
diseases, respiratory diseases, circulatory disorders, .
miscellaneous mé@ical/surgical conditions, diseases of the skin,
musculoskeletal disorders,ltumofé‘and cancers, neurological and
mental diseases, eye and ear.pfoblems, indeterminable, and unknown
{see Appendix Table 8 for a listiné of the diagnoses in each.
category).4 |

W

No comparison is possible between diséasgs suffésed by the
population®outside the hospitél and those of the patients inside.
Before 1814, there was no formai organization which ceollected
statistics on the health of the general population.5 Nor are
ghysicians' private or hospital casebooks,-such as those uned by
Michael MacDonald énd Risse,-readiiy availabie_ Nonetheless the
documentation permi;s an overview of the complaints with vhich
Guatemalans of the late eighteenth and early nineteenth centuries
were adm{;ted to hospital. At the very least the documentation is
suggestive of health conditions in the capital city of the

1

kingdom.
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The admission books not only offer data for quantitative
analysis of medical conditions but, supplemented by other
~documentation, provide social data about the patients. As shown in
the preceding chapter, this can also be guantified. If'pe¥sonai
histories are treated qualitatively, however,‘they-add a human
dimension to the study of hospitalization. As such they illustrate
the diversity of diseases in the sample, even as they convey the
social values and racial disparities of Guatemalan society at the

B

close of the colonial period.

.

Distribu.inn of Diseases

Applying the standard distinction between cases referred to
surgeons or physicians,® Letween 1788 and 1808, 72.9% of all
patients who entered hospitai suffered from medical problems and
27.1% were admitted for surgical treatmen%. Over the entire pericd
a steady alteration in this ratio resulted in a more even

distribution of medical and surgical cases (see Graph 6).
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From 1788-1793, medical complaints were responsible for 85%
of géffssions compared to 55% in the final four years.lHence,
surgical admissions tripled over the twenty year period. This
dramatic increase, especiélly after 1800, was due in part to
heightened interest in surgery and the opening of the surgical
.coilege in 1805. As such, this alteration in ratio bears witness
to the importance of the Enlightenment in Central America.
;ntefeétingly, the evidence shows an overwhélming tendency for
males rather than females to have s%rgical problems.7 As will be
shown this was related to a greater incidence of traumatic care

for that sector of the population.

The frequencies of the known reasons for admission are given’
N .

in Table 10. One startling finding is that there appears to be
very little difference in rank order between the diseases suffered
by men and women. The most obvious discrepancy is, of course, the

high incidence of traumatic injury among males as opposed to

females (see Tables 11 and 12},

Those admitted with infectious diseases were the most
numerous in the hospital. Within.this category, patients with
fevers and chills were the largest component and accounted for
16.8% of the total sample population. From the simple notation of
fiebre to the more complex of high fevers combined with chest
pains, headaches and/or chills, it is evident that the population

in the city was exposed to many illnesses. Inevitably there were
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occasional epidemics of smallpox and typhus. Admissions of
patients with febrile complaints increased in 1792 and 1793, 1797
and 1802, years commonly associated with such outbreaﬂé, As
smallpox cases were isolated in other facilities none appear in

the admission books of San Juan de Dios. Typhus, on the other

hand, produced alterations in admissions. In the six vears from
1794 through 1799, over 45% of those with typhus entered

hospital:8

Table 10: Reasons for Admission of Patients in Sample, 1788-1808

Reason \ : N % of total
Infectious diseases 751 25.1
Traumatic conditions - 557 18.6
Surgical infections 318 10.6
Diseases of the digestive tract 312 10.4
Genitourinary diseases 271 9.0
Respiratory diseases 231 7.7
Circulatory disorders . 170 5.7
Miscellaneous Med-Surg 111 3.7
Diseases of the skin ' 104 3.5
Musculoskeletal disorders 67 2.2,
Tumors and cancers 52 1.7
Neurological and mental diseases 38 1.3
Eye and ear problems 13 .4
Total 2995 99.99
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Table 11: Reasons for Admission of Men, 1788-1808

Reason‘ N E %

of Total
Infecticus diseases 437 23.2 14.6
Traumatic conditions’ 419 22.2 13,9
Surgical infections 206 10.9 6.9
Diseases of the digestive tract 186 9.8 6.2
Genitourinary diseases 176 9.3 5.9
Respiratory ‘diseases 146 7.7 4.9
Circulatory disorders : 86 4.5 2.9
Diseases of the skin 62 3.3 2.1
Miscellaneous Med-Surg 61 3.2 2.0
Musculoskeletal disorders . 41 2.2 1.4
Tumors and cancers “38 2.0 1.3
Neurclogical/mental diseases 25 1.3 0.8
Eve and ear problems 4 0.2 0.1
Total 1887 99.8 63.0

Table 12: Reason for Admission.of Women, 1788-1808

Reason . N % % of total
Infectious diseases 314 28.3 10.5"
Traumatic conditions 138 12.5 4.6.
Diseases of the digestive tract 126 11.4 4.2
Surgical infections 112 10.1 3.7
Genitourinary diseases 95 8.6 3.2
Respiratory diseases 85 7.7 2.8
Circulatory disorders g4 7.6 2.8
Miscellaneous Med-Surg 50 4.5 1.7
Diseases of the skin 42 3.8 1.4
Musculoskeletal disorders 26 2.3 0.9
Tumors and cancers 14 1.3 0.5
Neurclogical/mental diseases 13 - 1.2 0.4
Eye and ear problems 9 0.8 0.3
Total 1108 100.1 37.0

Communicable diseases have also been included in this
category. Several expressions are used in the registers to
describe diphtheria. On any occasion it might be known as angie or

llagas en la garganta. People were also hospitalized with measles

.
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and mumps. Hence, it is evident from the records that doctors in
the late eighteenth century were familiar enough with certain
infectious diseases to make consistent diagnoses.

Traumatic conditions such as injuries; wounds or accidents
were the second most common reason éor people of either sex to
come to hospital.-Women who suffered injuries of various kinds
representéd only 4.6% of the patient population. In contréét, 75%
of those with_injuries were hales, the majority of whom were
single. f&though the actual locatiom of the injury was not given
in.many?cases, there was ample evidence that all parts of the body
were affected. Those with head wounds, for exampie, represented 8%
of admissithis in this category. In a new cify in full constructicn
until well into the ninefeenth century, work-related accidents
were common, as were the injufies and blows one might suffer in an

occasional dispute. In these cases, the hospital offered emergency

care for legitimate needs.

;Surgical procedures and ﬁnfections' is one éf the‘more
difficult categories to describe. Initially, those diseases
originally‘ﬁdund in the admission books of ghe—igggical ward were
included here. Some others, however, such as ulcérs, were added
because the treatment wés_ultimately surgical. Of course,
abscesses, inflaﬁmatioﬁs-and burns are also listed. It is

interesting to note that even though women underwent surgery less
»
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frequently than men, these problems affected between 10-11% of

both sexes.

Diseases of the digestive tract-we;e slighfly more prevalent
in women than men. Stomach aches and intestinal probléms, such as
diarrhea, were the most common. It is natural to assume, however,
that these symptoms were simply manifestations of more serious
illnesses. The capital 's poor water supply was most probably a
contributing Factor to tﬁe sqvefity and prevalence of these

symptoms and related diseases.?

The genitourinary diseases include illnesses which affected
the sexual organs and urinary tract of both men and women. In this

patient popuiation, syphilis and its related llégas galitas make

up close to 80% of the'categdry. In fact, this venereal disease
was one of “the most common diagnoses used in the libros. It was
most prevalent amongst male .adults between the ages of 20 and
24.10 Urinary tract infections, gout, anuria and polyur&a were
also treated. The latter might indicate-thé presence of-diqbetés
‘in the population but this cénnot bé verified on the basis of such

minimal numbers.

Nearly B% of the hospitai population suffered from
respiratory problems. Pains in the side and chest accounted for

close to 80% of these cases. Dolor de costado (side pain) was one

of the most common diseases listed in the registers and accounted
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for 22% of the deaths iﬁ this category. Its incidence wag directly
proportional to age, b comihé ﬁqre prevalent in those approaching
middle age, between_SO d 69 years. Other‘terms such as~gu1m6n,
giéiglaﬁd Qleuriti&b were used interchangeably to describe similar

respiratory3§pnditions. Of course, chest pain (dolor del pecho), !

©

was also common to other conditions.

Circulatory problems accounted for élighply less than 6% of
all admissions. Although conditions relating to hemorrhage were
common, the largest group numerically had hidropesia or dropsy.
The disease appears to have been present in many forms, including
congeséive heart failure and ascites, mosﬁ-likely due to
cirrhosigr In 46% of the cases it was fatal. Most patients

suffering from dropsy were discharged within three weeks of their

admission. There was even a case of negra or polycythemia ve.ra.11
One can only imagine with horror what the poor woman suffering
from the disease went through in the hospifal; While this is only
speculation, one would suspect that she received_thg accepted
treatment of the era and underwent several phleBotomies and
leechings. Incredibly she survived ghe ordeal, at least so as to

be discharged.

Some of the medical and surgical ailments could not be
readily classified into the existing structure so a miscellaneous
category was created for them. Generalized aches and pains,

totally undistinguishable by description, repreSEﬂged slightly
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more than 70% of these admissions. Those suffering from old age
were also included. Although obstetrical caqé was not generally

-—

available in the institution, one woman had surgery as a "result

of pregnancy".

Skin diseases certainly existed in the capital. Several
entries refer to them specifically. In the eighteenth century,
however, many terms (which have since béen defined more precisely)
Qeré used interchangeably .to describe different symptoms of the
same illness:.For example, although there were separate
institutions which cared for lepers, two patients were admitted to

San Juan de Dios with lepra or leprosy. It is highly unlikely that

this diagnosis was anything other than symptomatic. Physicians’
knowledge of the disease and the stringent laws regarding '
isolation of its victims would prevent the admission of such a

person to the general hospital.
< ‘

Over 50% of patients in this éategory suffered from
granulated closed ulcers and yaws. Erysipelas was present in lower
numbers but there was no indication that the afflicted patients
were kept isolated from the others. Even though the hospital staff
was aware of some measures to prevent the spread of contagion, it
}s'%ighly likely that knowledge was not so far advénced to enable

them to understand the infectious nature of. this diéease..-
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Only 2.2% of the'patient population suffered from
musculoskeletal disorders. The majority of the complaints in this

category were directly related to rheumatism and its effects.

Thus, the most common diagnosis was dolor de huesos or bone éain.
Patients with tumors and cancers were also in the miﬁority. only
one was admitted with.the‘actual diagnosis of cancer, while over.
60% had unspecified tumors. There was, however, an attempt to give
exact anatomical locations, arnd fumors cf the foot, arm, chest‘and
leg appéared.in the registers. Few neurologiéal disorders'were
'discernible in the;admission buoks but there were.some people who
did suffer from epiiepsy, mental demensia and headaches. One
person was éven admitted with rabies. Unfertunately, the minimal
numbers and vague nature of the diseases in all three of these

Ay s
categories prevented any meaningful analysis.

Eye and ear problems were the least likely reason for peqple
to come to ﬁospital. The three who underwent treatment complained
of gloudy vision, most probably cétaracts; One would expect .this’
group to be larger considering Espgrragosafs-known expertise in
lens extractions. Evidence indicates, however}.that he was willing
to pericrm the surgery gratuitouély either at the hospital or in
the homes of the peor. At a meeting of the ‘Economic Society on
July 15, 1798, the humanitarian works of Esparragosa were outlined .
to the membership. The Secretary reported that one Antonio

Palacios, a poor 70 year old man,. totally blind for 20 years, had
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retently under;one a cataract extraction from his right eye. He
sooh recovered his sight aqd‘could now see clea:;ly.12 Whether the
doctor was.as altruistic as the report suggests is speculative. By
doing the operaticns at no charge he was able to help those with

cataract problems and improve his own technique.

A

In a society plagued by endemic and epidemic diseaéqs, it is
not surprising that infectious diseases were responsiple for forty
per cent of hoSpitél deaths overall (see Table 13).13 In:faEt, ﬁen
and women suffering from these illnesses died in equal
propbrtions. Males were more prone‘to die from gastrointestinal
than circulatory problemé. Women, on the cother hand died from both
at a similar rate. The cases of Manuel Garcia and Maria Vicenta
Saquil are representative of those-dying frbm.these aillments.14
Manuel,'a‘widower, was admitted to hosgital on January 31, 1807
suffering from calenturas, a high fever.l5 The sixty;year old
indio’s condition deteriorated steadily and he died two days
later.l6 In that same year, the india Marié, wife of Mariano
Santos, died on June 12'at the aée of twenty.l7 She had been
admitted to the female medical ward thirteen days earlier with
diarrhea and vomiting:ahd never recovered.l8 Even though their
reasons for entry did n&t go beyond these symptoms, a common .
feature of diagnoses of that era, it is iikely that they suffered
fr&m a more Severe illness. After all, togtﬁis day, high fever,
diarrhea and vomiting are Ehe preséhting.symptoms of a multitude

of diseases. .



Table 13: Reasons for Admission of.Patients Who Died
in Hospital, 1788-1808

Reason : ' - Males Females
N $ N %
Infectious diseases +107 ©39.9 .79 39:9
Diseases of the digestive tract 40 14.9 30 15.2
Circulatory disorders 28 10.4 31 15.6
Respiratory diseases . 28 10.4 17 8.9
Traumatic conditions 26 9.7 4 2.0
Surgical infections 12 4.5 16 8.0
Miscellaneous Med-Surg 8 3.0 8 4.0
Genitourinary diseases 6 2.2 5 2.5
Musculoskeletal disorders 5 1.9 4 2.0
Diseases of the skin 3 1.1 3 1.5
" Tumors and cancers 3 1.1 1 0.5
.Neurological/mental diseases 2 0.7 - -
Total . ‘ 268 99.8 198 100.1

Respiratory illnesses were the fourth most common cause of
death in both men and women. Even though women were much less
likely to be admitted for problems requ1r1ng surgical-
1ntervent10n, they dled at twice the rate men dld Not
“surprlslngly,ﬁdeaths from traumatic accident or injury were much
higher for males than females. One}would assumeagbat many of these | °
were work-related accidents.l® Certainly, this was the case for
‘twenty-five year old José Macdn. He fell, most likely from a
scaffold, while working on the cathedral in September, 1808 and
died almost immediately thereafter in hospital.

Another aséect of the mortality question also deserves

examination. While circulatory disorders accounted for only 5.7%

of overall édmissions, they mgoduc 13% of hospital deaths.
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" Diseases of the digestive tract also had a higher ratio of deaths

per patients admitted.20. Combined with the deaths caused by
infectious diseases, they account for 68% of hospital mortality.
Were these illnesses far more serious than symptomatic
descriptiohs suggest? Without doctors’ ™ case notes it is_difficult.
to tell. Onthe other hand, a review of the 1en§£hs of stay of men
and womeﬁ'who died in the hoépifalﬂ}see Table S, Chapter II),
indicates that thi; is 30.21 It is guite possible that even though
the doctorg were seeﬁihgly_ablg to treat.and cure many of their
patients, the state of médicihe and surgery at the time precluded

their doing all they might for those in desperate need.

Social Characteristics of Disease

There were very few changes in admission rates of each

~

disease category during the period (see Table 14).22 The

admissions in the infectious disease category were consistently

above 20% per annum throughout and rose even higher in epidemic

~years. In the years 1794-1799, for instance, 29% of incoming

patiénEs were afflicted. Treatment of traumatic conditions
increased steadiiy from 15% in the, early group to 21-22% in the
latter years. This cobld most 1ikely be due to the nightly rounds,
undertaken by the hoépital board. There may aiso have been more
surgeons available. Admissions rose in the surgical procedures and

infections category from 8% to 14% but this is not surbrising. It
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is simply a reflection of the increasingly greater role which
surgery came to play in the hospital.23 There was steady decline
in admissions of people suffering from genitourinary problems.24

But, that was most likely due to the drop in admissions of

syphilitics during the %fpkod.

Table 14: Admissions in Disease Categories Over Time (%)

1788- 1794-, 1800~ 1805~

Categories 1793 1799 - 1804 1808
Infectious " 22 29 26 23
Traumatic 15 16 22 21 >
Sungical Infections 8 9 12 14
Digestive tract 12 9 11 11
Genitourinary 16 9 5 7
Respiratory 9 7 6 8
Circulatory 8 7 4 4
Misc. Med.-Surg. 5 6 3 2
Skin diseases 2 3 4 4
Musculoskeletal i 1 3 4
Tumors/cancers 1 2 3 1
Neurological/mental 1 2 1 1
Eyes/ears 1 1 g 0
Totals : 100 » 100 100 100

N= 711 N= 692 N= 755 N= 837

An examinatioﬁ of_seven or eight of the most common diagnoses
listed in the patient registers provides a representative summary
of the changes in epidemiblogical patterns as the eighteenth
century gave way to the-nineteenth (see Table 15). The fluid
nature of the infectious diseases category is evident .from the
ﬁiéures in the "fiebre" and "tabardillo" (typhus) categories.

There was a 15% drop in the “llagas"'category.\This phenomenon
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might simply be the result of more accurate recdrding of . the
diagnoses. Thus, "llagasf or "herido" would be accompanied by a
description of the anatomical location of the ulcer or Qound..
Still, there is not enough evidence £o suggest that the reduced
admissions of those with ulcers was due sclely to mediéal
-"progress”. ~

Table 15: Some of the Most Common Diseases Listed in the
Libros de enfermos {(in %)

% total 1788- 1794- 1800- 1805~ Total

Diseases’ sample 1793 1799 1804 1808
Fiebre . 1 .
Calenturas 16.8 ~ .29.4 23.6 25.8 21.1 99.9
Frios
" Galico ¢ 6.7 48.0  24.8 12.4  14.8 100.0
Tabardillo 5.5 1.8 45.7 23.8  28.7  100.0
Llagas . . 4.8 27.6. 22.7. 32.4  17.2  99.9
.Dolor de costado 4.2 36.8 '22.4 - 20.8 20.0 100.0
Hidropesia 3.4 | 32.7 29.7 18.8 18.8 100.0

One would thiﬁk that there would be some relationship between
disease on the one hand and gender, race and marital status onh the
other. Using the diagnostic category as the control,
crosstabulatioﬁs of race and gender, race and marital status, and
geﬁder and marital status were done. Unfortunately tﬁis proved
unsatisfactory. The results are includad here to show why further

analysis was not attempted (see-Table 16).25
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Chi Sgquare and Significance Levels fkr Crosstabulations
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Table 16:
of Gender, Race and Marital Status bly Disease
3 ! .
Disease Race by Race by Marital Status by
Gender Marital / Gender
"Infectious 16.03221 20.96634 25.49474
0.0011 0.0019 0.0000
Genitourinary 19,75122 23.24030 1.46031
0.0002 -0.0007 0.4818
Circulatory 0.75078 0.95000 7.67977
. 0.8612 0.9874 0.0215
Traumatic - 6.39165 7.42993 28.11325
0.0940 0.2829 0.0000
Digestive 0.31150 9.39627 _1.21293
. 0.9579 0.1525 0.5453
Surgical Infect. +1.74116 4.27419 4.31309
u 0.6278 0.6396 0.1157
Respiratory. 1.39847 6.69115 4.63863
0.7059 0.3504 0.0983
Skin diseases 7.50491 13.38284 2.35451
0.0574 0.0373 0.3081
Musculoskeletal 2.29258 12.22984 2.30723
0.5139 0.0570 0.3155
- Tumors/cancers 4.11706 15.53450 3.36132
0.2491 0.0165 0.1863
Eyes/ears 0.81680 9.49205 0.48148
- 0.8454 0.1477 0.7860
Neurolog/mental 4.56262 1.49653 1.85592
: 0.2068 0.9597 0.3954
Misc. Med.-Surg. 1.36453 10.77711 0.53768
0.7139 0.0955 0.7643
Chi-square = tob figure. Significance level = bottom figure.



Except for two cases, there seemed to be little relationship
between the variables. Not sdrprisingiy, the two most significant
were 1n the marital status and gender. tables for infectious
diseaseé and.fraumatic conditions. This was not an accidental
phenomenon. These groups accounted for many of the hospital
popuiation and. gender differences did exist within these
categories. Without obstetrical care available at the hospital,
there was no one disease common to females. On ‘the other hand, ..

traumatic conditions were as near to being specific to males as

peossible.

The most common diseases taken from the registers, however,
are more likely to provide the link necessary to somehow relate
marital status and race with disease. Syphilis is a case in point.
OQver 60% of admissions were single. Of the 30% who were married,
Spaniards and mulattos wére dominant. In fact, 22% of those in
hospital Qith syphilis were Spaniards. This was ‘the only category
in which they were at all prominent.2® Evidence points to a'high
incidence of syphilis in single mulatas and Indian women but,
althoiugh this is tenttative, it would not be surprising given that

they were the most oppressed in the society.
Indians fared badly in the society and in hospital. The rules

and regulations set forth by the Spanish Crown in the

mid-sixteenth century did little in reality to protect los indios.

Instead, they were margiral to the society that developed around
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them. In the hespital, they suffered the highest géath rate. It
must have been frightening for Indlans ill\enough to reqguire
treatment to come to the hospital. Even as they may have come in
response to the active public educationﬁcaméaign on the control of

contagion, one-quarter of them would die in the institution, 27

The human condition of Guatemalans at the end of the
eighteenth century, however, is best described by the anecdotes
which follow. In the capital city, fhe pliéht-of some cannot help
but engender sympéthy. Take, for example, Maria Valdez} a twelve
year old Spanish girl living in Nueva Cuatemala, who was admitted
in October, 1804 to the surgical ward after beihg cruelly whipped

(the entry actually states azotada cruelmente). She left after ten

dgys,.presumably as her wounds were ﬁealing adequately. While no
reason was given,K for the whipping, one might suspect parental
discipline. Even though'obstetrical care 'was not given under
normél-circumstances, on two occasions in 1805, women who needed
care were admitted. In one instance, a fifty year old married
espafiola came to hospital after having been raped..A more poignant
story ,is that of Felipa Gaspar, an unmafried mufata girl off
sixteen years, who died four days afterladmission from
cemplications arising from a pregnancy. She %puld have suffered a
miscarriage but more likely it was a post-partum hemorrhage. In

any event, whatever the cause, the surgeons were unable to cope to

her advantége.
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On one occasion at least, the hoséital showed compassion to
those in peculiarly difficult ci;cumstqnces. Juana Garcia, a poor
thirty¥four year old iﬁgig, married wigg%two children and from
outside the city, was allowed to keep h;; offspring with her when
she entered the hospital in December of 1806. The children
.remained in therinstitution while their mother receivéd treatment
for chills and fever; all three occupying:the same bed during
their éhirﬁy day stay. While the hospital'é generosity was
laudable, its adménistrators showed a lack of concern for, the

possible séread of contagion as well as the general health of the

children.}

Unfortunately, the occgpations_of patients were not included
in the registers,’yet, on-oééasion, one is told that, for, example,
a forty year old married indio from Ciudad Vieja, on the outskirts
of Antigua, was employed as a carpenter by a Don Antonio (last
name not provided), resident of tﬁe new capital. In April of 1803,
the man was brought in by his employer with an injury, most 1ikéiy
work—related. He was discharged twenty-four days 1a£er. Just as
Don Antonio obtained medical attention for one of his cérpenters,
female employers also‘sought health care for their personal
employees. Raimunda Lecnarda, maid to Dofia Xavier Barcena, was
brought to hospital in late Augqust, 1804 suffering from typhus and
died two days later. With the populaﬁion so sensitized to the
signs and symptoms of the disease, however, one might conclude

that Dofia Xavier was more motivated to keep her home as free from
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infection as possible. On-the other hand, she may have genuinely
cared for the mulata who had been in her employ for a number of

years.

T per echelons of the society appeared more frequently
after 1800. Tﬂér? were twenty-three altogether, eighteen "Dons”
and five “bdﬁas". Two of the Dofias were admitted in 1795. One,
sixty year. old Dofia Maria Sierra, .died of dropsy on the day she
-was admitted. As an elderly single Spanish woman from the old
capital, she probably had no one to care for her. The‘okher, Dofia
Bertruda Reyes from Guateméla was ohly twenty-two when she came to
the hospital for,treétment Qf gdlico or syphilis. The whole
episode must have been guite distresﬁgng for the young married
woman. 28 The other.three, all residents of the.capital, were
. admitted after 1800 with gangrene, uncontrollable hemorrhage,. and
high fever. An eighty-three ye;r 0ld widow, Dofia Josefa
Sallasierrg, died frém gangrene on her first day of

hospitalization. Dofias Josefa Malpica and Tamara Hernandes

survived their bouts of illness.Z29

Of the eighteen Dons, fourteen were single and gave their
place of origin as Spain. They were relatively youthful, with ten
under thirty. Even though the length of time they spent in
hospital varied from two to eighty-three days, half of them were
there for under tén. Only one died. Don Manuei de Zea, a

thirty-six year old Spaniard from Seville, was the comptroller of
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the hospital whenshe was admitted with dolor de costado in July

1806.30.Very few came in with fever-related illnesses, five were
admitted Qith symptoms akin to those of venereal disea;é. The
bravest patients in this group had to be Miguel Castéllanos and
José Tajos. In July and September 1804, respectively, they -
presented themselves tc¢ the hospitél's surgeons for a
hemorrhoidectoﬁy and an inguinal hernia repair. Twenty-two yeaf
old Miguel was there for sixty;four days waiting for his
hemorrheidectomy wound to heal. ée must have come intc contact
with José who arrived in the surgical ward lesslyhan two months
later. One wonders how the seventeen year old ﬁustered up the
courage to undergo the hernia repair, given‘fhe state of surgery
at the time. They both survived to be discharged back to their
homes far removed from ‘the capital. Thus, the hospital ﬁay have
provided an important 'service to the elite from outlying areas of

the kingdom. It is possible that they may have come to the capital

simply to have their elective operations performed by renowned

surgeons.

San Juan de Dios also provided medical care to prisoners from

the local jail. The thirty prisoners listed in the sample included
twenty-eight men and two.women, one of tham the female sentenced
to ao hospital service by the tribunal. In fact, the other
twenty-nine were bona fide patients in the institution, a

situation bﬁrne out by their presenting illnesses. They were of
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varied racial origins with four Spaniards, seventeen mulattos, six

Indians and one mestizo in the grbup.31l0nly one appeared in the
sample-befo;e 1802, with the numbers {up to thirteen).increasing
as time went on. Whether or not a place of origin or.residence was
listed for them, all were brought to the Hospital by various’

‘alcaldes from the local prison, the Cdrcel de Cadenas, on the

outskirts of Antigua. Nearly half stayed, between five aﬁd ten
days, although‘some were there as long as tﬁree;mpnths.32
Certainly they were not unlike the mainstream of patients who
usually stayed between five.days and three weeks .33 Three—quarters'
of thg prisoners wére single, the rest,.including the mulata, were
married. In the age category they alsoc were représentativg of the
‘norm, ie: the majority was twenty to thirty-four years cld.

One might expect prisoners to come to hospita{_with'injuries
or wounds of one kind or another, yet this‘was not the case. In
fact, they were-afflicted by a variety of ailments. Aside from the
chest, bone ‘and knee pain suffered by séme, only five were

admitted for injury-related reasons. Skin diseases and tumors on

face and foot were present, as were the llagas galicas {syphilitic

sores). Of most concern to pr%sqn authorities, however, w§s~the
oqtbreak of meésles in.Mafch 1804. Only two male prisoners

appeared in the sample as having beén brought from priscon after
contracting the disease, but more:were evident in the registers

themselves.
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There was only one entry from D;. Esparragosa’s Diario
which was legible on the microfilm and it was more like an
admission note than a case history. Yet the description of the
patient ‘s iéjury illustrates the Spanish penchant for detail. We
are told -that Felipe B., a mulatto from Guatemala, was fifty-six
years old when he ‘presented himself to the admitting officer at
the.hospital on September 21, 1801. He had been hit by a rock,‘
" between the eyes;-in the middle of his head. One can only presume
that his mental sﬁatus might have been somewhat impaired by the
injury yet, if he wanted quality treatment for his eyes and head
‘he had come to the right place. By this fime Esbarragosa's
expertise, at least in eye surgéry; wag well~known. Felipe left
the.hospital twenty-eight days 1a£er but we are never informed as

to his cendition on dis,charqe.?"4

The patient fecords at times detailed the sorrow surrounding
an institutional death. Life’s tragedies, acted out with the
hospital wards as their sfage always seem té'elicit more emotion
from us, especially if the situation i;;olves a sudden and acute
change in a patient’s condition. The highly descriptive language
~used to communicate these circumstances is perhaps a most human
reaction to the shock of seeing soﬁeone, heretofore healthy, die
before our eyes. The deep sadnéss felt by the hospital scribe
after the following incident was most evident in his description

of events. On April 28, 1803, th José Aycinena appeared at the

door of the hosbital with a wounded Pedro Gijon in his arms. The

-
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young mestizo jhe was thirty) was married and, althouéh he‘was
from Antigua, ﬁe had made thé-aew capital his home. One sensés; in
this case, the drama of an emefgency paffént being rushed into
surgery, yet.Pedro was not so lucky. Before they could get him
{ntq’a'bed he died at the door ii/fhe ward, still in Don 36;é’s
"arms. Byt death had its bittersweet reward: the Aycinenas were
Guatemala's first family. For what more could one wish'than to die

7
“in the arms of one of the most noble in the kingdom?35 d

It is not ‘a coincidence that many of -the examples described
-abqve ;;iéte to the years after 1800. Much has beeﬁ madé of the
a@ministrative-changes that occurred in the hospital at this time
.and with good reason. The‘docqmentatién was much more
comprehensive than before, .or maybe it appeared so becausevof_the
more rigorous attention to detail once the hospital came under
sgéulaf control. |

J

Conclusion .

This brief description of the .diseases suffered by the

patients of San Juan de Dios between 1788 and -k808 offers proof

that physicians and surgeons inlthe capital city actively ;reated
a wide rangeJof.illnéésésl'Although the citizenry was just as ——
susceptiblé to epiaemics as other eighteenth century societies in
North America anq Europe,.the-goal of those working at the

hospital was to provide aéequate medical care to those in need. It

L
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became more and more a reflection of the Enlightenment as surqicai
intervention begcame more important in the treatment of many
. . - L™ ‘.

diseases.

-

\

-

The classification of these diseases .into bodily systems

.gives some indication of the general patterns of ‘illness in

Guatemala City. It must be recognized that many of seemingly

internal ailments were much-more serious than their symptomatic

.

descriptions suggest. Also, fevers and chills were so dominant in

the hospital ‘s pdpulation both in germs of reasoﬁs for admissioh
and;caﬁseé of death thét-they bvérshadowed thé others. While
comparisons-wi#h-institutions elsewhere ate difficult to m?ke due
to the léék of published studies, some diseases were common to

. * . '
patiants in MekXico City, “Edinburgh as well as Guatemala.
-.Gastrointestinal and tespiratory disorders- which were so
‘evident in Chase’'s study of Mexico City hospitals were not as

‘. .

prevalentw;n Guatema1a but were seemingly .just as deadly. In
Scotlapdgf@ﬁ%ﬁﬁé other hand, diseaées of tﬁe digest}ve'tract were
much Iessﬂggﬁﬁgn. In fact, in Edinburgh’s Royal Infirmary, the
most frequently listed reason for admission was genitouringry‘
disorder. Spanish American hospitals, however, had declining
numbetrs iﬁ this category, most probably related to a decrease in

syphilitic patients.
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Even though upper class Guatemalans did receive treatment at

the hospital, most of the patients were from the lower

i
s

socio-economic orders. The profile of their diseases is indicative

..

of that. Many of the skin, gastrointestinal and respiratory
problems ﬁhich afflicted them were proper to the living conditions
which they.had to endure. Even those who suffered traumatic injury

were, to a certain degree, victims of their environment and social

- "
r

condition. But then, despite the scientific and educational
vocations of a general hospiﬁal,'it was also part of its proper

role to meet the needs of such as these. .
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NOTES

1. Although the débate over the origins of 'syphilis continues, it.

is accepted that this disease was present in the New World before

the Conquest.

2. The various arguments are outlined in the Intreoduction with

reference to Peter s article "Disease and Society‘.;.“.

~

3. See Risse’s third chapter in his recently published monograph,

Hospital life..., p. 124.

-

~

4. The latter two categories, which accounted for 126 cases, were

not retained. Thus, the analysis is based on 2995 cases.

5. The first board of public health was created at this time.
Earlier, a vaccination board concerned with immunizing the

population against smallpox had functioned in the city.
6. See discussion on type of care in Chapter II.

7. The surgical cases reported 71% males and 29%. females.
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8. Typhus admissions: 1794-1799, 45.7%; 1800-1804, 23.8%; and,

1805-1808, 28.7%.

9. An agueduct, built in 1832 to alfeviate the problem, brought
the water a distance of fifteen miles. See William Eleroy Curtis,

The Capitals 'of Spanish America (reprint ed., New York, 1969}, p.

60.

10. -The profile of those with géliéo shows 60% male and 40%

female.

-

11. Ayerza’'s disease is characterized by an increase in red blecod:
cell mass in the bloed and is marked by distention of internal

organs and persistent dyspnea. See Dorland’s Illustrated Medical

Dictionary, (26th editiﬁnf {Torento; 1985}, p. 385-6.

R

12. Sebastidn Meldn, Quarta junta publica de la Real sociedad

econdmica de amantes de la patria de Guatemala celebrada el dia 15

de julio de 1798 (Nueva Guatemala, 1798).

13. It is important to remember that only the admission complaint
was noted, although in many cases it was also likely to be the
cause of death. In the discussion on mortality it will be presumed

that the two are compatible.
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. 14. The burial records for the hospital grounds existed, along
i:) with the patient registers, for the'year 1807.. These two cases
were located and deciphered in both sets of records. Both were

_ \
buried in the hospital cemetery.

15. MCM 574-A, leg. 1851, exp. 12137.

"

16. MCM 573-A, leg. 1851, exp. 12136.
17. MCM 573A, leg. 1851, exp. 12136.

18. MCM 577-A, leg. 1866, exp. 12188. Both Manuel and Maria were
. from Indian barriosy Candelaria and Jocotenango, just outside the

old -capital of Antigua.

»

~19. Unfortunately, the occupations of the patients are not
generally included in the registers but on occasion references to

the patient’s employment are made.

20. Ten per‘cent of admissions as opposed to 15% of deaths were

attributed to gastro-intestinal problems.
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21. 43% of females and 47%. of males expired during their first

week of hospitalization.

22, Using the following yearly groupings, the major disease
categories were analyzed to establish changes in admission rates

over time: 1788-1793;°1794-1799; 1800-1804; 1805-1808. .

N
23. The increase in'surgical cases after 1800 was discussed

earlier.

24. The admission rate for these particular diseases dropped from

16% to 9%.

25. Statistical significance should be between 0.0001 and 0.0000,

the closer it is to the latter, the better. C . “

26. Only 21% were Indians; 47% mulatto and 10% mestizo.

r

-

27. The actual figure is twenty-three percent.

28. She stayed twelve days.

-
-
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29. Josefa was married, thirty years old, with flu;gﬁae sangre or

A

uncentrollable bleeding. She left, presumably'cured, after one
week. It took thirteen days to stabilize Tamara’s fever. At sixty
years of agé and single, she probably was more prone to ill health

than those younger than she.

30. This expression has been translated to mean tuberculosis or

pneumonia, certainly it was a symptom which referred in some way

to the lungs. Deon Manuel died the same day.
31. The racial origins of one of the group was not given.

32. Their length of stay did vary between four and eighty-two

days.

33. Eighteen prisoners were in hospital for five to twenty days.

34. Diario ..., leg. 1865, exp. 12182.

——
;

35. MCM 573-A, leg. 1850, exp. 12132.
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Conclusion
&

[

" The medical pfbfession and Enlightened: elite of late
eigﬁteenth century Guatemala City created a hospitq} facility
which offered up—£o~date medical care to the citizens of the
Ceﬁtral American kingdom. Given the older historiography on
hospitals this aséertion‘may seem surprising. Nonetheless the
evidence is conclusive. While one might assume the existence of a
"will to provide medical care" mergly from Enlightenment-inspired
reform projects or from undoubted advaﬁces in eighteenth century
medical education, these indices must be supplemented with
practical evidence that hospitals shared in the new values. In

this thesis the patient registers of the Hospital de San Juan de

Dios were used to provide empirical proof that this institution
provided medical care and was in every sense, an expression of

Enlightenment reform.

It is evident from the reports generated by Crown ministers
"in 1782 that the Bourbon administration was inten? on streamlining
its health care facilities to better serve and benéffﬁ the public.
Yet, witﬁout cooperatién from colonial officials and elites, these
recommendations could not be.aéted upon overseas. That sﬁpportt

however, was forthcoming. In response to the reports, Guatemalan

medical and social reformers were able to gradually transform the
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Hospital de San Juan de Dios into the kind of general hospital
which Bernardo Ward and Campomanes envisioned, one which treated
all classes in the population. But what' is the practical evidence
of this? The only way that we can demonstrate that their goals
were realized is by examining;the patient registers to see who
attended this hospitalf That reéearch validates what was posited.
Not only do the libros establish that all racial groups of both
sexes were represented, they also show that priesté, prisoners and

-

soldiers were included in the patient populaﬁion.

If all racial groﬁps are represented in the admissions
registers, however, this calls into guestion the standard
perception that hospitals in this period were primarily intended
for the poor. The relevance of the registers in addressing this

issue may at first deem suspect given the absence of direct

. evidence on the economic conditions and occupations of, the

patients. Despite this, however, we do know that in the Latin
American colonial setting wealth and social status are highly
correlated to race. We can use the ethnic diversity which is
appérent from the examination of the libreos as an indicator of
social dibersity; Thus, even though the lower classes (Indians and
coloureds) were predéminant in the hospital population, it is ‘
highly significant that Spaniards were also there in,appreciabfe
numbers;Fstill moré surprising, given the high degree of o
proﬁegtivehess-shown by that white society toward its females, is

the presence of Spanish women. Even Dons and Doiias, who were
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considered noble, wé}e patients and entered in increasing numbers
afﬁer the secularization of the hospital. While the presence of
the poor in hospital might be viewed as an indicator of indigeﬁce,
this cannot be said for those in the highér socio-ethnic groups. .
That ggi Spaniards were. in that hospital is strongly suggestive of
the fact that the insti£ution did not cater simply to pauperé.
Examination of the registers, however, offers more than proof
that the hospital actually developed as the elite hoped it would.,
The libros reveal, on several levels, that the doctors were quite
serious.about providing the most advanced and up-to—dafe medical
care to the public and that this perception was held by the
population. Indeed, if members of the higher castes admitted
themselves to hospitai they must have felt that the institution
pffered genuine medical care. This attitude can be attributed to
the other groups as well. In fact, one of the most striking
features of the admission figures, counted from the registers, is
the continual rise in the number of patients, especially aftef
1803. As demographic and economic conditions in the colony were
stagniggﬂand,thsfe is no evidence of major upgrading or

. ~ . :
enlargement of the.institution’s physical plant, the greater
AN

T \

numbér\bi\admissions\must have been due to an increased
N ;
willingness on the part of the citizenry to be hospitalized.

Cgrtalnly as the institution became more oriented to medical

concerns and professional functions, the population had to become

iﬁc;easigély aware of its therapeutic goals. Yet, the public’s
\-.—/
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- perception of a care-giving institution is not the mostéimportant‘

”

feature of this guestion. .,
The records are far more valuable for what they tell us about

what actually happened in the hospital. They'are crucial in

proving that the doctors actually provided genuine medical’

services. If this were so, one would expect that an Enlightened
institution would place an increasing emphasis on surgery as the

nineteenth century dawned. In the_HOspital de San Juan de Dics

surgical admissions tripied over the twenEy Year period under
study to nearly equal those.on.the medical side. This obvious
increased interest in surgery and greater supbly of fgcilities for
operations testify to the importance of Enlightenment ideals in
Guatemala. Certainly the hospital became more and more a
refleqtion of these ideals as surgical intervention becéme more

important in the treatment of disease. ’

Also indicative of the medical profession’s commitment to
giving care‘was th?t thé-surgeons,'like those in Scotland and‘
France, were using casebooks. Although I could not make extensive
use of the one written by Dr. Esparragosa, its very existence
attests to the fact that active treatment was offered at the
hospital. The libros also provide independent information that
complicated surgery, such as inguinal hernia repairs,
haemarrhoidectomies and cataracts, was being performed.

Esparragosa’ s accomplishments and skill in performing eye surgery

-
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in general and lens extractions in particular were ,publicly
acknowledged. Anyone entering the hospital with eye problems would

know that a skilled'surgeon would be caring for them.

There were ovef four hundred different reasons fdr admission
listed in ;egisters. While we cannot know how %epreséntative these
~are for the city we’'can a£ least determine that certain diseases
that brought people to hospital were present in the population.
Only the registers could Supplyt e information that we are
searching for in this feéard. Fyzi\éhem, we know that the ddcfors
were dealing with maﬁy serious ilyneiggs and. a wide range of
diseases. Afflictions such as tubeg%ﬁlosis, pleurisy, dropsy,
epilepsy, typhus, kidney stones, aﬁﬁ erysibel&smhestify to this.
What is most striking, however, is the‘relatfve_ease with which
the "diagnoses" fitted into Risse’s scheme based on Cullen'§
nosology. While it is known that Gﬁatemalan medical personnel knew
of Cullen s work, this is5 a clear indication that their knowledge

went further than the theoretical, they actually practised his
@ . : .

system of disease classification.

It hés been stressed in this thesis that the libros offer
valuable information about £he'functioning of the hospital-and -the
commitment of the medical profession to providing the public wfth
the best possible care. The registers, however, also reveal
something about the oppression and racial disparities of the

L]

society, the pervasive social inequality which was a constant
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feature of Guatemalan™olonial life. These records pointedléi
indicate if a patient was noble; ecclesiastic, soldier, slave or

prisoner; if he was white, mestizo, mulato, or Indian.-Since

ethnicity 'and social staEGs were diréctly‘related. the registers °
provide no 1eSé-than a map of the Guatgmalan'social spectrum. All -
general histories of the célony document that life.was grim for

| most.people. Surely this.is evident from the records which show
many of the lower classes afflicted with diseases traditionally
common to the poor. The positive‘relé;ionshig betwéen.colqr and
‘mortality isﬂgiéo a testament te the suffefing of those with

darker skins. Equally significant is the evidence of gender
inequality; For reasons unknown, Spanish women had a relatively \\//
high death rate and were the exception to this positive
reiationship between color and mortality. Ovérail, one in every
six females as compared to one in every nine males admitted to

hospital died there.

This thesis is part-of the recent and on-going historiography
on patients, a series of works which document their changingA
attitudes towards hospitalization during the eighteenth century. I
havg relied on past studies written by }rthur Iﬁhof and Guenter
Risse for guidance in my attempt to provide evidence that the

physicians and surgeons at the Hospital de .San Juan _de Digs

offered up-to~date medical care to the population of the kingdom
of Guatemaia. The records show that, in return, the citizens of

i
the capital responded to this commitment by entering the
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uld be cared for in a professional manner.
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APPENDIX [’\

. \ _ |
Appendix Table 1: Total Annual Admissions by Gender, 1788-1808

Year ' Males Females Total
N % "N ) N
1788 822 70.14 350 © 29.86 1172
1789 903  70.44 379°  29.56 1282 7
1790 1102  69.26 . 489  30.74 1591
1791 1139  64.53 626 35.47 . 1765 -
1792 1134  65.82 589  34.18 1723
1,793 1219 64.77 663  35.23 1882
1794 - 1158  64.62 634  35.38 1792
1795 1078  63.23 627  36.77 1705
1796 1020 “64.56 560  35.44 1589
1797 1112 68.01 523  31.99 1635
1798 10067 68.11 471  31.89 1477
1799 . 968 65.85 502 - 34.15 1470
1800 991  62.37 598  37.63 1589
1801 1143~ 64.69 624  35.31 1767
1802 ° ' 1.168- 62.49 . 701  37.51 . 1869
1803 . 1332  65.84 691  34.16 - 2023
1804 , 1871  67.72 892  32.28 2763
‘1805 ¢ 1576  63.35 912  36.65 2488
1806 1500 60.10° 996  39.90 2496
1807 1682  62.27 1019  37.73 2701
1808 1926  58.45 1369  41.55 3295
¢ Totad 25850 g4.52; 14215  35.48 - 40065



*Appendix Table 2: Seasonal Variations in Admissions, 1788-1808

- Year Season Number
1.788-1789 Dry 554 - ’
1789 Rainy “ 674 , .
1789-1790 Dry 741
v 1790 ' Rainy , ; 821 .
1790-1791 - Dry _ ' 862.\
1791 Rainy : 927
1791-1792 Dry 790
'1792 Rainy , 876"
1792-1793 Dry T 952
1793 - Rainy - 931
" 1793-1794 - Dry 837
1794 Rainy 963
“y 1794-1795 . Dry 753
1795 Rainy 961 .
1795-1796 . Dry 890
1796 . Rainy © 793
1796-1797 ‘Dry v 616
1797 Rainy 952 -~
1797-1798 Dr - 570
1798 Railny 690
1798-1799 Dry\ 643 . .o
. 1799 - Rain . 775
1799-1800 Dry . 711
1800 Rainy, 810
1800-1801 ‘Dry . 919
1801 ' Rainy " 92t ‘
1801-1802 Dry - 773
1802 Rainy 1037
- 1802-1803 - Dry 976
, 1803 Rainy 980
1803-1804 Dry ) 1310 X
1804 | Rainy 1402 -
1804-1805 . Dry 1150
1805 Rainy 1308
1805-1806 Dry 1314
1806 Rainy 1270
1806-1807 Dry 1419
© 1807 Rainy’ 1363
1807-1808 Dry 1514
1808 25-‘ Rainy ., 1769
. oo
TOTALS ‘v,  DRY " 18294
. ) RAINY - 20223
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Appendix Table 3: Racial Components of Hospital Patients,

1788-1808
Race -° %
espafiol 10.24
castizo 1.27 —-- )
- mestizo 10.28 | --- mestizo
ladino ~0.03 --- -
pardo 0.30 ~-- '
mulato 44.31 . |--- mulato '
negro 0.47 ==~

indio 33.09 .

-

Appendix Table 4: Numbers and Percentages Used to Calculate
Population Pyramids for’ Sample Population

Age ' Male " Female
N g N %
0-4 0 0 1 0.1
- 5-9 i3 0..7 15 1.3
10-14 60° 3.1 29 2.6
15~19 210 11.0 108 9.7
20-24 314 16.5 180 16.2
25~29 240 12.6 147 ., 13.2
30-34 336 17.6 181 . 16.3
35-39 ' 134 7.0 115 10.3
40~44 211 11.1 125 11.2
45-49 . 91 4.8- 29 2.6
50-54 134 7.0 71 6.4
55-59 40 e 2.1 26 2.3
60-64 66 3.5 55 4.9
65-69 17 0.9 8 0.7
70-74 17 0.9 9 0.8
75-79 5 0.3 3 0.3
80+ 18 0.9 11 1.0
Total 1906 - 63.1 1113 36.9
’ - 169



appendix Table 5: Ages‘bf Sample Population by
Gender in Selected Years '

M F M F M F M F M F M F

0-4 o o 0 0 0| O 0} O 0y 0 0y 0
5-9 0] 0 0j 0 01 ol 0 20 1 11 1
10-14 1 1 11 1 31.0 41 0 2| 3 6| 3
15-19 61 3 121 0 6] 3 5| 4 21(10 151 5
20-24 31 2. 16| 5 12{1Y 91 6 13(12 32|17
25-29 12¢ 3 12] 5 8| 7 71 6 6[15 2732
30-34 8l 3 13| 1 11| 9 15| 8 18710 19|17
35-39 41 5 9| 3 S| 2 10| 6 6| 6 11117
40-44 41 4 Bl 6 91 3 6| 4 121 5 151 B
45-49 2] 1 4 0 71 0 3] 3 1] 1 8| 3
50-54 4 2 4| 2 3| 2 4] 6 8l 2 13| 6
54-59 i{ 0 1] 0 1] 3 1] 3 2| 4 7| 2
60-64 0} 0, 2| 3 1 1 31 4. 41 6 41 4
65-69 1] 0 111 o[ © 1] 0O .0 2 11 0
70-74 ol 0 3|1 g1 0 2] 2 0] 0 0| O
75-79 0| 1 o[ 0 o 0~ 1+ 8- 0|0~ 2| 0
80+ 1( 0 0] O 1| 3 21 1 1] 0 0] 0
_____________ o mmm e mm e oo e
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appendix Table 6: Ages .at Death of Sample Hbspital Population,
1788-1808 (N=461}

Male . Female ) Total .
N $ N % . N - 3
0-4 0 0 0. .0 0 0
.5=-9 . 1 0.38 3 1.52 4 0.87 .
.10-14 5 1.89 3 1.52 8 1.74
15-19 12 4.54 13 6.60 25 5.42
20-24 25 . 9.47 - 17 8.63 P42 9.11
25-29 24 9.10 24 12.18 48 10.41
0 30-34. 39 14.77 29 14.72 68 14.75
35-39 17 6.44 .22 11.17 39 8.46
40-44 33 12.50 23 11.67 56 12.15
45-49 14 5.30 4 2.03 18 3.90
50-54 38 14.39 16 8.12 54 11.71
55-59 10 ©3.79 8 4.06 18 3.90
60-64 23 8.71 21 "10.66 44 9.54
65-69 . 4 1.52 2 - 1.02 6 1.30 .
70-74 6 2.27 -6 3.05 1 2.60
75-79 . 3 1.14 2 . 1.02 ‘\J? 1.08
80+ 10 3.79- 4 2.03 14 3.04
Total 264, 100.00 197 100.00 461 99.98

Appendix Table 7: Origins of Patients by Region (N=2970)

Region - N %

Guatemala 2510 "~ 84.51
El Salvador . 127 - 4.28
Honduras 7 .24
Nicaragua 26 .87,
Chiapas 25 .84
Mexico : 28 : .94
Caribbean/South America 10 ' © .34
"Spain 30 1.01
Indian communities 207 6.97
Total - 2970 100.00
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‘appendix Table 8: Disease Categories and Diagnoses

A. Infectious dié%ases

- calenturas C : 199
- tabardillo ‘164

" frios \ - 159
- fiebre N ro 144
- frios y calenturas ‘ ' 38
- sarampion E ' .

- hética )
- llagas en garganta
- calenturas/dolor del pecho
-. esguinancia
- calenturas/dolor de cuexrpo
- calenturas/evacuaciones
- paperas
- tabardlllo/dolor de costado
- andie
- calenturas/constipacidn
.- calenturas/dolor de .costado
- calenturas/dolor de cabeza :
- calenturas/tabardillo
- calenturas de golpe
- campanilla inflamada
- calenturas/dolor de estomago
- fiebre senta
- frios.y calenturas/postema
- frios y calenturas/dolor de cuerpo
- tabardillo/tisica
- fiebre/caida \

g R e e e = e P R R O R W WD YD

B. Traumatic conditions

- heridos B - 313-

-.herido de cabeza . : 51

- golpe ) 36

- mordidos, mordidos de perro ‘ 14

- herido de brazo, derecha, izguierda

- herido de mano '

- caida

- gquebrada, brazo, mano

- descompuesto, costilla, brazo, mano

- herido de cara

- herido de frente

- herido de estodmago

- lastimada de cara, narises, costado,
‘ mano, toro, pie :

- herido del pecho

- golpeado de ‘pierna

- herido de manc derecha '

—
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herido de boca ;

herido de cabeza y brazo

herido de costillo

pedrada de cabeza

pedrada de 030 1zqu1erda

plcuda de pile

pie dispreseado

resulto de herido

.desenvertado en pie

golpeado de ojo izguierda

herido de rodilla

azotada cruelmente

- vaguides

brazo dislocaciodn

caida boca

machado de dedo cinco de mano derecha
dedo incogido

desconscataduras de mano
dislocaciodn

incogidas de pierna

golpe de cintura

golpe de espirilla

golpe de ojo derecha

golpeado de caballo

golpeado de cabeza y braze
golpeado de cuerpo de caida

- golpeado de ‘mano gquesedio

herido de brazo y pecho

herido con matacate

herido de costado

herido de dedos y pie

herido de espalda ‘
herido de pie izquierda y dedo parte
herido de mano izguierda

herido de pantoria

heride de partes

herido del pecho y cara

heride dgl pecho y mas

herido del pecho gamera

herido de pie

herido de razor -acostumbrado
herido de rodilla y boca

herido de vientre

heridos extensivos

macheta de pie

molesta

brazo zafado de caida

pedrada de costado .
piguetes de cabeza 5
pigquetes de oido '
piguetes de vientre

piquelia
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- piquete de costillas

1

- costilla gquebrada . 1

- = tomada de cara . S 1
C. Surgical Procedures and Infections

- llagas i 145

- postemas ' 31

- inflamaciodn > 17

- inflamacidén de vientre 15

- llaga de miembro 13

- llagas en el pie 13

- fluxidn de cara

‘- pierna inchada

- inflamacidn de partes
- postema de pecho

- llagas de pierna

- brago inchada

- llaga de espinilla

- llaga de abajo

- fistula

- fluxidn de brazo

- fluxion de ojo derecha -
- gangrena

- inchada de cara

- inchada

- llaga de boca
" - llaga de espalda
"~ llaga de pecho
- postema de brazo
~ postema de garganta
- guemadura
- llagas de cara
- inchada-+de boca
- abentura de huesos
- fistula en pie
- fluxidn de mano
&, - fluxidn/flujo de ojo
- fluxidn de pierna
- fluxidn de brazo derecha
- inchada de garganta
- inchada de vientre
- inchada de brazo izquierda
- inflamacion de brazo
- inflamacidn de cara
-~ inflamacidn de percusso
- inflamacidn de redilla
.- inflamacidn de vientre/llagas
- llaga de oreja y pie
- nuerma caida
- inchada de pie .
- postema de espalda

-~
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- postema de brazo izquierda
- recurre inflamado a

D. Diseases of the'digestive tract

- dolor del estdmago o .
- diarrea

- evacuaciones

- gas/aire

- pujos

~ dolor de vientre

- gusanos/lombrises

- vamitos

- purgaciodn

~ obstruciones

- polipos

- disinteria

- dolor del higado

- empacho L

- dolor colico

- vomitos y evacuaciones

- constipacidn

- dolor de cintura

- fatiga estodmago/calenturas
- digestivo . '

- cOlera

- dolor de vien y calenturas

- doleor del estgmago y £lujc de sangre
- enfermo de boca
. — entremas

- evacuaciones/dolor de pierna

- intestinos

- pertalesera/pujo

- pujos/dolor de estdmago

E. Genitourinary

- galice

- encordio

- mal de orina

- llagas gdlicas

- pujos de orina

- gota

- anguira

- enfermo de la parte
- piedra )
- suprecidn de orina
- parafimosis

- rifiones
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Respiratory diseases

- dolor de costado

- dolor. de pecho

- dolor de cuerpo -

- tisica/tisis 1 .

- pleuriticp ' v

- catarro

- resfriado

- asma .

- dolor de garganta ,
- dolor de pulmones-

=~ hemotiosis

- hipo
Circulatory problems

~ hidropesia . .
- fluxidn ‘

= fluxidn de sangre

- flujo de narises

- irritacion de sangre

- almorranas

- detencidn de sangre

~ dolor de corazodn

- negro

- hemorragia

- plernas

- pulsacion —

Miscellaneous medicine and surgery

- dolores

- insulto

- vejez

- hernia -«

- enfermo

- resulto de parto

Diseases of the skin

- granos ' ‘ :

- erysipelas/erysipelas de cabeza, brazo
~ bubas/bubas de cara, miembro

- herpes total, cabeza

- sarna o

- gusanos de narises, cabeza

-~ carbunclo : -

- lepra
- cutsanera/firia
- epidentia
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L.

- éulas
- pelagra.

" Musculoskeletal disorders

- dolor de huesos’

+- dolor de pierna . '

- reumatismo .

- reumata de brazo, mano, pierna, pie
- mal de pies

- dolor de redilla.

- enfermo de brazo :

- dolor de huesos y costado

Tumors and cancers

-  tumor*

= tumors de parte

- tumors en la pie

“— tumor de brazo

- tunior de pecho

- tumor de pierna

- cancer .

- tumor de cara

~ tumor de garganta
- tumor de ojos

- tumor de rodilla
- tumor de cabeza

NeurologicaL and mental disorders

- dolor de cabeza
- dolor de brazo

- epilético

- demensia/loca

- dolor de cara

- paralisis

‘. = rabia

Eyves and ears K ST

- mal de oJjos L

- cataratos, nubes, nuves en 155 ojos

— otalmia

- opilaciones
- otalmia y ojos
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audiencia --
Ayuntamiento - Lo

Barrio --

Bethlehemitas - -

CaBildo . . —
: Caieﬁtﬁras. : -
_Céréel . .
Castizo | -
Cédula * ,/// -
Consulado de comercio --
Don. . '.‘ -=
‘Gélico . -

Gazeta de Guatemala -

Guatemalteco -

Hermandad de caridad » --

Hipdlitos -
Informe ‘ ==

Juaninos -—

Junta de salubridad -—

“padino S -——

LLagas : -

Médico ' : -

Glossary

High Court

Municipal Council, same as Cabildo 
Neighborhood, or outlying settlement
ﬁbspitaller order, foﬁﬁded'in Americas
MuniéipaI‘Council, same as Ayuﬁpamiento
High fever, often with chills

Jail

Mixed blood, no more than 1/4 Indian

Royal letter, doMmunicating royal decree

7~ .

Chamber of Commerce, merchant guild
Honorific title, connotes nobility
Syphilis

A journal, vehicle for Enlightenment
thought

Person -from Guatemala

Board, charged with administration of
hospital

Hospitaller order

Formal report

Hospitaller order :

Board, .charged with control of contagion °

Indian acculturated to hispanic sociéty
Ulcerated sores

Physician

v 178



‘Mestizc
Mulato ’
Pardos ,// '

Patronato real
Protomedicato -
Recopilacidn
Sociedad econdmica
Viruelas

.. Visita

Visitador

- ————

;—- Mefis, roughly f/2-whiti and 1/2 Indian
. -- Dark-skinned mixtufe'of white and negro
-~ Light- sklnned mixture of whlte and negro
—= Crown authorlty over the Church
-- Medical licensing authorlpy
-- Law code, COmpilétion of colonial laws

4

-- Socxety ¢reated to spread Enllghtened

thought
-~ Smallpo® ' ~ .
-- Inspection
-- Inspector
%
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5
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