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Abstract
The landscape of scientific and medical help for the Global South in the late colonial period was a complex one in which technical assistance provided by nations such as America, and the work of agencies such as the WHO, sat alongside European colonial interventions. Little work has explored the tensions that could exist between British and American experts working in Britain’s colonies after 1940. This paper explores how spirit of competitive cooperation that has been said to characterize the relationship between British and America informed the work of experts on the ground. It focuses on the first joint project organized by the Anglo-American Caribbean Commission, a body created in 1942 with the ostensible aim of coordinating policy across the Caribbean possessions of Britain and the US. In 1944 the AACC launched a VD control programme in the British colony of Trinidad with the aim of addressing the very high rate of disease amongst American forces stationed on the island by tackling syphilis amongst the wider population. The programme provided an opportunity for Britain and the US to scrutinise each other’s methods. In the comparisons they made, officials and medical experts revealed the ways in which they perceived their mode of overseas intervention to be superior and their nation’s greater claim to shape the future of the region. 
Keywords
Technical assistance: VD; public health; Trinidad; Anglo-American Caribbean Commission; competitive cooperation; colonial medicine

Word Count, excluding end notes.
9750

















Competitive cooperation and public health: VD control in the British colony of Trinidad during WWII.

In 1951 the Colonial Office complained that American officials seemed unaware of the scientific and medical provision that Britain had created for its colonies. W.A.C. Mathieson of the UK delegation to the United Nations proposed a vigorous campaign of propaganda to make the point, ‘that we virtually invented technical assistance’.[endnoteRef:1]  The wider context to Colonial Office irritation was the new sources of help available to the Colonial Empire from Truman’s Point Four Program, and the agencies of the UN. The prospect of increased competition to provide guidance to British possessions prompted the Colonial Office to assert that everything should be done to encourage the colonies to continue seeking ‘men, money and advice’ from Britain.[endnoteRef:2]   [1:   The National Archives, United Kingdom, (TNA) CO 318/480/3.]  [2:  TNA CO 900/13] 

Historical scholarship has not paid much attention to the relationship between British and American experts at a time when both nations had increased their focus on solving the problems of the tropical regions of the world. The post war landscape of scientific and medical help for the Global South was a complex one in which the assistance provided by nations such as America, and the work of inter-governmental agencies such as the WHO, sat alongside European colonial interventions. Britain made its most substantial commitment to colonial development after the Second World War, and the numbers of officers deployed in the colonial services peaked in 1954.[endnoteRef:3] The co-existence of a concerted push for development by colonial authorities with new national and international sources of technical assistance makes it misleading to suggest that by the 1950s an age of colonialism had given way to an age of development.[endnoteRef:4]  [3:  Kirk-Greene, On Crown Service, p. 62.]  [4:  As suggested in Webster, “Development advisors in a time of cold war and decolonization”, p. 250.] 

While some literature has examined Cold War competition between the USSR and America to provide aid and assistance to Africa and Asia, we know little of the tensions that could inform encounters between European and American experts.[endnoteRef:5] This paper focuses on a venereal disease control programme in the British colony of Trinidad launched by the Anglo-American Caribbean Commission in 1944. The aim of the program was to address the high rates of venereal disease amongst American armed forces stationed on the island by tackling syphilis amongst the wider population. Wartime constraints meant that the scheme was initially conceived and executed by American staff, and was based on US domestic syphilis control programs for its mode of operation. This paper considers the way in which this deployment of American medical personnel was informed by, and contributed to, the ‘competitive cooperation’ that characterised the relationship between Britain and America during and after the war.[endnoteRef:6] It explores the role of bodies of experts, and the programmes they implemented, for the ways in which Britain and America sought to control Caribbean affairs and shape the future of the region. [5:  American/Soviet competition is explored in Engerman, The Price of Aid and Siegel, “‘Fantastic quantities of food grains’”. For American and British relations in the context of developing Africa see Riley, “’Tropical allsorts’”.]  [6:  The expression ‘competitive cooperation’ comes from Reynolds, The Creation of the Anglo-American Alliance. The VD programme has previously been described in McCollin,”Friend or foe?”. ] 

American medical interventions, such as the hookworm campaigns carried out by the Rockefeller Foundation, were often very important for the development of healthcare in the British Caribbean territories before the Second World War, not least because of the paucity of public health provision funded by colonial governments.[endnoteRef:7] As Britain embraced a more active policy of colonial development after 1940 however, officials could be less willing to accommodate foreign experts in the British Caribbean. The drive for colonial development was launched in an attempt to quell the protest amongst subject populations that had broken out during the Great Depression, and silence critics of empire at home and abroad.[endnoteRef:8] The idea that greater provision of science and medicine in the name of development could help foment colonial loyalty was disturbed as early as 1942 however when it became apparent that America aimed to deploy its own experts in the Caribbean region through the newly formed Anglo-American Caribbean Commission.[endnoteRef:9] This body had the ostensible function of allowing Britain and America to exchange information and coordinate policy across their possessions in the Caribbean but the meetings of the AACC were characterised by a great deal of rivalry as the two nations worked to promote rather different visions of the post war world and their place in it. Historians have examined the ways in which the workings of the Caribbean Commission exemplified the spirit of antagonism and collaboration that existed between Britain and the US.[endnoteRef:10] While the two nations shared wartime aims and then Cold War ambitions, they disagreed about issues related to the world economy, including the continuation of imperial preference, and political matters such as the timetable for colonial independence. At the heart of many disputes about policy for the Caribbean was a struggle for hegemony in the region; the Colonial Office in London perceived that the actions of the AACC were an attempt to infringe British sovereignty. This paper moves beyond the study of high politics and diplomacy that characterise most work on Anglo-American relations in this period to contend that public health was a space in which competition between Britain and America was enacted. The syphilis control programme was one of the first major projects of the AACC and it was intended to be a demonstration of the value of a body that was considered by the US to be a model for other regional organisations in the post war world. Such organisations were said to be key to achieving the aims of American foreign policy. The VD project had significance, then, well beyond Trinidad and the short-term need to generate good will amongst the local population while the island played host to US military personnel.  [7:  Palmer, “’The demon that turned into worms’; Pemberton, “A different intervention”; De Barros, Palmer and Wright (eds), Health and Medicine in the Circum-Caribbean; Farley, To Cast out Disease; Jones, Public Health in Jamaica. ]  [8:  Constantine, British Colonial Development Policy.]  [9:  For the history of the AACC see Parker, Brother’s Keeper; Fraser, Ambivalent Anti-Colonialism; Whitham, Bitter Rehearsal. The VD control programme is not explored in detail in these accounts.]  [10:  Reynolds, The Creation of the Anglo-American Alliance; Parker, Brother’s Keeper.] 

The Anglo-American campaign to combat syphilis in Trinidad involved many shared assumptions between the US and Britain about the relationship between disease, race and the problems of ‘backward’ places. Scholarship concerned with medical programmes in colonised places, whether funded through the Colonial Office or the Rockefeller and WHO, often refer to the ways in which these projects relied upon the idea of ‘Western biomedicine” for their power.[endnoteRef:11] “Western biomedicine” refers to a mode of medicine that employed ideas of disease causation based on entities such as parasites and bacteria, and used hospitals, drugs and technology to fight disease. The power of Western biomedicine was supposed to reside in the contrast between the efficacy of its pharmaceutical and technological interventions and the shortcomings of existing or indigenous practices. The political goal in creating programmes of public health that celebrated this mode of medicine was to legitimise colonial rule and promote alignment with the West during the Cold War. The term “Western” can elide any differences that might have existed between the work of French, British, American, Dutch or Canadian medical personnel in the field however, so that practitioners from Europe and North America are seen as purveyors of the same ideas and practices with the same ideological and political objectives. The use of such terminology does not leave much room for a grasp of the ways in which American and British experts could try to differentiate their technical activities. Or to put it another way, if British and American personnel worked with shared biomedical understandings of disease and similar techniques and drugs, then how exactly might American personnel claim their approach to Caribbean public health to be more modern?   [11:  See for example, Cunningham and Andrews, Western Medicine as Contested Knowledge; Packard, “Visions of post war health and development”; Lyons, The Colonial Disease; Palmer, Launching Global Health. ] 

The Origins of the VD Control Programme
The Anglo-American Caribbean Commission’s VD programme in Trinidad was created in response to the discovery that rates of venereal disease amongst American army personnel stationed on the island were amongst the highest in the US forces.[endnoteRef:12] The military presence in Trinidad was established by the Destroyers for Bases Deal, signed by Britain and the US in September 1940. The deal gave a 99-year lease to the US for land in six British colonies and the first detachment of troops arrived in Trinidad in April 1941. By early 1942 concerns were raised about the very high incidence of venereal disease on the Trinidad bases. American servicemen had been treated for syphilis and gonorrhoea before despatch from the US so officials concluded that these diseases had been contracted locally. Military personnel were provided with a new “educational, recreational and prophylactic program” but a scheme to tackle disease amongst the civilian population was deemed urgent.[endnoteRef:13]  [12:  National Archives and Records Administration, Washington, USA, (NARA), RG43 Records of the AACC 1940-46, Box 51, F3-4, O.C. Wenger, “The Venereal Disease Program in Trinidad”, November 1944.]  [13:  NARA RG 43, Records of the AACC, 1940-1946, Box 51, F3-5.] 

The social and economic impact of the American presence on Trinidad was considerable. The most stark evidence of the dislocations wrought by the arrival of the US military was the exodus of sugar workers from rural Trinidad to work on building the bases at Chaguaramas and Cumuto. Sugar work was arduous and badly paid and workers from Trinidad’s estates, along with labourers from a variety of other occupations, took the opportunity for alternative employment with higher wages. At its peak, construction employed 23,000 workers, and this was accompanied by a decline in sugar labour so severe that by 1944 the colonial government was reporting the Trinidad sugar industry was close to extinction.[endnoteRef:14] While men took work in construction, women engaged in prostitution in Port-of-Spain, or villages such as Point Cumana and Carenage close to the navy base at Chaguaramas, as described in the famous calypso by Lord Invader, “They bring rum and coca-cola, go down Point Cumana, both mother and daughter, working for the Yankee dollar”.[endnoteRef:15] [14:  High, Base Colonies, p. 108; National Archives of Trinidad and Tobago (NATT), “Report of the Committee Appointed to Enquire into the Sugar Industry, 1944”.]  [15:  Anthony, Port-of-Spain in a World at War, p.75.] 


Reducing the level of syphilis and gonorrhoea amongst the population of Trinidad was considered essential to prevent large numbers of military personnel from being withdrawn from active service.[endnoteRef:16] It was also said to be important to protect American citizens back home from the dangers that emanated from the Caribbean. [16:  NARA RG43 Records of the AACC 1940-46, Box 51, F3-4, O.C. Wenger, “The Venereal Disease Program in Trinidad”, November 1944.] 


These military bases in the Caribbean (particularly those situated in or near thickly populated areas) may be the open ends of funnels which will pour into the United States new infections in venereal disease, malaria and tuberculosis. A vigorous health program in both the military and civilian communities is our only safeguard against such a menace.[endnoteRef:17] [17:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4. “Report on Visit to Medical Center, Port-of-Spain, Trinidad.”] 


American officials believed that a reduction in levels of disease in the Caribbean in order to protect domestic health would be needed beyond the period of military engagement. Pan-Am flights between the US and South America stopped at Trinidad and the region was expected to see an increase in tourism in the future.[endnoteRef:18] In addition, once the war ended, Trinidad was said to have value for training American forces in jungle warfare.[endnoteRef:19] [18:  NARA RG 43, Records of the AACC, 1940-1946, Box 3, A1-5(c).]  [19:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4,“Report on Visit to Medical Center, Port-of-Spain, Trinidad.”] 


American officials took an interest in the welfare of the inhabitants of the BWI for reasons other than the supposed threat of infection they represented to the continental US. In 1941, Charles Taussig, businessman and advisor to Franklin D. Roosevelt, undertook a survey of conditions in the British West Indies in order to gauge local attitudes towards British rule and the reaction of people to the increased US presence in the region. One concern was the likelihood of an outbreak of riots in the British possessions similar to those that had occurred in Jamaica, Trinidad and Barbados in 1937 and 1938.[endnoteRef:20] Apart from the need to avoid unrest in places that hosted US military bases, American officials were troubled by the effect of Caribbean dissent upon African Americans who sought political advancement at home.[endnoteRef:21] The Caribbean was a threat to America while it was a source of disease and destabilization and the security of the United States required the cultivation of pro-American sentiment across the region. There was also the need to prepare for the possibility that America might need to assume control of British territories if Britain lost the war.[endnoteRef:22]  [20:  NARA RG 43 Records of the AACC, 1940-1946, Box 1, A1-1, “Report of the Commission to Study Social and Economic Conditions in the British West Indies, January 1941”.]  [21:  Parker, ‘"Capital of the Caribbean”, pp. 98-117.]  [22: NARA RG 43 Records of the AACC, 1940-1946, Box 1, A1-1, “Report of the Commission to Study Social and Economic Conditions in the British West Indies, January 1941”.] 

The result of Taussig’s survey was the suggestion that Britain and America form an Anglo-American Caribbean Commission so they could coordinate their efforts to improve living conditions in the American colonies of Puerto Rico, the US Virgin Islands and the British Caribbean possessions. In the view of US officials, political stability in the Caribbean required American-led initiatives to develop resources, promote self-government, introduce land reform and industrialisation and improve health, housing and education. Britain agreed to the idea of a joint commission on the basis that such partnership would allow an insight into plans formulated in Washington for the region, and that cooperation on issues of development and welfare could serve to get the US on side rather than continuing to act as a critic of British policy.[endnoteRef:23] The problem from the perspective of the British government was the fact that the US wished to endow the AACC with considerable powers. The State Department saw the commission as its chief vehicle for achieving the aims of US foreign policy in a region of high strategic importance, and American officials sought to make the AACC the main instrument for social, economic and political development in the Caribbean region. [endnoteRef:24] Britain, in turn, worked to limit the powers of the AACC and ensure it was subordinate to the new Colonial Development and Welfare Organisation (CDW Org) that operated from Barbados.[endnoteRef:25] The CDW Org was a body of British advisors in fields such as economics, health and agriculture, that offered help to the British Caribbean colonies in formulating development programmes funded by the 1940 CDW Act. The Comptroller for Development and Welfare and head of the CDW Org was Frank Stockdale who had begun his career in the colonial service as a sugar cane breeder in Barbados. On the formation of the AACC in March 1942, Stockdale was appointed Chair of the British Section with Taussig as the American Co-Chairman.  [23:  TNA CO 295/627/8, “Colonial Office note, March 1943”. ]  [24:  NARA RG 59, Records Pertaining to the Caribbean Commission, 1946-1962, Box 2, CC general, “Minutes of Meeting of US Commissioners - Caribbean Commission, Washington, April 23, 1951”.]  [25:  TNA, CO 852/577/1.] 

While the AACC was intended to represent a partnership between Britain and America the two nations were in fact competing to take the lead in shaping the future of the Caribbean region. The American section pressured British officials to introduce full franchise in Britain’s colonies, beginning with Jamaica. [endnoteRef:26] Taussig attempted to forge a regional economic unit in the Caribbean, reducing barriers to trade between the possessions of the various European powers that operated in the area, and thereby allowing greater access to colonial territories by American firms.[endnoteRef:27] The Colonial Office in turn worked to restrict the AACC to a body that might circulate useful information but had no executive power. British officials aimed to maintain friendly relations with their American counterparts while attempting to water down the recommendations that emerged from meetings of the commission, and side-line the experts it promoted, in order to protect their vision for the development of the British Caribbean and maintain Britain’s authority over its colonies.[endnoteRef:28] [26:  Parker, Brother’s Keeper.]  [27:  NARA RG 43 Records of the AACC, 1940-1946, Box 1, A1-4, “Memorandum on agreed policy between Great Britain and United States for the Caribbean, January 12th 1944”. ]  [28:  TNA CO 318/480/4.] 

Britain’s ability to resist pressure from the US required the presence of high calibre officers on the AACC, CDW Org and the governments of the British West Indies. Privately, the Colonial Office expressed concerns in the early 1940s about the quality of British personnel deployed in the Caribbean. The small and troubled colonies of the British West Indies were not a desirable posting for ambitious officers and it was known that Governors, for example, often took a position in the Caribbean only as a stepping stone towards a more prestigious role in an African colony; a situation that tended to discourage risk-taking and initiative by senior officials.[endnoteRef:29] The Colonial Office was very aware that the arrival of American troops and officers associated with the AACC allowed the US to observe the workings of colonial governments at first hand. One British official wrote to his colleagues at the Colonial Office to say of the situation in Trinidad, “it seems to me of paramount important to send there good men and in sufficient numbers so that the Americans may be impressed at this vital key point with the skill and energy of our colonial administrations”. [endnoteRef:30]  [29:  NARA RG 43 Records of the AACC, 1940-1946, Box 24, A8-1(c), C. Taussig, “Report to the President and the Secretary of State of the First West Indian Conference held in Barbados, BWI” May 13th 1944]  [30:  TNA, CO 295/627/8, “Note, 23/3/43.”] 

If the competition for influence in the Caribbean region between Britain and America was going to be played out by men in the field, then one major problem was a shortage of British manpower during the war. In 1943, the decision was made to begin a VD control programme in Trinidad under the auspices of the AACC. This programme was one of the first initiatives launched by the commission and it was accompanied by much ceremony. While its proponents enthused that the scheme embodied the ideal of Anglo-American partnership, Britain was not able to contribute its full share. The British Government provided half of the funds needed for the project but wartime constraints meant it could not spare any medical personnel or supplies. America furnished the VD program with all the people and equipment that were needed and appointed O.C. Wenger of the US Public Health Service (USPHS) as Adviser on Venereal Disease Control to the AACC with responsibility for working out the details of the scheme.[endnoteRef:31]  [31: NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.] 

The Programme in Practice

As Britain could not spare any medical personnel for the VD control programme, the project was launched as an American-run scheme.  Apart from the goal of protecting the health of American troops, Wenger declared that his aim was to produce a demonstration of a well-organised public health campaign. An effective public health intervention could convey to the people of Trinidad something of the enlightened and progressive character of American-led initiatives at a moment in which the relationships between American military personnel and local people could be strained. In addition, there was the wider context of debate about whether the inhabitants of the British West Indies would prefer to be ruled by America rather than Britain. In 1944 the Trinidad Guardian reported on a recent article in Fortune magazine by the American journalist Joseph M. Jones that claimed that while there may have been a desire amongst Caribbean peoples, “for the US to take over the islands”, in the winter of 1940-41, this was no longer the case. Jones said the demise of pro-American attitudes had occurred when people had experienced American base colonialism first hand and decided that the higher wages paid by the US did not compensate for the poor treatment they received.[endnoteRef:32] British Caribbean populations were said to have chosen ‘dignity over dollars’, but the VD control program had the potential to impress local populations with the dynamism, efficiency and power of American health care, and the altruism of America itself. The VD control program was executed against the backdrop of existing medical services provided by the colonial administration. Claims that the VD program exemplified a superior and modern approach were animated therefore not just by the contrast with the practices of local people, but by the distance between US actions and British ones.  [32:  Sunday Guardian, February 4th, 1944. See also High, Base Colonies, p. 93.] 


Wenger arrived in Trinidad in March 1944 with a large contingent of twenty-one staff including five doctors, two dentists, four nurses, a dietician, educational director, counsellor, and various technicians and administrators. The VD Control Programme was formally launched on 1st July 1944 in two sets of buildings on Ariapita Avenue in Port-of-Spain, named as the Caribbean Medical Center. Wenger designed a special insignia that stood outside the clinic showing a poor black family in rags looking up towards the American and British flags flanking the rod of Asclepius, symbol of medicine and healing. In 1945 a Central Diagnostic Clinic was opened at the CMC that contained a large waiting room capable of seating 100 patients, a series of cubicles through which patients passed for examination by different specialists, offices, a serological and bacteriological laboratory, a 200-seat auditorium and a hospital with 25 beds. Alongside the CMC the project also worked through nine rural clinics over a radius of 25-30 miles from the capital, in the vicinity of the most important military bases, while a mobile unit travelled to other areas. Apart from tackling the immediate problem of venereal disease in Trinidad, Wenger wished to create a training centre in VD control for European and Caribbean doctors and nurses from across the region. His hope was that West Indian staff would eventually run all programmes. The CMC also trained local staff in laboratory techniques so they could take over the work of the serological and bacteriological laboratories. [endnoteRef:33] [33:  NARA RG43 Records of the AACC 1940-46, Box 51, F3-4, O.C. Wenger, “The Venereal Disease Program in Trinidad”, November 1944.] 


In terms of health care, the ambitious goals of the program were to screen a large proportion of the Trinidad population using the Kahn and Eagle blood tests and then treat those who tested positive for syphilis using arsenic and bismuth drugs. Wenger and his team focussed on men whose disease was estimated at less than four years old, women of child-bearing age and children with hereditary syphilis, with the aim of rendering the community non-infectious rather than curing all cases.[endnoteRef:34] This mass testing approach was described as a ‘serological drag net’, and in the first four months 20,000 blood tests were taken.[endnoteRef:35] For the project to be successful, Wenger needed to persuade the largest possible number of people to come forward for testing, and then consent to treatment. The challenge was to convince people to agree to a blood test for a disease that could carry social stigma and for which there was considerable ignorance surrounding its symptoms, mode of transmission and consequences for health. Wenger stated that on the basis of his experience with programmes aimed at African-Americans in the Southern States of the US, it might prove difficult to overcome suspicion and apathy amongst the population.[endnoteRef:36] Prior to working in Trinidad, Wenger had been deployed by the USPHS to head a programme of syphilis control in Mississippi, and then to Alabama on a project that eventually became the Tuskegee Syphilis Study.[endnoteRef:37] In this notorious experiment, treatment was withheld from a group of almost 400 African-American men so as to study the progress of syphilis in their bodies for a period of forty years. The subjects were deceived into believing they were receiving treatment.[endnoteRef:38] [34:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [35:  NARA RG43 Records of the AACC 1940-46, Box 51, F3-4, O.C. Wenger, “The Venereal Disease Program in Trinidad”, November 1944; NARA RG43 Records of the AACC 1940-46, Box 51, F3-4, “Report on Visit to Medical Center, Port-of-Spain, Trinidad.”]  [36:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, September 1944”.]  [37:  Parascandola, Sex, Sin and Science, p.83 and 88-89; Poirier, Chicago’s War on Syphilis, p. 12 and 100. ]  [38:  Jones, Bad Blood; Reverby, Tuskegee’s Truths.] 


The programme in Trinidad was concerned with cure, not observation, and there is no evidence that Wenger purposively cultivated or neglected venereal disease amongst the population. The high rate of VD amongst American servicemen was a serious problem, and tackling syphilis across the community was considered essential to produce a permanent reduction in disease. The project was conceived as a way to protect white health in the first instance; black Caribbean bodies were a potential threat to integrity of the American family and US military efficiency. In addition, the program had a wider propaganda function in advertising the positive work of the AACC and American overseas interventions. As noted by other historians, Wenger’s views about health and race in Trinidad could veer between ideas that might be considered forward-thinking, such as an emphasis on the promotion of black staff, and a highly paternalistic attitude towards the poorest members of Trinidadian society.[endnoteRef:39] The archive from the Trinidad scheme does not include examples of Wenger making explicit racist statements about the population of Trinidad, or any evidence that he believed the course of disease to be different in people of African or Indian descent, in comparison to white sufferers.  [39:  Parascandola, Sex, Sin and Science, pp. 88-89] 


After Alabama, Wenger was sent to work on the Chicago Syphilis Control Program that ran in the city between 1937 and 1940, and he used this as the model for his Trinidad scheme.[endnoteRef:40] While the Chicago programme included laws for premarital and prenatal testing and the compulsory testing and sometimes quarantine of suspected prostitutes, the programme had aimed to persuade the majority of people in the city to come forward voluntarily to be tested for syphilis. In order to enlist public support and persuade people to submit to testing of their own accord, the campaign emphasised syphilis as a public health problem rather than a moral one.[endnoteRef:41] In its rejection of the idea of policing sexual behaviour and instead presenting the control of syphilis as that of any other infectious disease, the Chicago programme exemplified an approach to venereal disease control pioneered in the US by Surgeon General Thomas Parran during the 1930s.[endnoteRef:42] The success of this method required a concerted campaign to bring the issue of venereal disease out into the open, sending the message that syphilis could affect anyone, but most importantly that it was possible to receive a complete cure. In Chicago, the testing of the city’s residents had been preceded by a campaign in the local press, spearheaded by the Chicago Tribune, with the goal of creating positive public opinion in favour of large-scale syphilis testing and control, and local groups, such as Lions Clubs, were persuaded to endorse the campaign. [endnoteRef:43] [40:  TNA CO 994/5]  [41:  Poirier, Chicago’s War on Syphilis.]  [42:  Brandt, No Magic Bullet, p. 154.]  [43:  Poirier, Chicago’s War on Spyhilis, p. 140.] 


Great efforts were also made in Trinidad to make syphilis a matter of public discussion and gain the consent of the local population for mass testing. Wenger enlisted the support of the press, and community figures, to educate people on the nature of venereal disease, and advertise the goals of the campaign. The commencement of the VD control project was preceded by numerous articles in Trinidad’s newspapers, including a number of editorials in the Trinidad Guardian. One piece, “We must call declare total war on VD” called for an end to “dangerous habits of neglect and self treatment”, which was most likely a reference to the use of ‘bush medicine’.[endnoteRef:44] The newspaper also repeated the point in a number of articles that a sense of shame should not prevent people from participation in a large scale effort to tackle venereal disease and told its readers that the campaign must, ‘”not be confused with a vice eradication crusade…. There should be no mixing up of morals with this. It is just a public health measure.” [endnoteRef:45] [44:  The Trinidad Guardian, “ We must declare total war on VD”, Saturday January 9, 1943.]  [45:  Sunday Guardian, “US Army surgeons here much concerned about VD”, March 28 1943.] 


Wenger persuaded schools, local dignitaries and civic organisations to endorse the scheme. He lectured to Head Teachers and assistant Head Teachers so that they would encourage the parents of their pupils to attend for blood testing sessions, and in an effort to shape favourable attitudes towards the introduction of new legal measures that Wenger believed were necessary to control VD.[endnoteRef:46] Lectures, films and slides were often graphic in showing the effects of syphilis in the long term. Wenger lectured a group of schoolboys about blindness caused by tertiary syphilis,  [46:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”. ] 


I know of no better way to reach a group of young men than to show them some old blind beggar or paralytic, who they are accustomed to see day after day and year after year, standing on some prominent street corner down asking alms. Here is something they can understand and when they are told the beggar’s plight is probably due to incapacities resulting from syphilis contracted in youth and never treated, we have no trouble getting them to submit to blood testing following the lecture. [endnoteRef:47] [47:  TNA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Extracts from and summary of the reports of the Caribbean Medical Centre, for July and August, 1944”. ] 


He added that showing photographs of lesions affecting local prostitutes who attended the Port-of-Spain clinic was particularly effective. Wenger’s lectures emphasised the need for sexual continence to reduce the risk of infection, but he believed that moral education was chiefly the responsibility of church and family. [endnoteRef:48] [48:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4, O.C. Wenger, “Venereal disease control in the West Indies”.] 


Apart from teachers and schoolchildren, Wenger and his team visited soldiers, prison inmates, police officers, civil servants and businesses, to give lectures and take blood samples. In order to reach the wider public, handbills and posters were distributed that advertised film showings and tests. The first public meeting was held in San Juan, hosted by the San Juan Literary and Social Club, and a similar approach of using local organisations to sponsor meetings was used elsewhere. Eight hundred people attended a lecture and film at the Canadian Mission School in San Juan, “The doors had to be barred and the police had to be called upon to keep the crowd outside from pushing against the closed doors”. [endnoteRef:49] Lectures and film-showings normally took place on a Thursday or Friday evening, and Wenger and his team would return on Sunday, when people were not working, in order to collect blood samples. Wenger reported taking 700 samples during the Sunday visit to San Juan before turning away another 300 people when time ran out. Extra medical personnel were needed to deal with the very large numbers who attended the clinics, and the nurses from the US supervised locally recruited nurses in taking blood. The community organisations that hosted the meetings provided helpers who knew the population, and could speak Indian languages and spell names, to assist the clerical staff in recording details of attendees. When a test was found positive, the individual concerned was invited for an interview and assessed for treatment, before receiving a course of neoarsphenamine and bismuth if they had syphilis, or alternative treatment for gonorrhoea. [endnoteRef:50] [49:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”; TNA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Extracts from and summary of the reports of the Caribbean Medical Centre, for October, 1944”.]  [50:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.] 


People could be asked about their sexual contacts. Case-finding to either invite or compel an individual to attend at a clinic was an innovation of American VD control from the 1930s. [endnoteRef:51] Wenger reported his frustration, however, with the absence of laws in Trinidad that could be used to force people to report for treatment. Like many of Britain’s colonies Trinidad had passed a Contagious Diseases Act in 1869 that allowed for the compulsory detention of prostitutes, but this was repealed in the 1880s on the grounds that it was impossible to enforce in practice.[endnoteRef:52] No further legislation had been enacted for the control of venereal disease. Wenger sought the power “to arrest recalcitrant patients who fail to report to clinics for treatment and permit these people to be put in home quarantine and jail.” He also wanted a reporting system to be introduced so that doctors, druggists, and the directors of jails and hospitals would inform the local District Medical officers of suspected cases of infection.[endnoteRef:53] Wenger and the American authorities had no legal power to introduce such laws however and could only make suggestions to the colonial government, which were politely received but never implemented. Wenger did have success in creating a quarantine hospital and a rapid treatment center for women, attending on a voluntary basis, modelled on measures introduced in the US during the war.[endnoteRef:54] In-patients in the treatment centre were offered vocational training so they could find “gainful occupation” on release, suggesting that the clinic was intended for local prostitutes. [endnoteRef:55] [51:  Brandt, No Magic Bullet, p. 150.]  [52:   Levine, Prostitution, Race and Politics, pp. 40 and 326.]  [53:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4, O.C. Wenger, “Venereal disease control in the West Indies”; NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [54:  Parascandola, Sex, Sin and Science, pp. 119-122]  [55:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4, O.C. Wenger, “Venereal disease control in the West Indies”.] 


For Wenger, tracking down ‘recalcitrant’ women was a key objective when it came to reducing the incidence of syphilis, and he was not chiefly concerned with the behaviour of troops who sought sexual liaisons. Case-finding in Trinidad was made difficult because of an absence of street names and house numbers, however, compounded by a lack of cooperation from the inhabitants of the poorer areas of Port-of-Spain. In order to track down prostitutes who had been named as contacts, usually by military personnel, Wenger engaged a former police detective, “Mr Fortune”, who knew the city and “could speak the local patois”. [endnoteRef:56]Wenger declared himself gratified that 65% of the 114 contacts reported between August 1944 and March 1945 were traced by Fortune, and persuaded to attend the CMC for treatment. [endnoteRef:57] [56:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [57:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”; NA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Extracts from and summary of the reports of the Caribbean Medical Centre, for July and August, 1944”.] 


While there was some suspicion of the VD control programme in urban areas, the turn out for blood testing in rural areas was extremely high; a fact that was celebrated in newspapers and the reports of the VD control programme. Coverage of the programme included numerous photographs showing crowded halls of people attending lectures, and long lines waiting for a blood test. Wenger reported in September 1944 that his team turned away hundreds of people each time they travelled to one of the field clinics to take blood samples, “simply because the staff became exhausted, night was falling, or our supply of tubes ran out”.[endnoteRef:58] He expressed his surprise at the enthusiasm with which the lectures, film shows and testing clinics were greeted, making comparisons with previous campaigns in the rural South of the United States.[endnoteRef:59] The popularity of the clinics acted as the main measure of success. Between 1944 and 1945 it was not possible to set out any meaningful data showing a decline in VD amongst the population of Trinidad as only a proportion of the community had been treated by the time the American medical personnel left, although Wenger reported a fall in rates of VD amongst US armed forces in the first six months of the project.[endnoteRef:60] The popularity of the program was attributed to the educational campaign that aimed to reduce the stigma surrounding VD and the work done in enlisting the help of local organisations in order to gain the trust of the people, along with the energy of Wenger himself. The large size of the crowds who attended the clinics obscured one important fact however; most people were not seeking treatment for syphilis. In addition, concerns were raised at the Colonial Office in London that the scheme was not the exemplar of an effective public health intervention that Wenger claimed it was. [58:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [59:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, September 1944”.]  [60:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.] 


Competition 

From the US perspective, the success of the VD programme was the result of the dynamism and dedication of Wenger and the other American personnel. In 1944, Charles H. Whitaker, American Vice-Consul in Grenada, drew a comparison between the work of British and American officers to illustrate the greater commitment of the American staff;

I have been conscious of the difference in approach by the two governments with reference to the intensity of the program 
[of the AACC]. This is well illustrated by the VD program in Trinidad where the American direction in charge is in the office from 7 a.m to 4.30 p.m. with 20 minutes for lunch 7 days a week, while the British section works the usual tropical hours with time out for various social functions. Also, the American section is in the habit of getting into overalls and giving actual physical assistance while the British code of conduct allows direction but does not countenance physical assistance. [endnoteRef:61] [61:  NARA, RG 43, Box 2, A1-4, “Joint US-British Policy”.] 

Wenger had been working round the clock, often returning to his office in the evening after a full day with patients to keep up with correspondence and report writing, or travelling to rural areas to give public lectures. For Whitaker, the American approach demonstrated a greater commitment to making things happen with its willingness to be hands-on and dispense with formality. British officers, he claimed, did only the minimum amount of work that was necessary, would not deviate from long-held working practices, and privileged the preservation of decorum. American staff made similar complaints about more senior British officers at the AACC. The officers of the American Section expressed their frustration with the slow speed at which their British counterparts worked, and the unwillingness of British officers to commit any money to new projects. The British MP Richard Law explained to an American official that British officers stationed in the Caribbean were unused to taking the initiative because of an ingrained habit of referring all matters to the Colonial Office.[endnoteRef:62] Henry Grattan Bushe, Governor of Barbados, informed another member of the American Section of the AACC that colonial administrations could be reluctant to spend funds on schemes as they feared a deficit caused by imprudent spending would result in the metropolitan government seizing control of the colony’s finances.[endnoteRef:63] British representatives spoke of the importance of protocol and pecking order for members of the Colonial Services. The ‘super-cautiousness’ of Stockdale, Chair of the British Section of the AACC, was said to result from a need to reassure local governors that he did not intend to act as Governor General for the British West Indies and undermine their authority.[endnoteRef:64] In addition to habits of administration that saw virtue in caution, prolonging the business of decision-making was used as a tactic by the British Section to resist pressure from the American Section to take up its initiatives.[endnoteRef:65] [62: NARA RG 43 Records of the AACC, 1940-1946, Box 1, A1-4, “Memorandum of conversation with Richard Law, August 10th, 1944”.  ]  [63:  NARA RG 43 Records of the AACC, 1940-1946, Box 24, A8-1(c), C. Taussig, “Report to the President and the Secretary of State of the First West Indian Conference held in Barbados, BWI” May 13th 1944.]  [64:  NARA RG 43 Records of the AACC, 1940-1946, Box 24, A8-1(c), C. Taussig, “Report to the President and the Secretary of State of the First West Indian Conference held in Barbados, BWI” May 13th 1944. ]  [65:  Clarke, Science at the End of Empire, Chapter 3.] 


When Wenger described the VD control programme in his reports, he made frequent reference to the well-organised and efficient character of the scheme he had introduced in Trinidad.[endnoteRef:66] He described with some pride a system of examination at the CMC in which attendees at the clinic passed through a series of cubicles where they were seen by a different specialist for chest complaints, skin conditions, eye, ear, nose and throat issues, dental problems and genito-urinary and gynaecological disease.[endnoteRef:67] In fact, patients were subjected to an examination of practically their entire body. The findings of each specialist were recorded with tick-boxes on a standardised form, a chest x-ray was taken and blood samples were sent for laboratory tests. After 48 hours patients returned to receive their results and might then be treated for venereal disease, or be referred to their own doctor about another complaint that had been diagnosed. Patients whose chest x-rays revealed TB were sent to Santon Gilmour, the British physician in charge of a campaign to cure this disease on the island.[endnoteRef:68] Wenger stressed the reliability and efficiency of his rational, conveyer-like system of examination that allowed very large numbers of patients to be seen in a relatively short space of time. In the longer term, Wenger planned to extend this service to patients shipped in from districts outside of Port-of-Spain.[endnoteRef:69] [66:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [67:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [68:  Altink, “’Fight TB with BCG’, pp. 475-497.]  [69:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.] 

In addition to providing an efficient and comprehensive health check, Wenger spoke of the importance of educating people about venereal disease and building trust with the local population in order to persuade them to attend his clinics. Speaking of the very high numbers of people who came forward to be tested Wenger said, 
It was a great surprise to many persons accustomed to think of the Trinidad worker as lazy, one who might put in as little effort as possible and took advantage of every Sunday, holiday or other excuses to loaf. It proved that the people of Trinidad are interested in improving their condition and will work to do so when properly informed.[endnoteRef:70]  [70:  NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.] 

The suggestion was that Wenger and his team had achieved success by enlightening the local population on the need to take measures to improve their health. Other comments by Wenger however, revealed that the reasons for the popularity of the programme often lay elsewhere. 
We have never found a population so anxious to get medical care. It is pitiable to see hundreds of ill and undernourished persons, who with a little medical care could be made self-supporting, attending our diagnostic clinics. They attend our clinics for a blood test in the hope they may have syphilis, just so they can be admitted for some medical care.[endnoteRef:71] [71:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, September 1944”.] 


Most of the people attending the clinics for testing did not have syphilis. It had been anticipated that 20-30% of the population would produce a positive test, as this was the case, “among the Negro population of the southern United States whose social and economic circumstances are similar”.[endnoteRef:72] When Wenger made such comparisons with African-American communities back home in the US he ignored the social and ethnic diversity of Trinidad. The data generated by the campaign in fact revealed a complex pattern of disease in which the descendants of East Indian indentured labour showed a rate of venereal disease that at 16% was half that of the average across the African-Caribbean population, and within this latter group there was a lot of variation according to socio-economic class.[endnoteRef:73] Poverty, cultural practices and religious values, education and access to health care all had a part to play in the spread of syphilis and the population of Trinidad was varied in terms of its ethnicity, religion and income. Importantly, however, with the exception of the inmates of the Poor House and the prisons, the large majority of people tested in any location (between 70 and 90%) did not have venereal disease.[endnoteRef:74] [72:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, September 1944”.]  [73:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, December 1944”.]  [74:  NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, December 1944”.] 


People attended the rural clinics in very large numbers because their health problems were not being addressed by Trinidad’s existing health care system. In 1944 the “Report of the Medical and Health Policy Committee of Trinidad and Tobago” revealed that while the standard of urban health services and hospitals could be reasonable, the district service was completely inadequate.[endnoteRef:75] The specific issues highlighted by the inquiry were the extremely poor quality buildings that housed the district hospitals, and in particular the appalling standards of accommodation for nurses described as, “a disgrace to a civilised community”. There was a severe shortage of doctors, nurses and equipment so that in some areas the medical service was ‘“so deficient as to be virtually non-existent”. Morale in the medical and nursing services was extremely low and there was mistrust between senior staff and junior ones. Doctors routinely privileged private practice at the expense of working in public health and there was an absence of ‘spirit of service’. There was concern about the low quality of recruits for nursing, complaints that local doctors were passed over favour of European ones when it came to appointments, and the treatment of patients was said to lack compassion at times. Finally the report noted that the colony had no statement of medical or health policy, there were no plans in place to remedy the faults of the system and no routines existed to even manage the day-to-day running of things, such as the ordering of supplies.[endnoteRef:76] The enthusiasm of Wenger and his staff, and the well-organised clinics of the VD programme, sat in marked contrast to a health service that had acquired notoriety for its under-motivated staff, missing equipment and inadequate levels of provision. In addition, Wenger’s programme provided testing and treatment for venereal disease that was free to all, while the people of Trinidad were expected to pay for their medical care unless they were destitute.  [75:  NATT, “Report of the Medical and Health Policy Committee of Trinidad and Tobago, 1944”.]  [76:  NATT, “Report of the Medical and Health Policy Committee of Trinidad and Tobago, 1944”.] 

If Trinidadians attended Wenger’s clinics seeking help for a range of ailments, then Wenger was responsible for giving the impression that his team were engaged in a much bigger venture that merely syphilis control. A battery of specialists examined patients at the central Caribbean Medical Centre, providing them with something akin to a full health check. In the case of individuals who attended the VD clinics in the districts outside of Port-of-Spain, Wenger said,
In most cases when they are told that their blood test is negative and there is no evidence of syphilis and therefore they cannot be treated, they stand at the desk and argue that they did have syphilis and the test is wrong. Or, they turn away with such sad and hopeless expressions on their faces that we frequently order a repeat test in self-defense, in the hopes that we can find some excuse to treat them, even if it means we must give them a bottle of ill-tasting, colored water as a placebo.[endnoteRef:77] [77: NARA RG 43, Box 51, F3-5, O.C. Wenger,” Monthly report, Caribbean Medical Centre, September 1944”.] 

This deceit meant the impression of total health care was left undisturbed. 
The seemingly comprehensive and efficient operations of the Caribbean Medical Center drew criticism from the Colonial Office’s Chief Medical Officer, W.H. Kauntze. Kauntze visited Trinidad to see the programme first hand and returned to London to present a report to the VD Sub-Committee of the Colonial Advisory Medical Committee in 1945. Kauntze’s criticism was that the control scheme was made up of activities that mostly amounted to ‘window-dressing’.[endnoteRef:78] In other words, the practices at Wenger’s clinic had been contrived to create the impression of modern, efficient health care but this did not in fact match the reality. Kauntze claimed the diagnostic findings of the programme were worthless. He described in some detail the examination of patients at the CMC that he had observed, [78:  TNA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Venereal disease in the West Indies, March 1946”.] 


 A form of several pages was allocated to each patient, the first page dealing with family and medical history, filled in by a clerk in reply to questions addressed to the patient as he entered the building. The remaining pages of the form covered the medical examination, each item being covered as on the American system by a question so framed that it could be ticked for a positive result and left blank for a negative. On leaving the clerk, the patient went through a series of three cubicles, a different region of the body being examined by the doctor in charge of each. The patient only spent two minute in each cubicle and after that went to a fourth doctor who assessed the results.[endnoteRef:79] [79:  TNA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Venereal disease in the West Indies, March 1946”.] 


Wenger presented the cubicle system as a way of providing quick and efficient examination but Kauntze claimed that it was impossible to make an adequate medical examination in the time allotted. He made similar criticisms of the reliability of the methods used for syphilis testing, noting that the Eagle test was known to generate false positives, and was being interpreted at the CMC by technicians with inadequate experience. Kauntze’s conclusions about the information generated by the VD control programme were that it, “contained hardly a single reliable statement of fact, except perhaps the result of the serological examination and, as he had said, this too was done by an unreliable method.”[endnoteRef:80] [80:  TNA CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Venereal disease in the West Indies, March 1946”.] 


Kauntze’s accusation was Wenger’s VD control programme represented an empty performance of modern health care. While the cubicles, forms and laboratory analysis of the CMC gave the impression of a system of bureaucratic efficiency, they did not in fact provide scientifically valid data. Kauntze queried the large numbers of nurses and doctors that had been allocated to the scheme, describing the level of staffing as ‘lavish’, and he derided the use of “a most elaborate system of forms” as ostentatious. Kauntze complaints revealed suspicion of the motives of Wenger. Wenger had produced a bit of public health theatre; many aspects of the scheme were of questionable value in terms of improving health but worked to show the existing medical services in a very poor light and enhance the reputation of a group referred to at the Colonial Office as ‘outsiders’. [endnoteRef:81] [81:  TNA, CO 994/5, Venereal Disease Sub-Committee of the Colonial Advisory Medical Committee Papers, “Evidence of Lieut Colonial H Donald Huggins, British government advisor on venereal disease control, Anglo-American Caribbean Commission, March 1944”. ] 


Nonetheless, two facts were indisputable whatever reservations were expressed. The rate of VD fell amongst the military and in addition, the popularity of the clinics was a significant achievement in light of the public suspicion with respect to the colony’s Medical Department, as documented by the 1944 inquiry. If the VD scheme included an element of ‘window-dressing’, then Wenger had been explicit that he had actively sought to create an impression of a superior service in order to gain public trust. He believed a demonstration of rational and efficient medical modernity was necessary to persuade the Trinidadian people to take up the opportunities for preserving the health of their communities through control of syphilis. 

The audience Wenger hoped to address through his work included his superiors at the US Public Health Service and AACC. Wenger had always intended the VD program to be the beginning of a new Caribbean-wide Public Health Service. The success of the syphilis control scheme was important therefore as it was to be “a pioneer example of international public health activities”, and the “spearhead of a general public health program for this entire area.” According to Wenger, a wider programme encompassing diseases such as malaria and tuberculosis was crucial as the Caribbean represented a potential barrier that could prevent, “an invader from entering the vulnerable, soft, underbelly of the United States”.[endnoteRef:82] The overseas deployment of American armed forces and the development of civil air travel and tourism meant that the health of the Caribbean was firmly bound up with the health of the citizens of the United States back home. The original terms of the VD programme did not include expansion to encompass a broader view of public health however, and American officials expressed their concern on hearing that Wenger’s clinic was also diagnosing TB amongst its patients.[endnoteRef:83] The US Public Health Service and the American Section of the AACC refused to countenance any expansion of funds after the American appropriation formally ended on 30th June 1945, and Wenger returned to the US soon after this date without achieving his wider goal. [82:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4, O.C. Wenger, letter to C. Taussig, September 20, 1944 and “Report of the Colonial Medical Center”, March 1945; NARA RG 43, Box 51, F3-5, O.C. Wenger,  “The organization, development and activities of the Caribbean Medical Center at Port-of-Spain, Trinidad BWI from February 9, 1943 to March 1, 1945”.]  [83:  NARA RG 43 Records of the AACC, 1940-1946, Box 51 F3-4, memorandum of conversation, June 27 1944.] 


While the reaction of some British officials to the VD control programme could be critical, those who were better acquainted with the deficiencies of Trinidad’s medical services than Kauntze saw the clinics of Wenger’s program as an important legacy for the colony. The Governor of Trinidad, Bede Clifford, was keen to make the most of the goodwill that had been generated through the operation of the VD clinics between 1944 and 1945 and believed that continuation of the work of the program had potential to improve the reputation of the medical services amongst the Trinidadian population.[endnoteRef:84] Bede Clifford took the opportunity to push for wider reforms to Trinidad’s medical services and Trinidad and Tobago’s first 10-year development plan included a request for funds to improve the islands’ hospitals and expand badly needed sanitation provision. The VD clinics were taken over by British staff and funded by the colonial government and a grant from the 1945 CDW Act. The programme initially struggled to survive because of a shortage of doctors, but by 1947 it was on a surer footing, led by the colony’s VD officer, Donald R Huggins. Huggins’ reports document the continuing use of lectures and films and the success achieved with the introduction of penicillin. The number of positive tests for venereal disease in the colony continued to fall so that by 1953 the Medical Department reported that, “the majority of people amenable to control have received attention” and rates of syphilis were the lowest on record.[endnoteRef:85]  [84:  TNA, CO 295/636/5, “Letter Bede Clifford to George Gater, 13th June”.]  [85:  NATT, “Medical and Sanitary Report of the Director of Medical Services for the Year 1945.”] 


In terms of the wider significance of the VD program, there is scant evidence that the success of the project enhanced the reputation of the AACC in a way that was useful to the US. Officials at the AACC, renamed the Caribbean Commission in 1946 when France and the Netherlands joined, were complaining by the early 1950s that the commission had little influence with Caribbean politicians and policy makers. C.J. Burgess, Executive Secretary of the Economics Section of the Central Secretariat wrote to Eric Williams on the British Section in 1951, ‘There can be no doubt that the work of the Commission has suffered severely from the isolation of its staff from the territories and the failure to educate people in the area to its purposes and potentialities.’[endnoteRef:86] According to Burgess, British staff attached to the CDW Org had a far higher profile in the Caribbean territories. Encouraged by the Colonial Office and its belief that the colonies should seek ‘men money and advice’ from Britain, advisors from the CDW Org were frequent visitors to the Caribbean possessions, proffering advice in person to colonial governments, while Caribbean Commission staff were more likely to be found behind their desks at the Central Secretariat.  [86:  Eric Williams Memorial Collection, University of the West Indies, Trinidad, (EWMC) Box 044.] 

During the late 1940s and early 1950s the Caribbean Commission sought more projects that would put their staff on the ground or give American officers work to do in organising technical assistance. The American Section pushed the idea that the commission could represent a link between the Caribbean territories and the agencies of the UN, coordinating projects that deployed technical experts from the FAO, for example, across the British West Indies. In this arrangement funds and personnel from the UN would be secured by the commission, and not by member governments.[endnoteRef:87] The Colonial Office was keen to resist this suggestion as it gave the Caribbean Commission an administrative function in terms of nominating projects and overseeing the spending of money. During the war when ensuring the goodwill of the US was paramount, Britain had acquiesced to the suggestion of deploying American staff from the AACC in Trinidad, but now the Colonial Office was intent on limiting the power of the commission. The Colonial Office wished to avoid a situation in which, “experts of the UNO and the specialized agencies will descend upon Colonial territories in uninvited and irresponsible swarms (or as the French have put it ‘menace d’assistance’).”[endnoteRef:88] Colonial governments were permitted to seek help from sources other than the British Government with the permission of London, and many did, but by 1954 officials said, “It is important for the future of the Commonwealth and the links between them and us that they should do so as little as possible.”[endnoteRef:89] The ruling by the Secretary of State for the Colonies was that if external funds and experts were deemed necessary then Colonial Governments should approach the agencies of the UN directly rather than use the Caribbean Commission as an intermediary. When TB control programmes were introduced to British Caribbean territories after 1951 using funds from WHO and UNICEF, and Jamaica signed up to the WHO Malaria Eradication Programme in 1958, authorization came from the British government, and the Caribbean Commission was not involved in the negotiations.[endnoteRef:90]  [87:  NARA RG 59, Records Pertaining to the Caribbean Commission, 1946-1962, Box 2, CC-General, “Minutes of Meeting of US commissioners – Caribbean Commission”, April 23, 1951.]  [88:  TNA CO 318/482/3, Colonial Office note, 19th July 1949.]  [89:  TNA CO 900/13.]  [90: Altink, “’Fight TB with BCG’”; Jones, “A ‘textbook pattern’?.
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Conclusion

Historians have shown how Anglo-American relations during and after WWII were characterised by a spirit of ‘competitive cooperation’. This paper has explored the role of expertise and public health interventions on the ground for the ways that British and American officials perceived the greater capacity and prerogative of their nation to shape the future of the dependent peoples of the world. The creation of the AACC’s VD control programme gave British and American officials the opportunity to scrutinize each other’s methods. In the comparisons they made, officials and medical experts revealed the ways in which they perceived their mode of overseas intervention to be superior. American officials celebrated the hands-on dynamism and rational efficiency of their VD programme in Trinidad and in turn complained of the inertia, even indifference, of their British counterparts. America had a moral duty to intervene because it, not Britain, had the means, the organisational techniques and perhaps most importantly the commitment to produce change. In contrast, British staff appeared far too willing to accept the poor conditions that could exist in the Caribbean colonies. 

The Colonial Office, in turn, said that the VD programme in Trinidad amounted to little more than a display of American largesse. According to the Medical Advisor to the Colonial Office, Wenger’s project was merely the performance of efficiency without scientific credibility. While Britain did not have the material resources of the US, it had a sense of superiority that came from a belief that it possessed far greater experience of work in tropical regions. After 1945, when wartime constraints were removed, then Colonial Office increasingly came to define the value and purpose of British imperialism by its ability to modernise the colonies using the tools of scientific research and development planning. The image of informed and effective British imperial rule  projected by London did not always match the reality of the day-to-day work undertaken by colonial administrations however. Officers at the Colonial Office could be very optimistic, even ignorant, when it came to the level of basic services in Britain’s colonies. The claim that Britain was one of the originators of the idea of technical assistance belied the fact that public health was a neglected field that lagged far behind others where Britain could reasonably claim to be a world leader, such as research in tropical diseases or veterinary science. Public health required engagement with interactions between economic, social and environmental factors; its problems were complex and interdisciplinary and its solutions could be expensive if they required public works. British doctors and medical researchers in the colonies focussed on curative work rather than preventive programmes, and sanitation schemes only received serious attention in many colonies in the late colonial period. 

While the VD control programme initiated by Wenger drew criticism from the Colonial Office in London, the scheme was often extremely popular in Trinidad. A number of factors contributed to the high level of participation, including the efforts that were made to overcome suspicion amongst local communities through the use of intermediary organisations. Key to the demand for the services provided by the VD control scheme however was the poor health of the population of Trinidad, and the difficulties people had in accessing treatment through the existing medical service. The programme was at its most popular where existing health care was at its worst, in rural areas. Popularity was important to Wenger; a high level of attendance at the clinics was necessary if syphilis was to be successfully tackled and was also possible evidence that the Trinidadian population was not hostile to the American presence in their midst. An assessment of the impact of the VD programme on local attitudes towards the US is beyond the scope of this paper, but it seems likely that people took up the opportunities for health care from American sources largely on pragmatic grounds and this did not necessarily translate into any enthusiasm for the idea that the US should take over the British Caribbean possessions. Given the number of US-led public health campaigns in the Caribbean between the First World War and independence however, there are outstanding questions about how encounters with medical experts shaped local perceptions of Britain and America. 

Wenger was not only concerned with impressing the local population with an exemplary model of a well-organised and efficient public health intervention, he also hoped to persuade the AACC to expand the VD control scheme into a comprehensive system of health care. Wenger gathered a large amount of information on patients to this end. Indeed, he aspired to a degree of surveillance and control of the local population that was not achieved in practice. Patients were subjected to a succession of examinations at the CMC, but this generated data that was largely superfluous since the clinic only treated venereal disease. Wenger also failed to persuade the colonial government to change the laws around the control of syphilis. Wenger wanted legislation making it compulsory to inform a central authority of any person with suspected venereal disease, and laws that allowed the forced detainment of people who refused treatment. The failure of these more draconian ambitions seems likely to have helped with the popularity of the programme; without the element of compulsion, only the more positive aspects of the programme remained. To some extent then the success of the programme was due the limits placed upon Wenger’s activities by the colonial government, making the early years of the scheme more collaborative than might initially seem the case. 
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