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Blinded with Science: American Indians,
the Office of Indian Affairs, and the

Federal Campaign against Trachoma,
1924-1927

TODD BENSON

In December of 1924, Charles Burke, the commissioner of Indian Affairs,
received a letter from H. ]J. Hagerman, a former governor of New Mexico
Territory who had been appointed by the Office of Indian Affairs (OIA) as
“Special Commissioner to the Navajo.” Hagerman reported that he had
received a troubling piece of correspondence from an OIA physician head-
quartered on the Navajo Reservation. This physician, Polk Richards, had
found some disturbing after-effects among Navajo patients who had been
treated by government doctors for trachoma, a painful, infectious eye disease
that produced damaged vision or even blindness. Two of these patients could
no longer close their eyelids completely, a condition known as lagopthalmos,
and at least two others were suffering from entropion, in which the eyelashes
had turned inward and were scratching the surface of the eyeball.!

All of these patients had been treated as part of a national campaign by the
OIJA to eradicate trachoma from Indian communities. Their condition,
Hagerman told Burke, suggested that perhaps the OIA needed to rethink its
strategy. The trachoma campaign was based on the use of a radical surgical tech-
nique known as tarsectomy, in which the surgeon attempted to treat the disease
by simply cutting out the tarsus, the supportive tissue underneath the eyelids.
Unless patients were selected very judiciously, Hagerman warned, and unless
those who performed the operation were highly skilled surgeons, it was quite
possible that the trachoma campaign would produce “very harmful results,”
potentially causing Indian patients to lose all confidence in OIA doctors.?

Todd Benson wrote his Ph.D dissertation on the history of federal Indian health care
policy during the first half of the twentieth century. He is currently associate director
of advising at the Stanford School of Medicine.
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Burke replied with a letter designed to reassure the special commission-
er. The OIA would, Burke said, make every effort to ensure that the operation
was performed only in carefully selected cases, and only by carefully trained
physicians. OIA doctors who showed no aptitude for the surgery would not be
provided with money to buy the special instruments necessary to perform it.
And while it was true that after-effects such as entropion and lagopthalmos
would sometimes occur, such problems could be treated with additional
surgery.3

Hagerman was not mollified. He pointed out, in reply, that there was a
severe shortage of OIA physicians qualified to perform such a delicate proce-
dure, and noted that if performed improperly a tarsectomy could “result dis-
astrously to the patient.” This time Burke failed to reply. Rather than heed
Hagerman’s warnings, he issued an official circular which made it mandatory
for all physicians to perform the surgery, or risk losing their jobs. Henceforth,
he said, the OIA would “require all our physicians to learn to perform the
approved operations for the cure of trachoma, or give place to those who will
learn.”

With Burke’s order, the campaign against trachoma, which had previous-
ly been confined solely to the Southwest, began to expand dramatically. But
Hagerman’s warnings would prove prophetic. It would not be until 1927 that
OIA officials would come to accept any evidence that tarsectomy was danger-
ous. But by then the procedure had been performed on at least 3,000
American Indian men, women, and children, with disturbing results. How did
this disaster come about? Why and how would OIA administrators be so will-
ing to design their campaign around an untested radical form of surgery? And
why would they ignore repeated warnings, such as those by Richards and
Hagerman, that their campaign was harming Indian patients?

THE CAMPAIGN BEGINS

To answer these questions, we must first examine the origins of a national pro-
gram of Western-style health care for American Indians. Between 1908 and
1912, scientific studies financed by the OIA confirmed what many in
American Indian communities had known for some time: health and sanitary
conditions on reservations and in government boarding schools were hor-
rendous.5 Two diseases in particular, trachoma and tuberculosis, had reached
near-epidemic proportions. The studies revealed that nearly one in four
American Indian men, women, and children—on some reservations the fig-
ure reached as high as one in two—suffered from trachoma.” And American
Indians were nearly ten times more likely than the rest of the population to
contract pulmonary tuberculosis, and four times as likely to die from the
disease.®

Anecdotal evidence of such health problems had been available to gov-
ernment administrators for several years, but had been largely disregarded.
Indeed, in the late nineteenth century OIA officials had ignored warnings of
possible health risks and recruited many Indian students with active tubercu-
losis for enrollment in boarding schools.?” Why, then, did policymakers sud-



Blinded with Science 121

denly display such concern for investigating Indian health? The answer was
twofold. First, American Indians and whites were, in many areas, living closer
to each other. In the years following passage of the Dawes Act, millions of
acres of so-called “surplus” Indian land were sold off or leased to whites, and
Congress passed legislation which opened much remaining tribal land com-
pletely to white settlement.!® The increasingly close contact between the two
groups meant that American Indians afflicted with infectious diseases repre-
sented a threat not just to members of their own community, but to neigh-
boring whites as well. As Commissioner Francis Leupp putitin 1908, the OIA
was “confronted by the urgent necessity of doing more than has ever been
done before in the way of protecting the Indians against the ravages of the dis-
ease, not only for their own sakes, but because the infected Indian communi-
ty becomes a peril to every white community near it.”!!

Policymakers also argued that poor Indian health threatened what had
been the fundamental aim of Indian policy for many years: assimilation.
“[Tlhe physical welfare of the Indian is, and always must be,” said
Commissioner William Jones in 1904, “the fundamental consideration in the
scheme to educate or civilize him. It is impossible to develop his mental and
moral capabilities without healthy material to work on.”!? The results of the
OIA-financed health surveys only confirmed Jones’ views and led several
prominent federal health officials to worry that inferior health conditions
might threaten Indian peoples’ capability to become economically self-suffi-
cient. The high incidence of trachoma, Surgeon General Walter Wyman
argued, threatened not only the “economic usefulness” of individual Indian
people, but indeed the “economic efficiency” of the entire race. Other offi-
cials in the Public Health Service (PHS) agreed, noting that trachoma endan-
gered Indian children’s potential “power to earn a living,” thus increasing the
possibility that they would “become permanent charges on the State.”!3

Such views had an impact, for by the 1910s OIA officials had begun to
argue that without funding to improve Indian health they could not fulfill
their assimilationist objectives. As Commissioner Cato Sells put it, better
health conditions were “a prime requisite in the process of civilizing the
Indian and placing him upon a self-supporting basis.” The OIA could not, he
said, “educate [Indian] children unless they are kept alive. All our Indian
schools, individual allotments, and accumulated incomes tend
pathetically toward a wasted altruism if maintained and conserved for a with-
ering, decadent people.”14

Beginning in 1909, OIA officials used arguments about the connection
between medical care and assimilation to win regular Congressional appro-
priations for a national Indian health program. By 1912, Congress was appro-
priating approximately $350,000 annually “to relieve distress among Indians
and to provide for their care and for the prevention and treatment of tuber-
culosis, trachoma, smallpox, and other contagious diseases.” Although these
funds were used to implement a major expansion of the OIA’s health efforts
during the 1910s, the onset of the First World War led to a retrenchment of
the Indian health program, as doctors and nurses in the Indian Service
resigned their positions by the dozens to enter the military or to seek more
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lucrative private employment, and as wartime inflation forced the OIA to
reduce or in some cases even eliminate its purchases of medical equipment
and supplies.!>

The situation did not, given the postwar climate of fiscal conservatism
which dominated the nation during the early 1920s, improve even after the
war ended. Between 1919 and 1924 Congress failed to increase the OIA’s
health budget above prewar levels.!® But as the decade progressed pressure
began mounting, as part of a nationwide movement for Indian policy reform,
for the government to do something more substantial to address Indian
health concerns. Reformers such as John Collier began to argue that the level
of health care provided to American Indians was abysmal. As proof of the
OIA’s indifference, they cited the mediocre quality of the medical care pro-
vided on many reservations. “[TThe critical thing,” Collier told a congression-
al committee in 1923, “is the terrible deficiency of medical service.” Doctors
were both overworked and underpaid, and hospital facilities were totally inad-
equate. The OIA had failed, Collier concluded, to make the health conditions
of American Indians known “either to Congress or the people.””

Such criticism helped convince Hubert Work, shortly after becoming sec-
retary of Interior in 1923, to request an increase in the congressional appro-
priation for Indian health programs. But while Collier had focused primarily
on the humanitarian impact of poor health care, Work had an ulterior
motive. He believed, like previous administrators of federal Indian policy, that
improved Indian health might help speed the process of assimilation.
Physicians, in his view, not only were helping to spread “[c]ivilization” to so-
called primitive peoples overseas, but were also “its pioneers among the
American Indians.” Commissioner Burke agreed. “Through emphasis on edu-
cation and health,” Burke added, “the Indian population will be speeded on
its way to take its place among the industries of the country.”18

Work’s request specified that the increased funds would be used “for the
purpose of enlarging the present facilities for the treatment of trachoma
among Indians.”!¥ Although the secretary’s motive in focusing on trachoma,
rather than on tuberculosis or on general health needs, remains unclear, it is
likely he was driven by two primary considerations. In 1891, the PHS had
begun conducting medical examinations on all immigrants seeking entrance
into the United States. Those found to have trachoma (or deemed to be
insane or mentally retarded) were denied entry. Two decades later, the PHS
had initiated a successful campaign designed to reduce the incidence of the
disease among Appalachian whites. The implementation of these two pro-
grams left American Indians as the last major affected group in which the tra-
choma epidemic had not been addressed. Second, Work knew that he would
need to demonstrate that any new appropriation had produced results. In
contrast to a disease such as tuberculosis, which stubbornly resisted all
attempts at a cure, trachoma appeared susceptible to control efforts, as the
PHS program in Appalachia demonstrated.20

Congress responded to Work’s request by increasing the OIA’s health
budget for 1924 by $500,000, and OIA officials began making plans for an
anti-trachoma campaign in the Southwest, with a particular focus on the
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Navajo Reservation.?! They did not do so unknowingly, since there existed a
significant body of knowledge about how the disease progressed. In tra-
choma'’s initial stages, tiny, reddish clumps of blood vessels form in the con-
junctiva, the clear layer of tissue lining the inside of the eyelids and the sur-
face of the white of the eye. As time progresses, granular follicles, filled with
debris and discharge (and, we now know, with the chlamydia microorganism
that causes the disease) also begin to develop in both the conjunctiva and on
the tarsus, a cartilage-like plate of tissue which lies between the conjunctiva
and the eye muscle and which gives the eye its shape. Although doctors did
not understand the exact cause of the disease, they knew that people could
spread it to others through their tears. A person can easily catch trachoma
simply by wiping his or her face with a towel an infected person has just
used.??

Trachoma could cause serious damage, as OIA physicians knew. Over
time, the blood vessels which initially form on the conjunctiva may expand
onto the surface of the eyeball, producing a dark spot which causes impaired
sight or blindness. The granular follicles, meanwhile, rupture, causing scar-
ring, which in turn leads to the contraction of the tarsal plate. A condition
known as entropion may then ensue. In serious cases, this causes the eyelash-
es to rub against the cornea, again causing blurred vision or blindness.?3

There were three possible approaches that the OIA could have followed,
separately or in combination, in designing the trachoma campaign. The first
was utilizing public health measures such as improving sanitation and pro-
viding education about how to halt the spread of the disease. The second pos-
sible method, which was widely employed by American ophthalmologists of
the period, was to treat the disease with medications, which could range from
silver nitrate and copper sulphate to alum and bichloride of mercury.2* Both
of these techniques were used by the Public Health Service in its Appalachian
trachoma control program.2>

But the OIA opted for a third method: surgery. Following the advice of
John McMullen, a PHS specialist brought in to plan the trachoma campaign,
administrators established several field hospitals at Navajo in the summer of
1924.26 There, government physicians performed a procedure known as
grattage on patients diagnosed with trachoma. Stated crudely, grattage was
the scraping off of all conjunctival tissue which had become infected. To per-
form the operation, a practitioner would first anesthetize patients locally, and
then use a forceps to evert—turn inside out—their eyelids. The physician
would then vigorously scrape the infected tissue with a scalpel or surgical
roller, breaking open the conjunctival follicles. The final step in the proce-
dure consisted of rubbing off the diseased material with a brush or cloth, and
postoperative care involved applying medicines to the treated area for sever-
al days.?7

The campaign began on July 1, and the immediate response by members
of the Navajo community was overwhelming. By August 6, five weeks after the
campaign’s start, more than 5,100 people had reported to the new field hos-
pitals for trachoma screening. The doctors found 1,174 cases of the disease
among these patients, 962 of which they treated surgically.?8 Yet in spite of this
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early success, the physicians in charge of the campaign soon began experi-
encing difficulties. In funding the anti-trachoma program, OIA officials had
followed McMullen’s recommendation and budgeted for an average of six
days of postoperative care per patient. 29 But the doctors soon found that post-
surgical inflammation, which in their view necessitated a hospital stay of any-
where “from two to four weeks,” was an inevitable consequence of the surgery.
Patients discharged before the inflammation had subsided, they told
Commissioner Burke, would not only continue to infect others, but might
experience more damage from their inflamed eyes than “if no operation had
been performed.” “I would,” one of them wrote, “consider myself derelict in
duty and mal-practicing” to dismiss cases so soon after surgery.30

A RADICAL SOLUTION

Although Burke reluctantly granted the doctors’ request to extend the six-day
limit on postoperative care, the financial difficulties which the campaign was
experiencing perhaps made it inevitable that OIA officials would seek a magic
bullet to solve the problem of trachoma. The solution to their problems came
in September of 1924, when Dr. L. Webster Fox of Philadelphia visited
Montana’s Glacier National Park on vacation. Fox, who held a professorship
at the University of Pennsylvania, was one of the country’s leading ophthal-
mologists and the author of a standard textbook in the field which had gone
through four editions.3!

On a similar vacation one year earlier, Fox had discovered that 30 percent
of the population of the nearby Blackfeet Reservation suffered from tra-
choma, and he had used Blackfeet trachoma patients to demonstrate his treat-
ment methods to reservation physicians. When Fox returned to the area in
1924, he agreed to repeat his demonstration. This time, though, his audience
included Assistant Commissioner Edgar B. Meritt, who happened to be visit-
ing the Blackfeet agency. Impressed, Meritt sent Commissioner Burke a glow-
ing report of Fox’s clinic, and on Burke’s orders “a large number” of OIA doc-
tors—including J. S. Perkins, the director of the trachoma campaign at
Navajo—subsequently traveled to Blackfeet so they could observe the
Pennsylvania ophthalmologist firsthand.32

Fox’s technique included two separate procedures, the first of which was
a more extreme version of the method used by the OIA physicians at Navajo,
and which Fox labeled “radical” grattage. In this operation, surgeons used
sharp three-bladed knives to scrape patients’ inner eyelids “both longitudi-
nally and laterally,” which produced “rather free bleeding.” They then dipped
a stiff toothbrush in a bichloride of mercury solution and brushed “very vig-
orously” across the eyelids. After-care involved the application of medicinal
dressings for four to six days. Fox recommended this operation for the earli-
er stages of the disease, but not before the follicles had formed and slight scar-
ring had occurred.?? For more advanced cases, he advocated a second, more
radical, operation known as tarsectomy. To perform it, physicians simply evert-
ed a patients’ upper eye and, using a scalpel, excised both the diseased tarsal
plate and most of the underlying conjunctiva. To compensate for the removal
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of this tissue and to provide support for the eyelid, they then used a small for-
ceps to grasp the edge of the remaining conjunctiva near the top of the eye-
lid, pulled it down, and stitched it to the margin of the eyelid. Aftercare con-
sisted of the application of anesthetics in a dressing for eight to ten days.3*

The advantage of these two surgeries, Fox believed, was that they cured
quickly and completely, eliminating the need for any extended form of treat-
ment. With just a few cuts of the knife, the disease could be eliminated. Those
who attended Fox’s demonstration were suitably impressed. “Judging by the
past,” wrote Perkins, “a lot of the work we are doing now will have to be
repeated because it does not cure, in a large number of cases.” Fox’s “great
ability and wide experience,” on the other hand, guaranteed that his methods
would be more effective and more efficient. Walter Stevens, a high-level OIA
medical supervisor, agreed. “With the elimination of aftertreatment,” he
wrote, “it can readily . . . be seen that our present methods of treatment will
be greatly simplified.”3>

Stevens noted, though, that tarsectomy could produce a serious side
effect. Stretching the remaining conjunctiva to the lid margin after the exci-
sion of the tarsus produced tension, which could cause the lid to turn inward
on itself, leading, possibly, to blindness. This was the same condition found in
many advanced cases of trachoma. To prevent this complication, Fox ended a
tarsectomy operation by using an electric cautery to puncture a double row of
tiny holes along the margin of the lid. “The theory,” Stevens wrote, “is that the
scar resulting will counter act [sic] the shortening of the conjunctiva.”6

Stevens himself was skeptical about this procedure. “This is probably the
result in many cases,” he said, “but I am of the opinion that secondary opera-
tions to correct the entropion will be necessary in a number of cases.” He also
noted that a tarsectomy might not always cure the disease. “We have the pos-
sibility, that the granules may again form . . . in which instances a secondary
operation will be necessary,” he said. It was unclear, however, what those oper-
ations would be: one could neither apply medication to the underside of the
tarsus nor scrape the granules off once it had been surgically removed.?7

It was clear, though, that either a recurrence of trachoma or the devel-
opment of entropion would require further medical treatment, contradicting
Fox’s claim about the benefits of a tarsectomy. But Stevens ignored this poten-
tial problem, as well as the potential damage that failed tarsectomies could
cause. “Presuming we get only 50 percent successful operations,” he wrote,
“our results will be far more reaching than we could hope to obtain through
the prolonged aftertreatment method.” The procedure itself was relatively
simple to learn, Stevens said, and required neither “any more time nor a more
developed technique” than the mild form of grattage then in use. He recom-
mended that all OIA traveling ophthalmologists learn tarsectomy, as well as
radical grattage, and that both procedures be given a one-year trial.38

OIA administrators enthusiastically endorsed Stevens’ recommendations,
ignoring even his suggestion for a trial period. On September 12,
Commissioner Burke ordered Stevens to travel to the Southwest and begin
teaching the Fox operations to agency doctors. Shortly thereafter, Meritt
instructed him to devote “the major part of his time to the trachoma cam-



126 AMERICAN INDIAN CULTURE AND RESEARCH JOURNAL

paign” and, with Perkins’ assistance, to organize a clinic where other OIA doc-
tors could learn to perform tarsectomies. This clinic, which was held on the
Navajo Reservation, began on November 3, 1924. The physicians who attend-
ed, some of whom had never before performed surgery, received an abrupt
introduction to Fox’s methods. After first watching an instructor operate on
one eye of a trachoma patient, the new ophthalmological trainees were then
given responsibility for the other eye. The teaching physicians would hand
over the operating tables to the students, who would then perform the
surgery with their instructors’ assistance.3?

At about the same time, Burke was telling a congressional committee that
the OIA was striving “to make every physician in the Indian Service a tra-
choma expert.” The OIA had employed a number of ophthalmologists as
regional trachoma specialists even before the trachoma campaign had begun,
and the intent now was to have them learn the Fox operations themselves so
that they could demonstrate them to physicians in their own districts. By
January, the program of radical surgery in the Southwest was operating “full
blast,” and one of the OIA’s trachoma specialists had been directed to begin
a similar campaign in the Dakotas.? Fox himself, meanwhile, had agreed to
give another such clinic at Albuquerque. Commissioners Burke and Meritt
ordered both Perkins and Robert Newberne, the OIA’s chief medical director,
to participate in Fox’s demonstration, and Newberne authorized OIA travel-
ing ophthalmologists from as far away as South Dakota and Michigan to
attend.*!

Fox’s second clinic was held in January of 1925 and had what can only be
described as a tremendous impact on those who attended. Perkins, for exam-
ple, was lavish in his praise. “THIS CONCLUDES ONE OF THE GREATEST
TRACHOMA CLINICS EVER HELD,” he telegraphed Washington shortly
after Fox had finished, “IMPOSSIBLE TO ESTIMATE THE AMOUNT OF
GOOD DONE.” Those attending, he added, had been fortunate to learn from
“a master.”#? By then all of the OIA’s traveling trachoma specialists and med-
ical supervisors (with, according to Commissioner Burke, “the possible excep-
tion of one”) had received instruction in Fox’s radical approach. During the
next five months the OIA held two other formal clinics in the Fox technique,
at Phoenix and at Riverside, California, and by September more than fifty
OIA physicians had “become skilled operators in trachoma.” By then the OIA
had also initiated new campaigns against the disease in Wisconsin, Oklahoma,
and on the Crow agency in Montana. As a report by the Board of Indian
Commissioners put it, “[on] almost all the reservations and in all the schools
the agency and school physicians were examining, treating, and operating for
trachoma.”#3

It was at this point that the first signs of trouble began to appear. Indeed,
even before Hagerman had forwarded Polk Richards’ troublesome findings
to Burke, W. C. Barton, an OIA physician who had attended Fox’s initial clin-
ic at Blackfeet, wrote the Commissioner to express his reservations. Although
Barton had left the Montana clinic a proponent of the Fox techniques, he
sent a letter to the commissioner in which he cautioned that a tarsectomy was
“an operation requiring considerable surgical skill.” Moreover, patients who
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underwent the procedure required approximately two weeks of postoperative
care. “For this reason,” Barton concluded, “only a comparatively few patients
can be handled at one time, and a larger number of helpers and workers is
required.”#4

But Barton’s concerns, like Richards’ and Hagerman’s, were ignored in
favor of Burke’s veiled threat of termination for any physician who did not
learn tarsectomy. As the campaign progressed into late 1925 and 1926, these
heavy-handed tactics began to achieve results, as OIA physicians cut out an
ever-growing number of Indian tarsal plates. Indian Office administrators,
meanwhile, publicly expressed optimism about the results that their radical
experiment would yield. Marshall C. Guthrie, who became the OIA’s chief
medical director in 1926, told a congressional subcommittee that the cam-
paign “should” produce a decrease in the incidence of Indian trachoma.
Assistant Commissioner Meritt, testifying at another subcommittee hearing,
noted that while trachoma would likely remain a problem for “some time into
the future,” “considerable progress” had been made since the Fox techniques
had been adopted. And the campaign’s chief budget officer wrote a glowing
report of the tarsectomy program, which was published in the Santa Fe New
Mexican and five other Southwestern newspapers. Dr. Fox’s clinics had, the
report stated, allowed “a large number” of OIA physicians to receive “special
training which added greatly to their fitness for handling trachoma and treat-
ing it by the most improved methods.” Thousands of Indians had already
been treated by government doctors, and in the coming year “many times as
much [would] be accomplished.”#

But even as administrators were heralding what they saw as the OIA’s
achievements, and even as growing numbers of American Indians were
undergoing the surgical removal of their tarsal plates, events were transpiring
that would force the end of the trachoma campaign. In October 1924, the
American Medical Association, at the request of Interior Secretary Work, had
appointed a committee of leading ophthalmologists to advise the OIA and
the secretary on trachoma control activities. Within five months, the three
members of the committee had submitted a report to the commissioner
which stressed the need for public health education as a means of controlling
the disease, and which emphasized that both grattage and tarsectomy were
“severe” forms of treatment to be used only in carefully selected cases.6

Assistant Commissioner Meritt penned what appears to have been a disin-
genuous official response to this recommendation. The OIA was, he told the
members of the advisory committee, relying on milder forms of surgery
(including a mild form of grattage) as its principle weapons in the trachoma
campaign.?’ But Meritt knew this to be false—his reply came several months
after he himself had been present at Fox’s initial clinic at Blackfeet. His
attempt to mislead members of the advisory committee suggests that he (and
presumably other top OIA officials as well) knew that tarsectomy was a con-
troversial procedure. Had Meritt told the truth, the AMA consultants would
perhaps have recommended abandoning the tarsectomy campaign immedi-
ately. But because he did not, it was not until eighteen months later, when the
advisory committee members began a firsthand investigation of the OIA’s tra-
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choma program, that the truth began to emerge. In November 1926, a mem-
ber of the committee wrote an apparently innocent letter to Polk Richards,
the physician whose reports had led Hagerman to warn Commissioner Burke
two years earlier, requesting Richards’ opinion on how best to treat trachoma.
Richards, in reply, discussed a number of possible remedies for the disease,
including the use of surgical techniques. He was, he said, cautious about the
use of radical surgery because of the consequences it sometimes produced. A
tarsectomy could not only produce physical damage, but often failed to pro-
vide a cure. The surgeon simply did not always manage to remove all of the
diseased tissue. Richards noted that he was treating two patients “tarsec-
tomized two years ago” who suffered from severe cases of the disease.8

Richards expanded upon these observations early in 1927 in a letter he
sent to a professional ophthalmological journal. In recent cases of trachoma,
he said, “medical treatment only should be employed,” and for chronic cases
he recommended a mild form of grattage, used in combination with applica-
tions of medicine. The use of radical grattage, he added, had caused “much
unnecessary damage,” including extensive scarring to the conjunctiva and a
condition called symblepharon, in which the eyelid became stuck to the eye-
ball. Tarsectomy also had caused significant damage. “We have had and seen
others have,” Richards said, “some bad results following these operations,
varying degrees of lagophthalmos being the most common.” Nor did tarsec-
tomy provide an effective cure “unless the disease is confined mostly to the tis-
sue excised, and we do not see many cases where it is limited to the upper con-
junctiva, tarsi, and retrotarsal folds.” “Acute flareups in the so-called cured
cases,” Richards concluded, “are common.” He himself was treating three tar-
sectomized patients who had had a reoccurrence of trachoma.

By then, members of the advisory committee had finished firsthand visits
to the field. The committee published the results of these investigations in the
Journal of the American Medical Association on April 9, 1927. It concluded that
OIA boarding schools, because they admitted both healthy and infected stu-
dents, were a major source of trachoma infection and recommended the
establishment of segregated schools that would exclusively enroll trachoma-
tous pupils. The committee also recommended health education and the use
of trained field workers to conduct home visits as the best way to control the
disease. “We doubt the efficacy” of a tarsectomy campaign, the committee
members noted, “for trachoma is a disease that demands continuous after
treatment and cannot be cured by one radical treatment, operative or other-
wise.” In a second article published one month later, one committee member
noted that he and a colleague had observed cases where the tarsectomy oper-
ation had produced horrible disfigurement and had heard of another where
it had caused blindness.>0

But in spite of the committee’s recommendations, and in spite of
Richards’ descriptions of tarsectomy’s destructive consequences, Medical
Director Guthrie waited more than three months before taking any action to
limit use of the procedure. Even then his predominant concern, rather than
simply protecting Indian eyesight, seems to have been assuaging potentially
hurt professional feelings among OIA physicians. Before issuing an official
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pronouncement on trachoma treatment, Guthrie sent a draft of a proposed
circular to each of the OIA’s district medical directors. Because the Office had
given its field physicians “teachings which apparently were more in favor of
radical procedures than otherwise,” he wrote, any order from him would have
“to be expressed cautiously and diplomatically.” Consequently, the proposed
circular did not ban the tarsectomy operation, but merely instructed physi-
cians to be more careful about employing it. Guthrie requested that the med-
ical directors comment on the draft, and, after receiving favorable replies,
issued it in final form on July 22. Like its predecessor, the chief medical direc-
tor’s official directive urged caution, but did not forbid OIA doctors from per-
forming the operation.5! It was not until September that Guthrie decided to
ban the procedure outright, although even then he allowed physicians to per-
form it when they obtained written authorization from Washington.’? OIA
physicians, as a result of this proviso, requested, and received, permission to
perform an occasional tarsectomy until as late as 1931.53

ASSESSING THE DAMAGE

The trachoma campaign had ended an utter failure. But just how widespread
was the damage? How common were tarsectomies? Official OIA statistics indi-
cate that between fiscal years 1925 and 1927 a total of 22,626 eye surgeries
were performed (see Table 1). But these included grattage operations, other
milder forms of trachoma surgery, and surgical procedures for other eye con-
ditions. To determine what proportion of this total was represented by tar-
sectomy, we must turn to the monthly statistical reports filed by the OIA’s trav-
eling trachoma specialists, which included specific breakdowns by type of pro-
cedure. These reports reveal that tarsectomies constituted 26.25 percent of all
trachoma operations (see Table 2).54 Applying this percentage to the total of
22,626 operations produces a total of 5,978 tarsectomies performed.5>

TABLE 1
Number of Trachoma Operations Performed by OIA Physicians,
Fiscal Years 1925-1927

Year Operations Performed
1925 8455
1926 5318
1927 over 9000
Total over 22,773

Sources: Interior Department Appropriation Bill, 1927, 398;
Problem of Indian Administration, 208; Interior Department Appropriation Bill, 1929, 575.
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It is possible, of course, that other OIA doctors were less aggressive in
their use of tarsectomy than were the traveling ophthalmologists. But even if
one assumes, conservatively, that they performed tarsectomies only half as fre-
quently as did the ophthalmological specialists (thatis, in 13.13 percent of the
cases) we are still left with a total of 2,989 tarsectomies performed. There is
abundant evidence, furthermore, which suggests that tarsectomized patients
frequently experienced severe complications, which could include an
untreatable recurrence of trachoma, lagophthalmos, entropion, scarring, or
blindness. The chair of the AMA’s Advisory Committee on Trachoma report-
ed observing “numerous” cases in which patients who had been tarsectomized
suffered untreatable and disfiguring reoccurrences of trachoma. The opera-
tion had been performed, he added, “even in very recent cases of the disease
and in young children before any other treatment had been used. Some
overzealous enthusiasts even went so far as to advocate the operation as a pre-
ventive of the disease.”>6

As early as August 1926, H. V. Hailman, one of the OIA’s traveling tra-
choma specialists, reported that he was having difficulty persuading Hopi
patients to accept medical care. An OIA doctor had already performed tar-
sectomies on many Hopis, with devastating consequences, and tribal mem-
bers showed no desire to repeat their mistake and entrust their eyes to the
care of another government doctor. Hailman found it necessary to treat sev-
eral patients for the side effects of tarsectomy, a task to which he attached
great importance. “Every effort,” he said, “should be made to save from blind-
ness an eye that has been operated upon . . . every eye that goes blind follow-
ing an operation, makes for more contention and op[p]osition among the
Indians to whom the facts are known. For this reason I am giving more of my
personal time to a number of Indians who have had their tarsal cartilege [ sic]
removed in order to save them, if possible, from blindness.”57

Tarsectomized patients at Laguna and Acoma Pueblos also experienced
severe complications. In April 1927, Dr. Ralph Ross, who had been one of the
three ophthalmologists who began the trachoma campaign in the Southwest,
visited both pueblos and made a startling discovery. Among the 133 people
who had received tarsectomies, Ross found eighty-seven cases in which the
physician performing the operation had left trachomatous granules remain-
ing in the folds of the eyelid, a condition which made further treatment “very
difficult.” And in thirty-five more cases the tarsectomized patients showed “no
indication” of ever having had trachoma at all. “It seems unfortunate,” Ross
said, “that tarsectomies should have been performed in such a promiscuous,
wholesale and reckless manner. The result on the patient has been prejudicial
to having anything more done to their eyes. Nearly all the cases . . . in which
trachoma granulations still remain, have told me their eyes are in worse con-
dition since the operation; although told beforehand that the tarsectomy
would cure their condition.” He concluded that the physicians who had per-
formed the operations had not been competent enough either to diagnose
the disease correctly or to perform the procedure properly.>8

The implication was, of course, that more highly skilled doctors could have
done a better job. The OIA responded to Ross’ report by requesting the names
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of the supposedly incompetent physicians, which he quickly furnished. The
Office then directed the medical director for the Southwestern District, H. J.
Warner, to investigate Dr. Ross’ charges. Warner examined the same patients as
had Ross, although he noted that it was “hardly necessary” for him to do so, as
he had “looked over many such cases during the last year in every section of the
Southwest.” He concluded that Ross’ assessment of the tarsectomy campaign’s
horrible consequences was correct. In Warner’s view, however, it was unfair for
Ross to assign blame to the local physicians, who were simply following official
policy by performing tarsectomies. “All the Indian Service physicians, including
Dr. Ross, were taught to do tarsectomies,” Warner noted. “They were instructed
at the time that tarsectomy was a cure for trachoma. All of them did tarsec-
tomies in wholesale numbers on all classes of trachoma.” One should not, there-
fore, cast “any reflection” on the doctors who treated the Lagunas and the
Acomas. “Their technique was good,” Warner said, “and in accordance with the
teachings of their preceptor. Both physicians have learned by experience and
are now following conservative methods of treatment. You can go into any dis-
trict of the Southwest where specialists have worked and see the same
deplorable results from wholesale tarsectomies.”>

Far from ending the trachoma epidemic, OIA doctors had caused even
more suffering for American Indian patients. The reasons for their reliance
on such an extreme, untested procedure are quite complex. Part of the moti-
vation was a wrongheaded, albeit genuine, belief that tarsectomy was an effec-
tive, even humane, form of treatment. The year after the campaign began,
members of the Board of Indian Commissioners declared emphatically that it
warranted “the strong hope that in a comparatively few years our Indian peo-
ple will be clear eyed and reservations will be rid of the disease which has
made blind men and women common objects in Indian communities.”
Perkins believed that one hundred ophthalmologists using the Fox technique
could eradicate trachoma among Southwestern Indians in only one month.%0
And one OIA physician at least twice held clinics where he operated on whites
as well as Indians suffering from the disease.%!

Still, the good intentions of some campaign officials do not by themselves
explain why tarsectomy was selected as the preferred method of treatment.
Fox and OIA medical administrators knew that medical therapies and public
health programs could also be used to treat the disease. Moreover, profes-
sional ophthalmological opinion on tarsectomy’s merits was sharply divided,
as evidenced by the harsh dissents which accompanied the publication of pro-
tarsectomy articles written either by Fox or by one of the handful of other pro-
ponents of the procedure.®2 Nowhere can one find an example of another
instance of widespread use of the procedure, even by the Public Health
Service in its Appalachian trachoma control program.5® Why, then, did the
OIA come to rely so heavily on a radical, untested program of surgery?

The answer lay in the racial and cultural beliefs of the campaign’s origi-
nators. Throughout the 1920s, federal policymakers and their allies consis-
tently defended attacks on Indian health programs by invoking the refrain of
racial and cultural difference. According to the chief of the OIA’s construc-
tion division, Indian hospitals did not need to be built to the same standard
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as comparable white facilities. There were, he said, “many differences con-
trasting the Indian from the white race,” which made the provision of top-
quality facilities less important for Indian patients. Medical Director
Newberne expanded on this point in 1924. While the level of care provided
in OIA hospitals was not, he noted, equal to that available “in the hospitals of
large cities, in some respects it suit[ed] the Indians better.” Superior medical
facilities would be wasted on American Indian patients, who in Newberne’s
view were inclined to disobey their physicians’ orders. “We are dealing,” he
said, “with a primitive people.”64

The idea that radical surgery was the only suitable method for treating
American Indian trachoma patients flowed naturally from such racially based
justifications for differential treatment. In the minds of OIA officials, alleged
racial deficiencies would render all alternative approaches to treating tra-
choma ineffective. Thus John McMullen, the PHS trachoma specialist who
had designed the initial stages of the campaign, rejected public health mea-
sures as unsuitable for Indian patients. To prepare his recommendations for
the campaign, McMullen had taken temporary leave from his regular position
as director of PHS trachoma programs in the Appalachian region. An impor-
tant part of the PHS effort, which served mostly lower-income whites, was a
public health education campaign. Under McMullen’s direction, teams of
nurses traveled from place to place, lecturing on the etiology of the disease
and holding clinics on techniques of trachoma prevention.®> But McMullen
specifically rejected the use of such measures among the Indians. The
Navajos, he argued, lived in hogans where they had “appalling” sanitary
habits, and such alleged problems would present what he claimed was an
insurmountable barrier to any program of health education.

McMullen also rejected the use of medical treatments, arguing that what
he labeled the Navajo peoples’ “backward” taboo against revealing family
names would complicate the practice of keeping medical records.%” Fox, sim-
ilarly, claimed that reliance on medicines would be ineffective, citing what he
believed to be the particular virulence of trachoma among the Indian popu-
lation. American Indians did not, he argued, possess “the natural immunity
to [trachoma] of the North American negro.” And while whites experienced
trachoma in varying degrees of severity, each case in Indians seemed “to be
worse than the preceding one,” which made medical remedies “a waste of
time.” Even had medicines been capable of producing results, there
remained what Fox saw as the intractabilities of Indian behavior. American
Indian patients could not, he argued, be “considered as in the class that will
stand for protracted treatment of any kind.” Tribal members would not return
for applications of medicine “more than a very few times,” and refused to
apply the medicine themselves inside their own homes. “The Indian,” he
noted, “is a born skeptic anyhow, and must be handled by those familiar with
his temperamental vagaries.”68

Fox also noted that he had treated trachoma sufferers even among “the
highest type” of Indians, students at the Carlisle Indian School, a place where
“the very best hygienic conditions” prevailed. That the disease could flourish
in such a scrupulously clean environment, and among such relatively assimi-
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lated tribal members, demonstrated, for Fox, the futility of using public
health measures to control the disease. “It is extremely difficult,” he wrote, “to
teach these ignorant Indian women that the bottom hem of their skirts is not
the proper thing with which to wipe their noses and their babies’ eyes. The
urging of health journals, such as Hygeia, on them would be ridiculous, and
even the talks to the youngsters accomplish very little.”69

Fox’s opinion about American Indian personality traits was shared by
many medical observers. The average Indian person’s history, according to
one of the OIA’s traveling ophthalmologists, was “that of taking things as they
come, and leaving the morrow for its own problems. . . . To prevail upon him
as we say, ‘to take his medicine in broken doses,” or to be persistent in con-
tinuing any treatment or preventive measures over an approp|[rliate period of
time has been a hard matter, because it did not coincide with his earlier con-
ception of propriety.””0 Others went even further, comparing Indian men and
women to children who responded at best only marginally to health educa-
tion efforts. “It is exceedingly difficult,” said one of the OIA’s traveling tra-
choma specialists three years before the campaign began, “to induce the
Indians to adopt hygienic measures for their own protection. They are very
much like children, and one is obliged to keep at them continually, teaching
them the dangers of neglecting these matters.” “The Navajo,” added another,
“is a wonderful child of intellect and his ignorance of diseases and his super-
stitions make him pathetic.””!

That those responsible for federal Indian programs held racist attitudes
will, of course, evoke no surprise from those familiar with the history of fed-
eral Indian policy. What may be more startling, though, is that in this case
such attitudes shaped the creation of a health campaign organized by health
professionals, who were supposedly dedicated to principles of humanitarian-
ism and scientific objectivity. Yet, as Vine Deloria has noted, scientific inter-
pretations of Indian cultures have had the impact of “precluding Indians
from having an acceptable status as human beings, and reducing them in the
eyes of educated people to a pre-human level of ignorance.”” The trachoma
campaign was clearly a case in point. The physicians responsible for the cam-
paign had used their racial beliefs to justify the use of a dangerous, invasive
surgical procedure.

For these doctors, Western medical science held the power to overcome
alleged racial failings and to propel American Indians towards “civilization.”
So strong was their faith in the power of so-called scientific medicine that even
witnessing firsthand the horrible consequences of the tarsectomy campaign
did not alter their worldview. Instead, they assigned the blame for tarsectomy’s
failure on their Indian clients. H. V. Hailman, for example, devised a simple
explanation to explain why complications from tarsectomy were so common
among Hopi trachoma sufferers. These patients, he argued, bore sole respon-
sibility for what had happened to them because they had, “for many and var-
ied reasons, real or imagined,” discontinued their postoperative care.
Another OIA ophthalmologist, John Hewitt, made the same argument about
Ute patients on the Uintah and Ouray reservation. The reason these patients
required up to five months of hospitalization to correct postoperative eye
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damage was, he said, because they had refused to accept “regular aftertreat-
ments” following a tarsectomy.”

H. J. Warner, who had investigated the consequences of the tarsectomy
operation at Laguna and Acoma, likewise continued to portray Indian behav-
ior as the biggest obstacle to OIA trachoma-control efforts. Working with what
he called “the primitive Indian population” presented OIA physicians,
Warner said, with a range of problems. “Personal cleanliness and sanitary con-
ditions” were, he said, “at their worst” in Indian communities. Further, “the
Indians’ adherence to the medicine man and his [sic] suspicion of the white
man’s innovations in matters of medical treatment” necessitated that the
physician first “gain the confidence of the Indian” before attempting to pro-
vide medical assistance. Even then success was not assured. Indian patients
generally would not, Warner argued, continue to seek treatment for tra-
choma once their immediate symptoms had been relieved, and consequently
“[flield work by ophthalmologists among adult Indians of the nomadic type,”
was “unsatisfactory and usually a waste of time.”7

The racial beliefs which had been used originally to justify the tarsectomy
campaign now provided Warner and other OIA physicians, when confronted
with evidence of the campaign’s failure, with an airtight alibi. Indian peoples’
supposed backwardness, which had been the reason given for using tarsectomy
in the first place, now could be used to absolve OIA physicians from any blame
for what they had done. At least three thousand people had had their eyesight
destroyed or damaged. Yet it was not the physicians or the OIA that were at
fault, but the behavior of the very patients who had been harmed. This was cul-
tural arrogance of breathtaking proportions. From the very beginning, govern-
ment physicians had demonstrated an absolute faith that medical science could
compensate for alleged Indian racial inferiority and provide a cure for tra-
choma. Then, when the campaign failed, those same supposed racial defects
served as a convenient scapegoat. It was an ingenious formulation.
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