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				Introduction

				The Tailor’s Daughter, Near Misses, and the Tantalizing Promise of Public Health

			
			
				“Of all the forms of inequality, injustice in health is the most shocking and the most inhuman.”

				—Martin Luther King Jr.

			

			When I was in graduate school, I jumped at the chance to go on a field trip to the Dominican Republic, an opportunity to apply what I was studying in epidemiology to real problems. I was born in the Caribbean—my family emigrated to New York City when I was seven—and touching down in the DR felt like a homecoming. I soaked in everything—the heat, the bugs, the warmth of the direct sunlight, the bumpy rides on unpaved roads, and the verdant environment, so green and so lush. Even the smells, like the fresh fruits ripening on the vines, and the sights of familiar plants such as the breadfruit tree, reminded me of my roots and my early childhood in Jamaica.

			The buildings in the small rural villages we toured were humble, mostly cinderblock or even more crudely constructed, with primitive cement walls, corrugated metal roofs, and dirt floors in dimly lit rooms. Most of the time, though, we sat out in plastic chairs on patios with thatched straw roofs that protected us from the blazing sun. But the structures were tidy and orderly, and they were shown off by our hosts with great pride.

			We were there doing what is called “community-based participatory research,” where the goal is to work with local residents to apply good science to better the life of the community. We struggled to talk with local leaders, however—the mostly male elders that did most of the speaking on behalf of the community—about the malnutrition that was stunting the growth of young children. Even though we saw it as a critical public health issue, they seemed indifferent. But in retrospect, I realize that they were probably more focused on jobs, housing, and other social determinants of health. Childhood nutrition was likely near the bottom of a lengthy list.

			I also saw firsthand just how disruptive Nestlé’s formula marketing campaigns were to young children. Local community health workers and our team leader, Gretchen Berggren, felt strongly about how Nestlé had marketed formula in the Caribbean (and in Black communities in the United States, too). To offset declining sales in the U.S. due to growing health concerns, the company strongly promoted formula feeding in poorer nations, and shrewdly linked using formula with social mobility, a tactic that targeted mothers and families who were aspiring to better their lot and climb the social ladder. To overcome built-in biases because of Nestlé’s successful marketing campaign, we worked with local educators to teach mothers how much healthier breastfeeding was for newborns and infants than the formula they were consuming.

			The people of the village were deeply engaged with us—they pushed back where they didn’t agree or understand, which is exactly what you’d expect from an engaged community—but I could also see them putting what they were learning into practice. This was my first exposure to doing public health fieldwork as part of a team. Seeing the difference we could make in the life and health of a community—even during such a short trip—was transformative for me. Just a little bit of science could unlock a community’s capacity to thrive. This, I realized, was what I wanted to do with my life.

			A visit to Haiti the following year was an entirely different story. Even though it shares the island of Hispaniola with the Dominican Republic, the differences were stark. I had read the news reports about the nation’s deep poverty, the political instability, and the horrific violence. But now I was seeing this harsh and unforgiving landscape up close, in real time. It was here that I first encountered starving children suffering from kwashiorkor, a type of malnutrition caused by a severe protein deficiency. The babies all had the bloated stomach; swollen ankles and feet; dry, brittle, and thinning hair; and skeletal limbs that we usually see only in regions of the world stricken by prolonged famines.

			But I learned later that Haiti didn’t just turn into this morass of chaos, extreme poverty, and violence overnight. What I was seeing had been more than two hundred years in the making, starting in 1804, when Haiti became the first independent Black-led Caribbean state, and threw out the French colonists, although they maintained a presence until 1809. France demanded reparations to the former slave owners and surrounded Haiti with gunboats until the government acquiesced. The United States intervened, too, and violently occupied the nation for nineteen years during the early twentieth century. It took the tiny island nation more than 122 years to pay off all of these debts, to the U.S. and France, which effectively siphoned off about 40 percent of the government’s entire revenue to cover the penalties and debt service on loans until the late 1940s. This was the equivalent of $20 to $30 billion today. For generations, Haiti’s revenues were poured into this double debt—to pay off the reparations and the loans they were forced to take on to pay it—instead of being used to build schools, hospitals, and basic infrastructure. Economists have compared Haiti’s growth rate with its Latin American neighbors, and their models suggest the payments to France cost Haiti as much as $115 billion. To this day, Haiti remains trapped in a cycle of debt, poverty, and underdevelopment.

			I’d gone with Dr. Gretchen Berggren as her student research assistant. She’s dedicated her life to helping the children of Haiti by creating health-care projects that improve access to food and better diets to prevent the stunted growth so common among children in impoverished nations. She also developed strong community partnerships that eradicated tetanus in regions of Haiti where one in four children were victims of the potentially fatal bacterial infection. But I was also impressed by how she did what she did. She was a skillful problem-solver who would use every tool she could find, but she always did it in culturally appropriate ways. Dr. Berggren radiated a calming warmth and kindness that was a soothing balm to those around her, and she moved about gracefully even in the midst of the most heartbreaking, impoverished settings. Her example became my North Star as I navigated through the world.

			On that trip to Haiti, we were given a tour of community-based clinics devoted to the nutritional needs of children, reproductive health clinics, and school-based public health. The people running the programs did their best, but the extreme poverty in their communities was overwhelming and a constant barrier to delivering quality care. In the Dominican Republic, we talked to mothers who were themselves healthy enough to breastfeed, which made it easier to make the case to them that their nutritious breast milk was much better than Nestlé’s formula. But in Haiti, the mothers themselves were so malnourished that we couldn’t honestly encourage them to breastfeed. It was hard to figure out where to even start. But we had to start somewhere. Dr. Berggren taught me that the mission of public health didn’t change, even in the worst circumstances. Our job was to enhance the health and well-being of everyone, across lifespans and regardless of the external challenges. That didn’t mean it was easy.

			One incident that is etched in my memory happened as we headed home. Looking out of the car window on the way to the airport, I spied a group of kids playing. They were all naked or partially clad and rail-thin. Still, their spindly limbs were flying all over the place with a lightness that almost defied gravity. Their naturally brown skin was darkened to coal black by the filth of the field they were playing in, which was an enormous mound of waste. With a pang of recognition, I understood that these kids so easily could have been me, or my family, or my children. Dire poverty exists all over the world, but we have no control over where we are born. Being born in the wrong country or the wrong zip code is an accident of fate that shapes the lives of billions.

			For years afterward, I was haunted by the fact that only chance had triggered the series of events that helped me evade the fate of these boys. It was chance that the ships that brought my African ancestors to North America ended up offloading them on Jamaican and not Haitian shores. While Jamaica is a poor country, too, it doesn’t suffer from the soul-crushing poverty of Haiti that is born out of that country’s specific historical traumas. It was only chance that there were enough opportunities for my parents in Jamaica—and eventually the United States—to gain a foothold on a better life.

			My life has been defined by accidents and fateful near misses and lucky connections. I often wonder what would have happened to me if things had played out differently.

			My parents were hardworking and made great sacrifices for their family. My dad was a master tailor who apprenticed at the U.S. military base in Guantanamo, Cuba, earning American dollars he sent home to give us a better life in Jamaica before we emigrated to New York. Once they arrived in the U.S., my parents routinely toiled at two and sometimes three jobs apiece. With their savings and with loans from our community’s informal banking system, they bought a dry-cleaning business, which gave them some measure of independence. My mom worked sixteen hours a day, six days a week, while running a house and raising four kids, and we were all expected to pitch in.

			They pushed hard for me to get the best education, and they wanted me to attend Bayside High School, one of the best public schools in New York City. In another accident of fate, in a city full of bad schools, I was able to get a seat at one of the best ones, instead of languishing in an underfunded institution where even the smartest kids didn’t have the encouragement and mentorship that I did to help them realize their potential. My life would have taken a decidedly different course if I hadn’t heeded the advice of those mentors.

			The town of Bayside, which is a leafy neighborhood on Little Neck Bay in northern Queens, was once home to a swank colony of screen stars like Rudolph Valentino, W.C. Fields, and Groucho Marx. For me, going to school there meant taking long bus rides, an hour each way, from our less affluent neighborhood in Queens Village. There are days when the person I was then, a tall, shy teenager, bone-weary from volleyball practice and shivering in the cold at a dimly lit bus stop, doesn’t seem all that far away. But if I hadn’t gone to Bayside, I never would have met my social studies teacher, Mr. Greenspan. He became an early mentor, discussing the news events of the day with me like I was a peer and giving me books to read. One particularly memorable book was John Hope Franklin’s landmark work From Slavery to Freedom. His influence changed the entire trajectory of my life.

			I was awarded a volleyball scholarship to the University of Rhode Island, and even though I planned to major in biology, the coach there said I’d need to focus on athletics, not academics. I felt deflated because science was my passion, but the scholarship was tempting to an immigrant kid from a modest background. When I told Mr. Greenspan about my plans, though, he made no effort to conceal his disappointment.

			“A state school?” he frowned. “You can do better. Much better.”

			He retrieved an application to Princeton from a drawer and threw it on the desk.

			“This is where you belong.”

			Princeton.

			The very thought took my breath away. It is one of the most patrician of the Ivy League universities, founded before our country was born and home to dozens of Nobel laureates. Still, Mr. Greenspan’s encouragement was all I needed to see myself there, too, and I filled out the application that weekend.

			I’m a tailor’s daughter, and my father’s words constantly echo in my head: Measure three times, then cut only once. I mull over things, but once I make a decision, I never look back.

			When I got to Princeton, however, I came to a startling realization: I don’t like the sight of blood. I was horrified that as a biology major I was going to be dissecting cats and mice. I scrambled to find a bloodless alternative and discovered the wonders of fruit flies, non-mammalian owners of big, beautiful chromosomes. Eric Wieschaus, a young fruit-fly geneticist, was in his first year as an assistant professor when I met him. I remember fumbling over my words when I asked to join his lab. His generosity was another one of those inflection points for me: Finding him allowed me to study biology and genetics in an unbloodied lab. Plus, he was brilliant. I was so gratified when he later shared a Nobel Prize in Medicine in 1995 for his research on the genetic control mechanism behind the development of embryos—all derived from his work with fruit flies.

			But I found my true calling as a graduate student in public health at Tufts. Because much of the history of public health is rooted in sanitation projects, the university put their new public health program in the engineering department. Here again, it was just by chance—another potential near miss—that I met an epidemiologist, Annette Rossignol, who introduced me to the essential elements of fieldwork in public health, and a biostatistician, Clare Mahan, who taught me about the importance of impeccable data collection and statistical analysis. I discovered that I could marry my love for biology, my distaste for blood, and my growing desire to find solutions that impact people’s lives.

			What is public health? To me, public health is where health science is translated into policies and laws to support the optimal development of people everywhere: the work of protecting, promoting, and preserving humanity’s capacity to thrive. Public health is based on a vision of social justice that sees health as a universal right and a public good. In medicine, physicians treat individual patients. In public health, we see our patients as whole populations. It is a big tent, with room for practically every social and biological science to come together. Public health is public wealth.

			But what’s most inspiring about public health is this: Its remarkable history shows us that extraordinary progress for humanity is possible. While we rightfully celebrate feats like mapping the genome, splicing human DNA, or finding better therapies for cancer or heart disease, these triumphs of medical science are dwarfed by the achievements of public health. Over the past century, public health has fueled our collective great escape from a world of unnecessary suffering and early death.

			Through public health we’ve conquered smallpox and have almost vanquished polio. Life expectancy has nearly doubled in the past century, even in developing nations. HIV and AIDS are no longer a death sentence. Since 2000, child deaths have dropped by half worldwide. And tireless public and political advocacy campaigns, for everything from safer working conditions to seat-belt laws, food safety regulations to cigarette warning labels, have saved countless lives. Even the lowly toilet, when connected to the vast sewage systems constructed in the latter half of the nineteenth century that gave us clean water, has been credited with saving a billion lives and adding nearly two decades to life expectancy. Billions more lives have been saved through vaccinations, sanitation, and other public health initiatives—initiatives that, collectively, are largely responsible for the modern, technologically advanced world we live in today. These innovations are what enable us to travel widely and to live relatively disease-free in large, densely populated urban metropolises.

			I’ve thought a lot about this history over the past few years in the aftermath of the worst global health crisis in a century. The horrors of the Covid-19 pandemic were a window into a world we thought we had escaped—we were marooned in our homes and faced with a fast-moving disease for which we had no treatments, vaccines, or easy solutions. This is what the world was once like, when we were unable to control outbreaks or cure infectious diseases, before antibiotics, and before childhood vaccines, when babies died in infancy or were sentenced to lives imprisoned in iron lungs because of polio.

			I was dismayed by our botched response to the pandemic, an abject failure of public health. Our inability to contain the pandemic, especially in the United States, exposed deep fractures in our health system that were underscored by unthinkable losses: more than a million American lives, and at least six million globally, a number that includes more than 120,000 medical professionals, many of whom became infected because of drastic shortages of protective gear and inadequate safety precautions.

			Hundreds of thousands of these people would be alive today if we had a better-functioning public health system, according to numerous mathematical models. At least one in every five hundred American families lost a parent or a caregiver, which means tens of thousands of children will grow up in families torn by grief. And the profound dislocations and psychological and economic aftershocks of our extended lockdowns will reverberate for years to come.

			Why did our public health institutions fail us so profoundly?

			The answer, of course, is complicated. The breakdowns around the pandemic are the result of decades of neglect that ironically had their origins in the groundbreaking scientific advances at the end of the nineteenth century. The discoveries by Louis Pasteur, Robert Koch, and many other pioneering researchers showed us that germs, and not bad air, were responsible for infectious diseases. Unfortunately, the unintended consequence of our increasing reliance on bacteriology was that we abandoned a different path to health: the eradication of social rot, which had once been the centerpiece of public health efforts, with an emphasis on costly sanitation projects, workplace reforms, and improving the infrastructure of filthy, air-deprived cities.

			The reforms of the Progressive era of the early twentieth century, which saw the establishment of community clinics, outpatient pharmacies, and school-based nurses, led to the conservative backlash of the 1920s that branded public health measures as socialism, an ideological conflict that has dominated political debate for a century. Additionally, the rise of Big Pharma and for-profit medicine, especially after World War II, and the public health community’s unwitting acquiescence to these seismic swings contributed directly to the failures of today. And it is only by understanding this history and unpacking how we got so disastrously far off track that we can begin to rebuild our public health system.

			But we can also learn from the more recent past. What the pandemic should teach us is that the challenges and threats we face in the twenty-first century demand a public health response. Even though we spend far more on health care than any other nation, Americans’ health, well-being, and overall life expectancy are much lower than those of other industrialized nations. This is because our deepest problems are not fixable by technology or simply taking a pill. Our real problems are ones that can only be truly treated by the preventive measures of public health: poverty, racism, gender biases, high rates of obesity, the lack of access to health care, the opioid addiction epidemic, and violence in all its forms—whether in the streets, in our schools, in our homes, or against women. Public health initiatives, unlike pills or technology, focus on the social side of medicine, and treat not just individual patients, but the whole ecosystem of communities and societies, ranging from preventing the emergence of more deadly zoonotic diseases like Covid-19, to confronting the systemic racism that is responsible for grave disparities in different racial groups’ health and longevity, to coping with the catastrophic disruptions of climate change that will present the greatest risks to our health and well-being in this century.

			With all of these headwinds, is it possible for future generations to live longer, healthier lives? Who will suffer and who will thrive? These are daunting questions, but the answers must be found in the collective decisions. Do we abandon public health or work to perfect it? Public health has enjoyed grand triumphs and endured abysmal failures, but despite the detours and mistakes throughout its history, it has enabled our steady progression toward relieving human suffering, increasing longevity, and allowing millions of people to realize their life’s potential on a once-unimaginable scale.

			This centuries-long great escape has fueled my optimism about our possibilities—and it is a vision of those possibilities, tempered by a clear-eyed exploration of our challenges, that is at the heart of this book. The stories you’ll find in this book illuminate inflection points in this journey that show public health in action: in transformative social reforms, in scientific innovations, in government policies and the actions of compassionate communities, and in the efforts of brilliant and uncompromising public health heroes who have defied convention, often at great personal and professional sacrifice, to lead movements to make the world better. Each of these chapters shows how looking at our greatest problems through the lens of public health can clarify the challenges and their solutions, but also highlights what’s really at stake: our lives.

			But nothing in life goes in a straight line. Many of these interventions pushed society forward in aggregate, but at the expense of marginalized communities. Some solutions were steeped in the racism, classism, and misogyny that are so embedded in the way we do business that they’re almost invisible.

			I believe that public health really is our best hope. When it works, it helps us understand our world—how people live, where they work, where they learn, where they play, and what matters to their lives—and then it uses that information to help us collectively optimize human potential. What could be more vital for our present crises?

			In short, public health is, to borrow a phrase, everything, everywhere, all at once. It starts with our homes and our immediate surroundings, but it also embraces the larger world: It safeguards us against the hazards of our built environment in ways large and small, explains how social inequities impact health, and applies the technological advances and discoveries that have extended our lifespans. Public health ensures that the water coming out of your pipe is free of lead. Public health looks at food insecurity and housing insecurity and connects the dots to show how those two insecurities contribute to a high burden of hypertension, diabetes, and other chronic diseases. Public health helps us see that chronic lung disease is preventable if we provide better, safer housing for low-income kids who are growing up in environments where dust mites and other environmental contaminants increase the risk for asthma. Public health makes sure that we have the right evidence available for making sure school lunches are nutritious and provided to those who need them, without stigma.

			Public health makes sure that people wear seat belts and bicycle helmets. Public health does surveillance to detect threats, and to identify the factors that either increase or decrease risk. Public health ensures that we have the best science to help us create diagnostics and therapeutics, and then ensures that those diagnostics and therapeutics reach the populations that need them most.

			Public health is understanding the factors that contribute to disparities in birth outcomes for African American, Hispanic, and white moms. And once we find out what those factors are, public health must be dedicated and devoted to minimizing those risks and bringing equity in health outcomes for all. Public health is working to reduce the burden of violence in our communities, including police and gun violence.

			Public health looks at the systemic health-care disparities that have robbed the poor and disenfranchised of decades of life, resulting in huge longevity gaps between the healthy elites and the disadvantaged poor and communities of color, and seeks to build a more just and healthier future for all.

			But all too often, we have not invested enough in the public health infrastructure and its workforce. Especially as we enter uncertain territory, it’s worth remembering that clean air and water, vaccines, safe workplaces, unadulterated food and drugs, and all the other triumphs of public health, from the conquest of smallpox, polio, and other childhood diseases to safer streets, didn’t just happen. These victories came after long uphill fights against the determined opposition of monied elites and their political minions. Even in the early nineteenth century, powerful business interests fought hard against imposing quarantines and shuttering the ports to prevent the spread of cholera, because they were bad for business.

			Public health is an unseen pillar of our world and because we don’t see it, we take it for granted—until we find ourselves engulfed in a catastrophe. This can literally happen in the blink of an eye, because of how epidemics quickly escalate from local outbreaks into larger—even global—conflagrations.

			We saw that play out with Covid. The failures of the first Trump administration to safeguard Americans during the pandemic have been well chronicled, but it’s worth repeating some of the more egregious errors. The pandemic’s horrific first year came at the end of Donald Trump’s first administration. Thousands were dying every day, frontline workers had no protective gear, tents needed to be set up in hospital parking lots to handle the overflow, and bodies were stored in refrigerated trucks because there was no room in the morgues.

			This wasn’t just a case of colossal bad luck for the Trump presidency. The administration actively discouraged masking and other preventive measures, minimized the outbreak, peddled dangerous nostrums, and vilified and silenced public health officials. This vilification—combined with some self-inflicted errors from public health officials made in the fog of the outbreak—caused an erosion of trust in public health that persists to this day. The White House even pushed the dangerous idea of herd immunity, which would have allowed the virus to rampage unchecked so that lockdowns could be lifted and presumably those who had been sickened would become immune to further infections. Trump’s director of the National Institutes of Health, Jay Bhattacharya, formerly an economist at Stanford, was one of those championing this ill-advised policy. Public health has become a “tool for authoritarian power,” he darkly warned at the time, “a political tool that’s been used to enforce the biosecurity state.”

			The net result was catastrophic but predictable. In a damning analysis by The Lancet in February of 2021, researchers found that 40 percent of the nearly 500,000 Covid deaths in the U.S. during that first year of the pandemic were avoidable, which meant that as many as 180,000 Americans would be alive today if they had lived in any other industrialized nation. The Lancet researchers acknowledged that our disastrous response was partially the result of years of poor policy decisions, but they laid much of the blame on the response of the Trump administration. Unlike other nations’ leaders, Trump minimized the threat, thwarted sensible actions as the infection spread, and often refused to cooperate internationally. The administration’s failure to develop a coherent national strategy led to severe shortages of protective equipment and diagnostic tests; mask-wearing was politicized, and Trump even held indoor rallies where mask-wearing was discouraged and physical distancing was impossible. Little wonder that the U.S. had the grim distinction of leading the world in Covid deaths and confirmed cases.

			Bear in mind that this devastation occurred when seasoned professionals like Anthony Fauci, head of the National Institute of Allergy and Infectious Diseases, and CDC director Robert Redfield, were at the helm. I shudder to think what will happen if we have another outbreak, whether it is Covid, bird flu, or another potentially deadly and highly contagious pathogen. Trump’s unqualified officials in the top health spots have a few things in common: They have no experience managing large federal agencies or combating infectious disease, they have expressed varying degrees of skepticism about the efficacy of vaccines, and they still harbor deep resentments about how the government conducted the response to the pandemic, ranging from what they saw as unnecessary lockdowns to suppressing data on the purported origins of the epidemic. Deborah Birx, a veteran public health physician on Trump’s White House Coronavirus Task Force, once called Covid contrarians a “fringe group without grounding in epidemics, public health, or on-the-ground common-sense experience.” And today they are in charge of our nation’s public health.

			When I listen to some of Trump’s health-care administrators talk, it reminds me of the broken clock that’s right twice a day. They’ve picked up on some issues that the public health research community has been struggling with, such as how much fluoride we still need in our water now that we have it in our toothpaste. However, while skepticism is healthy and should be encouraged, it should also be based on what has been tested by science, not on fringe theories. The overall evidence is clear: Fluoride vastly improves dental health and prevents cavities.

			On immunizations, I certainly sympathize with parents who are concerned about the multiple vaccines that are being given to their kids, when they haven’t been given an adequate explanation or justification. The public health community—from directors of government agencies to pediatricians—probably need to better communicate the benefits of vaccines. And the fears of parents about vaccines are not unfounded. Vaccines absolutely do cause side effects in some number of recipients, especially when millions of people are getting them. This is true in the case of the yellow fever vaccine, which in rare instances can cause serious allergic reactions. In 1976, when 45 million Americans were inoculated with the swine flu shot, about 450 people developed a rare autoimmune disorder called Guillain-Barré syndrome, which can cause muscle weakness and paralysis (although there is still some controversy over whether the shot was responsible).

			But in the big picture, vaccines are one of modern medicine’s great miracles and have enabled us to live in densely populated urban areas, virtually eradicated deadly childhood diseases like diphtheria, polio, and measles, and have saved more than 150 million lives in the past fifty years alone, which translates to about six lives a minute. If you go to an old cemetery, you’ll find dozens of graves for babies and children who died before the 1950s, but after that, there are hardly any. That’s because the years afterward coincide with the start of widespread vaccine campaigns to inoculate children. “If you are unsure,” one father posted, “the answer is, literally, written in stone.”

			Americans are still experiencing lingering feelings of grief, rage, and resentment because of all that we lost during the pandemic: loved ones, jobs, our children’s educations. Those whose lives were derailed feel righteous anger. That legacy of bitterness has fueled mistrust in our institutions. But in our raw, vulnerable state, we cannot allow ourselves to fall prey to half-truths and outright falsehoods. They are distractions from the real root causes of why Americans are in such poor health.

			The number-one killer in this country, especially of children, is not the fluoride in the water; it’s guns, a subject you won’t hear about much from the same politicians who vilify vaccines. Many of these vaccine critics—or the administration they work for—have normalized misogyny and sexual violence against women and have nothing to say about the lack of access to decent medical care, the role of poverty in health outcomes, or racial disparities in health outcomes. They’re not talking about the truly wasteful health-care costs, such as the gross overspending on acute-care hospitalizations versus investments in primary care, health promotion, and disease prevention that genuinely save lives. And the bomb-throwers who are charged with dismantling institutions like the CDC have no understanding of the role the agency plays in preventing the spread of disease and why having “boots on the ground”—epidemiologists who investigate outbreaks—is imperative to track evidence in an apolitical way.

			Right now, we’re facing two crises. One is a problem of the status quo: We’ve made extraordinary gains in making life better for millions of Americans, but we’ve stalled out in significant areas. We’ve seen that with women’s health, environmental justice, and other issues that affect less socially privileged, wealthy, or politically connected communities. The needle hasn’t budged on deaths from gun violence or maternal mortality, to name a couple of seemingly intractable problems. These are the things that are hurting us, not vaccines or fluoride in the water. People are deeply and understandably frustrated by a profit-driven health-care system that makes it almost impossible to see their doctors and get the care they need to keep themselves healthy. What we haven’t done—and what we need to do—is create equitable health care for everyone.

			Unfortunately, when the power of the government is harnessed as a tool of corporate interests—a hallmark of the second Trump administration, in which billionaire oligarchs are in charge of key federal agencies—people become more vulnerable to disease and loss. We see this in Louisiana’s “Cancer Alley.” That’s the nickname for the eighty-five-mile stretch of land between Baton Rouge and New Orleans where some two hundred petrochemical plants and refineries spew cancer-causing chemicals that blanket the air of surrounding communities, which are predominantly Black and poor and now have the nation’s highest cancer rates. And it’s the reason why Congress has failed to pass meaningful gun-control legislation, and why seventy-two countries, a number that includes every other developed nation in the world, ranging from Canada and the Czech Republic to Chile, Costa Rica, and India, have universal health insurance but we don’t.

			The other problem is that because we’ve stalled out in essential areas, people are desperate for solutions, which has fueled the creation of an entire social media ecosystem of conspiracy theorists and so-called health-care disruptors promoting bogus remedies. While these narratives proliferate, we have missed opportunities to tell stories that help people understand the extraordinary gains, both personal and societal, that they are enjoying because of public health.

			I’ve dedicated my life to people who didn’t have the lucky breaks I did, for whom the near misses meant the worst schools, the broken families, growing up in decrepit housing in neighborhoods racked by violence and sickened by bad air and dirty water. We are currently facing unprecedented challenges. There are many paths to meaningful action that will level the playing field. We need a twenty-first-century international public health movement. Unless this challenge finds its way to the top of the national and international agenda, this century could be a disaster movie without a happy ending. We can discuss this endlessly, but we must take action.

			Or as my father would say: Make the cut.

		

	
		
			
				Chapter One

				Every Life Matters

			
			
				Public health was the driving force behind the formation of our clean, modern cities. But the cumulative undertow of our original sin has led to today’s inequities.

			

			My mother didn’t know her exact birthday.

			The date on her passport was even different from the one on her marriage certificate. This intimate piece of personal information was not erased out of indifference or bureaucratic oversight but because of a failure of public health.

			Let me explain.

			My mother was born in 1935 in a rural village in Jamaica. In those days, the custom was that the father would record the birth in the town registry. But the frequency of infant deaths was staggeringly high—more than one out of every ten babies didn’t live long enough to celebrate their first birthday. With such prohibitive mortality rates, it became a grim routine practice to delay the registrar visit for the first month or so after a child was born. The eventual registration date became the birth date, sometimes even if it was six or seven months later—a constant reminder of that undercurrent of painful uncertainty.

			Jamaica was a crown colony then, part of Great Britain’s globe-girdling empire, and wouldn’t achieve independence until 1962, the year I was born. Still in the grip of its imperious colonial rulers, the island nation was plagued by severe economic hardship and civil unrest that frequently boiled over into violence at the height of the Great Depression. People were literally starving to death in the streets, and nursing mothers’ breast milk was often so deficient in calories and vital nutrients that infants suffered gravely from malnutrition. Babies died from a wide range of ills, from starvation to simply being born prematurely because of a lack of prenatal care. But what killed them most often were infectious pathogens like pneumonia and diarrheal diseases that were transmitted in dirty water.

			Children born in the United States that same year didn’t face such daunting odds. Even at the height of the Great Depression in 1934, infant mortality rates in the U.S. stood at six deaths per hundred live births (6 percent). The difference was clean water. The introduction of two relatively inexpensive and easy fixes—chlorination and water filtration systems—in major American cities killed the microbes responsible for high rates of death from typhus, pneumonia, tuberculosis, and other infectious diseases throughout the latter half of the 1800s. Clean-water initiatives across the United States in the first forty years of the twentieth century slashed three-quarters of infant mortality and nearly two-thirds of child mortality, an astonishing achievement that is considered the most rapid health improvement in our nation’s history.

			Every life matters.

			That’s the first rule of public health, and it is the moral imperative of a humane, nurturing, and thriving society. Infant mortality rates are a prime indicator of how well a society is following that rule. Babies are the most vulnerable members of any society, totally dependent on others for their health and well-being. If these fragile new lives are nurtured and cared for in a supportive environment, the chances are that society is protecting all of its citizens.

			In the 1930s, Jamaica was a place where life was cheap and not valued. The white British grandees who held power did little to alleviate that nation’s grievous suffering, resulting in a terrible and largely preventable loss of life, and in wasted talent and potential. It should not have taken another seven decades to reduce infant mortality rates to the level already achieved in the United States under progressive reformers like President Franklin Roosevelt. But it did.

			The creation of a society that values every life doesn’t happen magically. It’s a collective choice. At a critical juncture in U.S. history, nearly a hundred years before my mother’s birth, we collectively chose to make an enormous investment in our future. In the first half of the nineteenth century, a coalition of politicians, progressive physicians, and social reformers, backed by the strong support of average citizens, embarked on a series of massive public health interventions that completely altered this country’s trajectory. In the century following the Civil War, we saw a near-miraculous doubling of life expectancy, unlocking an entirely new set of tantalizing possibilities for the country. The civic measures that followed to improve public health, both large and small, are the very foundation upon which we’ve built our modern society.

			The first fight of this opening era for public health was the battle to conquer deadly pathogens. Lethal contagions have plagued humanity since the dawn of civilization, but in the early 1800s, the rise of densely populated cities triggered an explosion of infectious diseases. The standard tools for stopping the spread of disease—isolation of the sick and quarantining the exposed—worked in sparsely populated rural areas but were woefully inadequate in cities. There, illnesses traveled with lightning speed along the fissures created by poverty. The haphazard, reactive approach to disease control had to change. We needed to get ourselves organized around prevention.

			New York City was the epicenter of this seismic shift in the United States. A dense urban metropolis, nineteenth-century New York was already an engine for economic growth and prosperity and a hothouse for the fledging nation’s science, art, and cultural pursuits. But deadly diseases engulfed New York with alarming frequency, from yellow fever, measles, and malaria, to cholera, typhus, and smallpox. These pathogens festered in filthy streets littered with garbage and human feces, and in the marshy swamplands on the southern tip of Manhattan. Newly arrived immigrants to New York in the early nineteenth century would encounter a fetid city core with garbage piled several feet high on the dusty streets.

			New York’s 1832 cholera outbreak would ultimately become a catalyst for transforming the city and laying the groundwork for eliminating infectious diseases that killed millions. Protecting public health became a public activity, a societal goal, and a critical cog in New York City’s—as well as the nation’s—meteoric rise.

			Looking at the arc of how all of this evolved, and the forces that drove public health from its nascent stages in the early 1800s to where we are today, can show us what we need to do in the twenty-first century. Our lesson from this history is a mixed one: It is a story of death and malaise being met with collective determination and ambitious vision—but it is also a story of failure, a cautionary tale about what happens when anyone is excluded from that web of mutuality that protects us all.

			Because the first and foremost lesson of public health is: Every life matters.

			

			—

			Cholera changed everything. The disease invaded almost every part of the United States in the nineteenth century, afflicting great cities like New York, Cincinnati, and Chicago, and claiming the lives of Iowa dirt farmers, New York longshoremen, Wisconsin miners, and Black field hands in the American South, as Charles Rosenberg noted in his book The Cholera Years. But there was a silver lining: Cholera forced civic leaders to overcome centuries of complacency and indifference, midwifing the birth of our modern public health system and forging what would become an enduring social commitment to collective health.

			Plagues are nothing new. They’ve ravaged humanity throughout history, causing seismic shifts in society and toppling empires. Roman soldiers brought back what is believed to have been smallpox after the war against Parthia, in what is now northern Iran, triggering a lethal pandemic that killed an estimated five million people and contributed to the collapse of the Roman Empire. Five hundred years after the birth of Christ, the Plague of Justinian, an early incarnation of the bubonic plague, claimed the lives of nearly 10 percent of the world’s population. In the mid-fourteenth century, the Black Death, another variant of the bubonic plague, was the initial wave of what turned into a nearly five-hundred-year death march. In a scant eight years, from 1346 to 1353, it killed between 75 million and 200 million people, which comprised up to 60 percent of the populations of Europe, the Middle East, and Africa, according to some estimates, and led to the end of feudalism because of the scarcity of able-bodied laborers.

			Diseases brought to the Western Hemisphere by explorers in the sixteenth century, including smallpox, led to the demise of the Inca and Aztec civilizations and claimed the lives of about 90 percent of the indigenous population. Native people on Caribbean islands like Jamaica were also hard-hit, and in 1518, the first smallpox outbreak in the so-called New World occurred in Hispaniola, which is now Haiti and the Dominican Republic.

			In colonial America, there had been a patchwork of efforts to protect people from epidemics like the plague and smallpox. By the eighteenth century, isolation of the sick and quarantining the exposed were the standard tools for controlling diseases, a tactic designed for agrarian communities, but also used in the port cities that were most vulnerable to contagious maladies, like Boston, New York, Philadelphia, and Baltimore. It didn’t work. In 1793 in Philadelphia, then the nation’s capital, a yellow fever epidemic swept through the city, killing some five thousand residents, about 10 percent of the city’s population.

			But New York was the most vulnerable city of all. People from all over America and Europe flocked to Manhattan, which quickly became a teeming metropolis, and turned farmland, swamps, and uncultivated fields into shops, factories, homes, and the stately mansions along the East River where the city’s wealthy dwelled in what is now the East Village. However, they brought with them the diseases that had beset Europe for millennia, like smallpox, typhus, measles, and scarlet fever. The overcrowded ships, which ferried immigrants from infected countries in Europe and sailors and traders who carried new strains of familiar diseases, were giant petri dishes for incubating and spreading lethal pathogens. Sickly passengers shared slop buckets and rancid water that spread the contagions.

			Meanwhile, American metropolises were doubling in size seemingly overnight, as thousands of immigrants from other nations and migrants from rural areas flooded into cities seeking a better life. The sheer density in impoverished slums—whole families were crowded into damp and dismal cellar rooms with no ventilation or running water—created the ideal environment for the rampant spread of diseases. The tenement dwellers, who comprised half of a given city’s population, were more susceptible to contagions because of their squalid living conditions.

			Cities along the Atlantic seaboard in the United States were repeatedly devastated by deadly outbreaks of yellow fever and malaria. In the early part of the nineteenth century, more than half of all working-class children who lived in these crowded conditions died before their fifth birthdays because waves of diphtheria, scarlet fever, influenza, and measles killed thousands of them every year. Cities, in short, concentrated disease and misery in ways that were inconceivable in even the poorest rural regions. But when cholera arrived in North America in 1832, it set in motion a series of events that radically transformed society.

			Cholera was the granddaddy of the epidemic diseases because the trade routes, which had become firmly established by the early 1800s, enabled it to spread worldwide, from Asia to North America’s western frontiers. The disease had festered for centuries along the Ganges River in India, claiming millions of lives with dreaded swiftness, usually within forty-eight hours. Individuals could feel fine in the morning and be dead by nightfall. Some victims were stricken so quickly that they died in the street. And it was an agonizing death. The pathogen causes sharp muscle cramps, fever, and uncontrollable diarrhea and profuse vomiting, leading to severe dehydration. In the end stages of the disease, victims become parched, screaming for water to quench their unslakable thirst, their bodies racked by excruciatingly painful spasms.

			But an outbreak that began in 1817 at a traditional annual religious festival in Calcutta was the origin of arguably the world’s first truly global pandemic. When the three-month festival ended, pilgrims carried cholera home with them to other parts of India. Hundreds of thousands of Indians died, according to some estimates, and at least 10,000 imperial troops in the occupying “presidency armies” of the East India Company, which ruled India, also perished.

			Over the next fifteen years, the contagion sailed from port to port, transmitted by travelers or in contaminated kegs of water or the excrement of victims. There were cholera outbreaks along trade routes in China and Japan, and in Iran and Russia before it spread through Europe, landing in England in October of 1831. Cholera ultimately claimed more than 31,000 lives in England alone.

			With growing dread, civic leaders and residents in the United States, in cities up and down the Atlantic coast, read reports about how cholera raged uncontrollably throughout Europe. Health officials and apprehensive New Yorkers knew their crowded, filthy city was ripe for an epidemic. However, they didn’t know exactly how the disease spread.

			In those days, medical professionals pinned the blame for cholera on “noxious air,” and generally believed infectious diseases were primarily caused by “miasma,” an atmospheric malaise emitted from rotting organic matter. “People are literally dying in consequence of inhaling the unhealthy miasma of filthy streets,” said Dr. John Griscom, a leader in the early public health movement who served as the city inspector of New York City in the 1840s. We know now, however, that cholera is spread by drinking water or food that has been contaminated by the feces of an infected person.

			In New York, at the time, heaps of garbage, animal manure, and human waste littered the streets, sometimes piled three feet high, and flowed freely into drinking-water sources at a time when sanitation was nonexistent. The tainted water was so foul that residents would drink beer or wine instead or mask the taste of the water with tea. Local government was dominated by the graft-ridden Tammany Hall. Corrupt city officials stole the funds appropriated to clean the streets and relied instead on roaming herds of thousands of wild pigs to eat the trash. Local residents looked after the pigs, which they would later slaughter for food, and city streets were transformed into giant feeding troughs. The Board of Health and the civic leaders responsible for enforcing sanitary regulations were ineffectual at best.

			On Friday, June 15, 1832, a steamboat arriving from Albany carried unwelcome news: Cholera had broken out in Quebec and Montréal. North America’s last great barrier to the epidemic—the Atlantic Ocean—had been breached.

			By Sunday, New York Mayor Walter Bowne banned all ships from docking in the New York harbor. Towns along the Erie Canal instituted stringent quarantine regulations that they hoped would create enough of a barrier to halt the influx of immigrants from Canada. But these restrictions were too little, too late. Cholera had already hitchhiked on immigrant ships that docked in Quebec and then piggybacked on infected passengers who traveled from ports in Canada down the St. Lawrence and Hudson rivers into the United States. Desperate émigrés, many of whom had braved treacherous trans-Atlantic voyages on rickety, overcrowded ships in stormy seas, easily circumvented these restraints. Passengers frantic to reach New York jumped off the canal boats and continued on foot, even in the face of armed militias. Immigrants on ships headed to New York, some of which reported cholera deaths on their passage from England, disembarked in nearby ports like Perth Amboy in New Jersey before boarding ferries to New York.

			In late June of 1832, cholera emerged in Manhattan. On a Monday evening, June 26, a recent émigré from Ireland named Fitzgerald came home from work complaining of severe stomach cramps. The pain worsened during the night, so he called a doctor the next morning. When the physician arrived, Fitzgerald was starting to recover but his two kids were seriously ill, doubled over with agonizing stomach cramps. They died the next day, and his wife succumbed on Friday. Within the next few days, doctors saw a handful of other patients with the same symptoms: severe intestinal cramps, diarrhea, and vomiting. Most of them died. These physicians all came to the same conclusion: It was cholera.

			Yet there was official silence on these cholera cases. Despite impassioned pleas by prominent physicians to warn the public, the Board of Health and Mayor Bowne insisted that these cases were nothing out of the ordinary, presumably because of fears that the news would trigger a massive business shutdown and disrupt economic stability. Still, rumors about the contagion spread. Panic quickly engulfed the city. Once-crowded streets were now deserted, and more than 100,000 residents fled in an exodus from New York reminiscent of what we saw in the early stages of the Covid pandemic.

			But the poorest residents, the immigrant Irish Catholics and African Americans, were sitting ducks with nowhere to go in the teeming Five Points neighborhood, the impoverished slum where the outbreak began. They were forced to drink the only available water, from contaminated wells, and lived in overcrowded tenements, which hastened the spread of the disease. The most wretched dwellings were unfinished basements, sludge pits with walls that dripped slime, sewage, and moisture after every rain. It was impossible for people who lived in these places to maintain even the most basic sanitary practices or cleanliness.

			But they garnered little sympathy from their more affluent and established neighbors, who filtered their understanding of disease through the rigid moral prism of Christian rectitude. Cholera and every other sort of pestilence were seen as the scourge of the sinful, a punishment for their moral depravity, and epidemics were largely blamed on the poor and on recent immigrants who were mostly Irish Catholics. If they became ill, it was their own fault. As long as their suffering didn’t threaten the more affluent, one historian observed, the attitude was: “Who cares?”

			However, these indifferent New Yorkers unknowingly violated the first rule of public health—every life matters—and they soon paid the price. Within weeks, the entire city was under siege by the disease. Civic leaders set up five emergency hospitals in schools and other buildings. Swamped undertakers could not keep up with demand, and bodies piled up on the streets. On July 20, at the epidemic’s peak, more than one hundred new cases of cholera were reported. By August, the number of cases began to dwindle, and the outbreak largely ran its course and ended in September. But within those two months, the disease killed more than 3,500 of the city’s approximately 250,000 residents, a death toll comparable to more than 110,000 in today’s New York City of eight million. Most of the victims were poor immigrants.

			

			—

			The arrival of cholera dovetailed with another crisis: Supplies of clean, fresh water had become increasingly limited as the city grew. The island of Manhattan is surrounded by brackish rivers that are unsuitable for fresh water. Residents were forced to rely on cisterns, wells, and natural springs. But these water sources were soon unable to handle New York City’s growing population. By the late 1820s, civic leaders struggled to find a source of potable water, fruitlessly scouting rivers and ponds outside the city that could supply New York’s residents. Without water, New York would simply dry up.

			The twin crises of water and epidemic provided the impetus for a bold plan: the construction of the Croton Aqueduct system, which would ferry clean water from the Croton River more than forty miles away—a monumental engineering feat for its time. The plan had been previously rejected because of its multimillion-dollar price tag and the logistical challenges of creating a water delivery system that stretched from Westchester to Manhattan. But in an election held in April of 1835, voters approved the project by a three-to-one margin, in a result that would forever change the city.

			The aqueduct opened to public use on October 14, 1842. The aqueduct was built on an incline and carried water by gravity for forty-one miles. Traveling at a little less than two miles per hour, it took twenty-two hours to complete the journey from the Croton River to the Harlem River and over the High Bridge at 173rd Street, before emptying into two reservoirs in Manhattan between 79th and 86th streets, at Sixth and Seventh avenues, and to fortified holding tanks in what is now Midtown Manhattan. The $13 million price tag translates to more than $480 million today, which was an enormous infrastructure investment for a city of about 325,000 residents.

			But clean water was not enough.

			Panic gripped the city once again in November of 1848, when a ship from Europe docked at Staten Island with a handful of its French and German passengers suffering from cholera. Seven died and were buried at sea, while others were rushed to local hospitals. Gradually, the disease spread through Staten Island and made the jump to Manhattan in May of 1849. The city’s population had more than doubled since the previous outbreak, and residents now numbered more than 500,000. This time cholera killed some 5,000 New Yorkers. During these years, mortality rates skyrocketed to almost double what they were at the beginning of the century. And cholera wasn’t the only killer. As late as 1850, the average age of death for a New Yorker was less than forty years old, due to shockingly high child mortality rates. Only three out of five children lived past their fifth birthdays, the others felled by dysentery, infant diarrhea, and successive waves of the highly contagious diseases of childhood, especially scarlet fever, diphtheria, pneumonia, and measles, which were responsible for the deaths of hundreds of children every year.

			By that time, a coalition of progressive physician reformers, humanitarians, publicly minded civil servants, and democratically accountable politicians were pushing for even more profound and ambitious public health projects to clean up cities and rid them of disease. Driven as much by social and economic concerns as by medical ones, these broad-based campaigns, which enjoyed the support of the communities, were the genesis of the modern public health movement. The connection between bad living conditions, urban density, and the incubation and spread of disease had become blindingly obvious, as it was that the poor, living in dire circumstances, were the most vulnerable.

			The efforts of this group of early public health crusaders were inspired by the nineteenth century’s “Great Sanitary Awakening,” the reform movement that took hold in western Europe, greatly influenced by Edwin Chadwick, a London lawyer and secretary of the Poor Law Commission in 1838, who was convinced that the environment played a crucial role in the development of diseases. To prove his point, he directed the commission to do an analysis of the life and health of the London working class, and later of the entire country. The results of this analysis revealed the wide disparity in longevity between economic classes. The landed gentry lived, on average, to age thirty-eight; tradesmen died at twenty-two on average, while laborers could expect to live only seventeen years. To remedy this situation, Chadwick proposed building drainage networks to remove sewage and waste, cleaning up the water and the garbage-filled streets, establishing national and local boards of health, and appointing district medical officers.

			Chadwick was a prophet ahead of his time, unfortunately. It wasn’t until the 1860s that the British Parliament agreed to fund an immense sewer network in the wake of what became known as The Great Stink in 1858; sewage and industrial waste dumped into the Thames River had backed up, releasing an overwhelming stench that enveloped London throughout the hot summer months of July and August. Here again, public health initiatives were ignored or delayed until a crisis forced action.

			However, in France, sanitary projects had been underway for a decade. In 1848, Louis-Napoleon Bonaparte, nephew of Napoleon I, became the first elected president of the French Second Republic. He won a resounding victory because he guaranteed Parisians that he would clean up the city. This would not be the first time—or the last—that public health was on the ballot. After twelve years in exile in London, Bonaparte was shocked by how dingy and dirty the overcrowded and disease-riddled Paris was. The city had grown to more than a million residents in his absence and was beset by a cholera outbreak that claimed the lives of 19,000 Parisians.

			Bonaparte had promised to end poverty and improve the lives of working-class people in Paris, many of whom were living in the same horrid conditions as their counterparts in New York; in some cases, twenty people were crammed into one room with no light, windows, or toilets, and shared a common courtyard that was used as a makeshift outdoor latrine. Bonaparte embarked on a grand public-works program that turned Paris into a vast construction site for nearly two decades at a staggering cost of 2.5 billion francs (which translates to 75 billion euros or approximately $78 billion in today’s money). French authorities tore down some 12,000 buildings, built wide boulevards and parks (including the Bois de Boulogne, which had been inspired by London’s Hyde Park), constructed an elaborate sewage system, and installed gas lamps along the widened cobbled streets, which were soon filled with café terraces.

			These massive public health infrastructure investments were driven by a coalition of progressive civil servants like Chadwick, who were armed with the scientific data to clearly demonstrate the benefits of their proposals, socially minded politicians like Bonaparte who recognized their importance, and the widespread public support that made it all happen. The combination of fresh social and medical science, popular advocacy, and democratically directed civic action is what formed the Sanitary Movement.

			Here in the United States, similar movements took hold. The combination of new data, advocacy, and desperate need led several states to establish sanitary commissions. While the notion of urban clean-up campaigns doesn’t sound particularly sexy to our modern ears, they were vital to the creation of the sophisticated metropolises of today. The Sanitary Movement led to wide-ranging urban reforms, including citywide sanitation surveys, tenement improvements, initiatives to keep accurate counts of deaths and illnesses to better track what was happening in the community, and investigations to shed light on the conditions that were responsible for mortality. Major infrastructure projects brought clean water to growing cities, and garbage was regularly collected from the streets. Even the pigs were relieved of their duties: In 1849, New York City police rounded up more than 20,000 wild hogs from the streets of Manhattan and banished them north of the city.

			But civic leaders grappled with how to continue building upon these reforms. By the 1840s, New York City had become a critical hub of world trade, and wealthy shipping tycoons regularly visited London and admired the city’s well-manicured public grounds. Momentum had been building among the city’s elite to build a grand park that would match the resplendent green spaces of Europe. They wondered why New York didn’t have lush tree-lined landscapes to rival those that blanketed London. At the same time, sanitary reformers believed that open spaces provided invaluable relief from the congestion of the growing city and cleansed the air of disease.

			In 1849, a group of wealthy and influential New Yorkers hatched the idea of a landscaped public park like Hyde Park. These civic leaders envisioned a vast urban oasis that would improve the city’s health with its open spaces, calming natural scenery, and cleaner air, and provide a needed antidote to the smoke, dust, and debris of the rapidly industrializing and expanding metropolis. It would become, in the words of the pioneering landscape architect Frederick Law Olmsted, “the lungs of the city” that would “uplift” and have “a manifestly civilizing effect” on the city’s downtrodden and offer a place of “healthful recreation for the inhabitants of the city of all classes” that would create a needed break from the hustle and bustle of nineteenth-century urban life.

			After years of debates and legal jockeying over the location, size, and cost of the park, the state legislature enacted a law that set aside more than seven hundred acres in the middle of Manhattan, between Fifth and Eighth avenues, from 59th to 106th streets (and later expanded northward to 110th Street).

			In 1857, the new Central Park Commission held a design contest. Calvert Vaux, the brilliant London-born architect who had helped lay out the grounds between the White House and the Capitol, joined forces with Olmsted. Though he lacked architectural training, Olmsted was a visionary who was convinced that Vaux’s naturalistic designs could be a blueprint for transforming unremarkable terrains into Edenic environments in the hearts of bustling cities. A lengthy tour of England’s majestic green spaces had convinced Olmsted of their salutary value, and he viewed these publicly built pleasure grounds as a tool of social democracy where the rich and poor met on common ground.

			Olmsted was an unlikely champion of the less fortunate. Born in 1822, he was the scion of a wealthy Connecticut merchant family whose ancestors arrived in the United States in the early 1600s. A public intellectual, he was a brainy dilettante and didn’t find his true calling until later in life, when he was able to integrate his love for pastoral environments with his desire to help humanity. He was greatly influenced by the growing social-medicine movement and traveled widely throughout Europe. In 1850, he had visited England’s public gardens and subsequently wrote the book Walks and Talks of an American Farmer in England. Inspired by the grand parks he saw there, he became convinced that natural scenery, fresh air, and the outdoors could be restorative not just for physical health but for mental health, too. This, coupled with his desire to uplift the poor, who were most affected by the city’s health crises, informed his visions for a majestic urban oasis.

			Central Park gave Olmsted the chance to put his ideas into practice.

			The Vaux-Olmsted proposal, which was selected over thirty-two other entries, reflected Olmsted’s conviction that these open green spaces should provide an egalitarian sanctuary where everyone could breathe clean air. Their plan combined long stretches of open, rolling meadows and formal gardens in the English tradition, and incorporated the latest thinking on the importance of good sanitation—with drainage systems for the land, well-circulating waterways, and state-of-the-art sanitary facilities. Construction began in 1858. More than five million cubic yards of stone, earth, and topsoil were moved, and crews built thirty-six bridges and arches, constructed eleven overpasses, and planted more than 500,000 trees, shrubs, and vines. The first section of the park opened in 1858, and the park was finally completed in 1876 at a cost of more than $14 million ($360 million today).

			But initially, Olmsted and Vaux’s vision of a “people’s park” was far from reality. Olmsted and the Central Park Board discouraged the working classes from enjoying the grounds and limited sports and active recreation activities. Swimming or fishing in the ponds, playing musical instruments, setting off fireworks, holding parades, posting bills, and displaying flags were strictly taboo. Deputized “park keepers” enforced rules that forbade swearing, throwing stones, picking flowers, or annoying the birds. The wealthy could tour the park in stately carriages without disturbing the carefully cultivated natural landscapes and comprised about three-quarters of park visitors in the 1860s. They were welcomed because “they know how to behave themselves,” Olmsted noted, while men who dared to play ball were called “rude fellows.” So much for “uplifting” the poor.

			But New Yorkers would be, well, New Yorkers, even 160 years ago, and collectively, they wouldn’t stand for this nonsense. Throughout the 1860s, the working classes and immigrants fought against the restrictions and spearheaded drives to allow music, boating, and beer sales, especially on Sunday, which was normally the only day when they weren’t working. It would take another century before we would fully appreciate the mental and physical health benefits of leisure-time physical activity. Today, the park welcomes more than 42 million visitors each year, and over the decades, it has evolved into the egalitarian and salutary urban oasis that Olmsted envisioned.

			

			—

			Sometimes, however, public health comes from sources other than the vaunted enterprises of the wealthy and powerful. Public health can show up in something as simple as people coming together to create a community where they can center their lives on health, safety, and well-being. Seneca Village was a prime example of this. Home to New York’s largest African American community in the mid-nineteenth century, Seneca Village was a sanctuary, an affordable and peaceful refuge for people escaping slavery and from the city’s unrelenting dangers and violence; a place to interact in a sustainable way with nature, in a remote location that protected its residents from the disease outbreaks and unhealthy conditions of the teeming tenements in lower Manhattan, where most New Yorkers lived. In Seneca Village, African Americans created a safe oasis, a grassroots, poor people’s public health movement—and a brilliant example of how the collective action of communities to build healthful spaces from the ground up was just as essential to improving people’s lives as the costly top-down projects generated by the Sanitary Movement.

			Seneca Village was spread out over 750 acres of land between 83rd and 89th streets along the western edge of what is now Central Park and was one of several residential settlements scattered throughout the sparsely populated uptown. The community was surrounded by farms and pristine countryside dotted with hills, trees, streams, and rocky outcroppings. A nearby spring, called Tanner’s Spring, was thought to be the water source for the community. They endured harsh winters and it wasn’t an easy life. Even ferrying buckets of water from nearby streams could become a treacherous undertaking in icy conditions. But settlers were infused with a pioneering spirit, and it became a real, organized village with streets and churches and schools, a good place to raise a family and a lot healthier than crowded downtown.

			But Seneca Village was demolished to make way for Central Park.

			More than 1,600 working-class people were living in the area that became Central Park. All were evicted under eminent domain. The Central Park commissioners rationalized their land grab by maintaining that the area was occupied by marginal vagrants in ramshackle dwellings who, according to one observer, “lived off the refuse of the city, which they daily conveyed in small carts, chiefly drawn by dogs.” Newspaper stories called Seneca Village residents “wretched and debased squatters,” and dismissed their flourishing community

			
			
			
			
			
			
			
			
			
			

			—

			
			
			
			
			
			
		

	OEBPS/9780593595558_nav.xhtml

		
			Contents


			
						Cover


						Title Page


						Copyright


						Contents


						Dedication


						Introduction


						Chapter One: Every Life Matters


						Chapter Two: War Changes Everything


						Chapter Three: Public Health’s Most Celebrated Act of Civil Disobedience


						Chapter Four: W.E.B. Du Bois, the Myth of Racial Inferiority, and the Slave Health Deficit


						Chapter Five: Dangerous Trades: From the Triangle Shirtwaist Factory Fire to the World Trade Center Collapse


						Chapter Six: The CDC: A Checkered History


						Chapter Seven: The Burning Bed: Women Are Not Safe


						Chapter Eight: Ending the Killing Fields: Public Health Confronts the Epidemic of Gun Violence


						Chapter Nine: Wasted Lives: Environmental Toxins Doom Poor Communities


						Chapter Ten: The Fire Next Time


						Chapter Eleven: Missing Americans: Our Nation’s Epidemic of Early Death


						Acknowledgments


						Bibliography


						Notes


						Index


						About the Authors


			


		
		
			Landmarks


			
						Cover


						Cover


						Title Page


						Contents


						Start


						Copyright


			


		
		
			Print Page List


			
						iii


						iv


						vii


						v


						ix


						x


						xi


						xii


						xiii


						xiv


						xv


						xvi


						xvii


						xviii


						xix


						xx


						xxi


						xxii


						xxiii


						xxiv


						xxv


						3


						4


						5


						6


						7


						8


						9


						10


						11


						12


						13


						14


						15


						16


						17


						18


						19


						20


						21


						22


						23


						24


						25


						26


						27


						28


						29


						30


						31


						32


						33


						34


						35


						36


						37


						38


						39


						40


						41


						42


						43


						44


						45


						46


						47


						48


						49


						50


						51


						52


						53


						54


						55


						56


						57


						58


						59


						60


						61


						62


						63


						64


						65


						66


						67


						68


						69


						70


						71


						72


						73


						74


						75


						76


						77


						78


						79


						80


						81


						82


						83


						84


						85


						86


						87


						88


						89


						90


						91


						92


						93


						94


						95


						96


						97


						98


						99


						100


						101


						102


						103


						104


						105


						106


						107


						108


						109


						110


						111


						112


						113


						114


						115


						116


						117


						118


						119


						120


						121


						122


						123


						124


						125


						126


						127


						128


						129


						130


						131


						132


						133


						134


						135


						136


						137


						138


						139


						140


						141


						142


						143


						144


						145


						146


						147


						148


						149


						150


						151


						152


						153


						154


						155


						156


						157


						158


						159


						160


						161


						162


						163


						164


						165


						166


						167


						168


						169


						170


						171


						172


						173


						174


						175


						176


						177


						178


						179


						180


						181


						182


						183


						184


						185


						186


						187


						188


						189


						190


						191


						192


						193


						194


						195


						196


						197


						198


						199


						200


						201


						202


						203


						204


						205


						206


						207


						208


						209


						210


						211


						212


						213


						214


						215


						216


						217


						218


						219


						220


						221


						222


						223


						224


						225


						226


						227


						228


						229


						230


						231


						232


						233


						234


						235


						236


						237


						238


						239


						240


						241


						242


						243


						244


						245


						246


						247


						248


						249


						250


						251


						252


						253


						254


						255


						256


						257


						258


						259


						260


						261


						262


						263


						264


						265


						266


						267


						268


						269


						270


						271


						272


						273


						274


						275


						276


						277


						278


						279


						280


						281


						282


						283


						284


						285


						286


						287


						288


						289


						290


						291


						292


						293


						294


						295


						296


						297


						298


						299


						300


						301


						302


						303


						304


						305


						306


						307


						308


						309


						310


						311


						312


						313


						314


						315


						316


						317


						318


						319


						320


						321


						322


						323


						324


						325


						326


						327


						328


						329


						330


						331


						332


						333


						334


						335


						336


						337


						338


						339


						340


						341


						342


						343


						344


						345


						346


						347


						348


						349


						350


						351


						352


						353


						354


						355


						356


						357


						358


						359


						360


						361


						362


						363


						364


						365


						366


						367


						368


						369


						370


						371


						373


						375


						376


						377


						378


						379


						380


						381


						382


						383


						384


						385


						386


						387


						389


			


		
	

OEBPS/images/9780593595558_cover.jpg
The Cure for
Everything

The Epic and a Radical
Struggle for Vision for
PUBLIC HUMAN

HEALTH THRIVING

Michelle A. Williams

with Linda Marsa











OEBPS/images/9780593595558_title_page.jpg
The

Cure for
Everything

The Epic and a Radical
Struggle for Vision for

PUBLIC HUMAN

HEALTH THRIVING

Michelle A. Williams

with Linda Marsa

.
SRR

Py
=.'-‘.'-

ags
@i
55
S
RS

ONE WORLD
NEW YORK





