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In 1837, the Antwerp physician Jean- Corneille Broeckx published his 
Essay on the History of Belgian Medicine Before the 19th Century. 
Broeckx left no doubt as to his motives. He wanted to prove that 
‘in medicine, as in the other sciences, Belgium is capable of bringing 
forth its share of famous men.’1 Published only seven years after the 
Belgian Revolution of 1830 –  during which the southern parts of 
the United Kingdom of the Netherlands broke away to form a new 
nation state –  Broeckx’s Essay is the earliest example of ‘Belgian’ 
medical history. It is a work pervaded by patriotism and profes-
sional pride, one of the products of an expanding historical culture 
comprising also paintings, statues, parades, public lectures, plays 
and history books, which was to affirm the new country’s raison 
d’être alongside its European neighbours. The history of medicine 
was ‘nationalised’ in the writings of Broeckx and his colleagues. 
From the mediaeval surgeon Jan Yperman to the sixteenth- century 
anatomist Andreas Vesalius and the seventeenth- century physician 
and chemist Jan Baptist van Helmont, these writings have presented 
us with a series of ‘Belgian’ medical heroes, representatives of 
the Belgian nation in the (internationally  competitive) field of the 
 medical sciences.2

This book does not intend to offer –  like Broeckx’s work –  a 
glorifying and legitimising narrative of ‘Belgian medicine’. Yet, it 
does take the national level as its starting point and point of syn-
thesis by offering a set of medical histories that treat the Belgian 
medical field in the nineteenth and twentieth centuries. The book 
presents a broad view of medical history both of Belgium and in 
Belgium, and does not reduce the country to a matter of socio-
political context for medical developments or to state infrastructure 
in public health. Its aim is rather to assemble narratives that go 
beyond such traditional ‘national’ overviews, which tend to focus 

Introduction

Benoît Majerus and Joris Vandendriessche

 

 

 

 



2 Medical histories of Belgium

on state– profession interactions, and explore the relation between 
medicine and sociopolitical views and realities, treating a variety 
of themes such as gender, religion, disability, media and coloni-
alism. It goes without saying that a ‘national’ medical history of 
this kind bears a resemblance to Broeckx’s Essay in name only. The 
narratives in this book are intended as critical and accessible histor-
ical overviews of medicine and health in modern Belgium.

A focus on national frameworks does not exclude contributing 
to a wider historiography. On the contrary, by developing the 
Belgian case study more deeply and broadly, we seek to offer insight 
into a European historiography of medicine for the twenty- first 
century. We do this, first, by engaging thoroughly with the second 
half of the twentieth century. Medical history often remains stuck 
within the perspective of the long nineteenth century, from the 
1830s until the 1940s. The second half of the twentieth century too 
often only appears as an appendix. Yet, the post- 1945 period was 
marked by a crucial rethinking of medicine and of the social role of 
medical institutions and their boundaries. What was the meaning 
of ‘cure’, ‘care’ and ‘therapy’? Who determined what was to be 
considered medical knowledge?3 This brings us to a second, related 
point on which this book innovates: the attention to a multiplicity 
of actors, places and media. This heterogeneity seems evident for 
the last thirty years but constitutes an equally valuable perspective 
to apply to the past two centuries: which role does the carpenter 
play in psychiatry by constructing a bed, the accountant in the hos-
pital when introducing new management methods, the designer in 
public hygiene when developing a television programme on human 
immunodeficiency virus (HIV)? One could multiply the examples 
of professions that until now have rarely been taken into account 
when historians write about medicine.

Finally, this book aims to enrich and ‘decentre’ the European 
historiography of medicine by adding the perspective of a par-
ticular region, of a particular country, to the mix. The narratives 
of medical historiography as found in most syntheses are organised 
around the European triad of Great Britain, France and Germany, 
to which comparisons with the case of the United States are added. 
This book does not want to replace Germany by Belgium in a new 
history full of ‘facts and firsts’. Rather, it makes a plea to include 
other localities –  be it Belgium, Finland, Albania or Portugal –  to 
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introduce new chronologies, heterodox practices, unknown places. 
The benefit of such a regional perspective to the history of medicine, 
this book shows, is precisely that it allows us to study how different 
(foreign) medical traditions have intersected, for example in med-
ical and hygiene education. It also enables scrutiny of how issues 
such as the gender balance in the medical field or the organisation 
of medical services developed in ways specific to that region’s socio-
cultural and political traditions.

Physicians and the state

In Belgium, as in other European countries, a historiography of medi-
cine developed in the 1980s that challenged older notions of med-
ical progress. Medical sociologists and social historians denounced 
the ‘triumphalist’ discourses that underpinned the growing social 
power of the medical profession (see also the Epilogue). This social 
history of medicine, written by professional historians, developed 
against a backdrop of an uneasy relationship to medical power (in 
particular with regard to psychiatric institutions). Since the 1960s, 
a growing criticism on the latter institutions, and the organisation 
of healthcare more generally, had been linked to calls for more 
extensive patient rights and to worries about the sustainability 
of the welfare state. Karel Velle, among others, developed a crit-
ical historiography of medicine, scrutinising the processes of ‘pro-
fessionalisation’ of medicine and the ‘medicalisation’ of Belgian 
society.4

These social histories of medicine produced a new, strong 
metanarrative about Western medicine in which the national level 
was very present. In these histories, the central evolution of the 
nineteenth and twentieth centuries was the joint development of the 
medical profession and the state. In other words, the rising social 
status of physicians developed in parallel with the expansion of 
government intervention in healthcare. Their relationship was one 
of mutual legitimising. Medical expertise underpinned state expan-
sion into new social realms. State legislation, in turn, strengthened 
physicians’ position in the medical marketplace. Belgium appeared 
as a case study that confirmed broader, Western, narratives already 
well proven for Great Britain, Germany or France. This  main 
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narrative of the social history of medicine has resulted in a series 
of representations that have also found their way into more general 
(political) histories of Belgium. Given the attention historians paid 
to the government regulation of public health, the image of the phys-
ician as a social expert, as embodied by public health specialists, 
became the dominant representation of the medical profession as 
a whole.5 As a by- product of the theory of the medicalisation of 
society, which was said to reinforce an ongoing process of secular-
isation, the physician has also been represented as a substitute for 
the priest, suggesting a competitive relationship between the med-
ical and religious fields. A third and related imagery concerns the 
progressive ‘medicalisation’ of the hospital. This narrative stressed 
a rather one- sided evolution of the hospital from a space of reli-
gious and social ‘care’ (by women religious) to one of ‘cure’ (by 
doctors and lay nurses).

Research into the social history of Belgian medicine has resulted 
in a thorough understanding of the creation of medical legisla-
tion, public healthcare institutions and professional organisations 
of physicians. Medical reforms introduced in the mid nineteenth 
century have received particular attention, such as the foundation 
of the Royal Academy of Medicine of Belgium in 1841 and the 
Belgian Medical Federation in 1863, the introduction of the unified 
academic degree of Doctor of Medicine, Surgery and Obstetrics in 
1849 (see Chapter 5) and the Medical Treatment Act in 1850 (see 
Chapter 8).6 More recently, a second series of legislative reforms 
that reshaped the medical field almost a century later have been 
scrutinised. In 1936, the Belgian Ministry of Public Health was 
founded; in 1938, the Order of Physicians was established; in 1944, 
mandatory health insurance was introduced for all employees, 
effectively creating a form of Belgian social security; in 1957, after 
long debates dating back to the interwar years, medical specialists 
were legally recognised; and in 1963, the Leburton Law (named 
after secretary Edmond Leburton) further expanded health insur-
ance, leading to a nationwide physicians’ strike (see Chapter 6).7

Over the last two to three decades, historians’ interests have 
expanded beyond legal shifts, state developments and professional 
struggles in the Belgian medical field. This work clearly built on the 
groundwork of the social history of medicine, but also challenged 
its established categories and narratives. Without going into too 
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much historiographical detail, for which we refer to the discussion 
of the literature in the chapters, we will here point to some main 
trends. A first observation is that medicalisation has continued to 
act as an important analytical framework, but now with much 
more attention to the social role of medical discourse and the con-
struction of medical knowledge. By studying the intellectual origins  
of medical metaphors and their different uses in society, Belgian 
historians of medicine have addressed new topics such as science, 
art and gender in relation to an expanding medical field.8 More 
recently, a rich historiography of the body has emerged at the 
crossroads of gender history, the history of sexuality, the his-
tory of religion and the history of science.9 In these studies, 
historians not only look at intellectual medical discourse, but also 
pay attention to medical practice and caregivers’ performance as 
professionals. While the term ‘performance’ may refer to different 
types of medical conduct in this book –  such as the performance of 
a professional identity or of scientific expertise, and the perform-
ance of healing –  it is clear that in moving beyond the history of 
a profession, the history of medicine does not return to a narrow 
view of medical knowledge, but has embraced a more complex 
understanding of the interplay between medicine as science and 
practice in different settings. This includes looking at how know-
ledge about the body circulates between different academic and 
public contexts, for example in medical subfields such as anatomy 
(see Chapter 9).10

A second general observation about medical historiography in 
recent years concerns the actors that historians have put on the 
stage. A growing diversity of themes has gone hand in hand with 
a greater variety of players; hydropaths and naturalists operating 
at the medical fringe, novelists and artists engaging with the body 
within the performing arts, social scientists, legal experts and 
academics from different backgrounds, missionaries and politicians 
from diverse ideological strands have entered medical history. 
More recently, this diversity has expanded even further together 
with new methodological approaches to the history of medical 
institutions. Roy Porter’s call to make the patients’ voices heard 
has been integrated into histories of Belgian medicine. By paying 
attention to the materiality of medical practice and to the agency 
of the different actors involved in clinical encounters, patients’ 
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perspectives and their asymmetrical power relation to caregivers in 
the past have been brought to light. To this end, the rich archives 
of the public welfare institutions in Brussels offered many oppor-
tunities. In writing a new type of institutional history, historians 
also moved beyond the classic duo of the sick person and the phys-
ician, and brought new actors to the fore such as women religious 
and lay nurses, medical students and hospital attendants, architects, 
accountants and psychologists.11 The result of this attention to a 
greater variety of actors has been that historians have ‘decentred’ 
medical history, placing the pivotal position of doctors, their pro-
fessional organisations and the state into perspective.

This book builds on these efforts. In presenting a series of med-
ical histories, it adopts a much broader view of the medical field 
than previous accounts. From the missionaries who travelled to the 
Belgian Congo and combined the provision of medical care with 
efforts for conversion, to the popular anatomists who simultan-
eously entertained and educated the public with their fairground 
shows, each account shows the (sometimes surprising) ways in 
which issues of health and illness were tied up with sociopolitical 
shifts and cultural developments in Belgium. It goes without saying 
that physicians continue to appear in these histories. They remain 
central players, but their roles and identities become more com-
plex once we consider them as more than only experts in public 
health or advocates of the medical profession.12 In this book, they 
take on roles as educators, scientists, designers, ethicists, caregivers 
and  politicians, and interact with people far beyond the strictly 
p rofessional medical milieu.

The broadening of actors and themes, however, has inevitably 
also led to more fragmentation. This is illustrated by the fact that, 
compared to the social historiography of the 1980s and 1990s, the 
national level has become far less central to medical historians. 
Recent hospital histories, histories of medical faculties and his-
tories of medical subfields such as gynaecology and anatomy tend 
to focus on the local (often the urban) level for the exploration of 
medical practices and interactions, using these sites as illustrations 
of international trends.13 When writing a history of a psychiatric 
institution from below, for example, one tries to capture a clin-
ical reality that seems quite distant from political debates on health 
on the national level.14 In such histories, the level of the nation 
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state has tended to be rather absent. To a lesser extent, the same 
is true for the transnational histories that have emerged on topics 
such as colonial medicine or social reform. Historians highlighted 
the development of expert communities across national boundaries 
(e.g. at international conferences). Here again, the local and the 
international are interconnected in more direct ways.15

The absence of attention to the national level is not a problem 
in itself. For some topics, the impact of government policies was 
simply limited or offered no added value because Belgian trends 
followed international trends closely, without national particu-
larities. But the fact that the broadening of our understanding of 
the medical field has not yet resulted in a new overview, which 
takes the national level as its point of reference, does have its 
disadvantages. It hampers a strong profiling of Belgian medical his-
torical research –  a small field –  both within the general historiog-
raphy of Belgium and within the international historiography of 
medicine. Even more important is the danger that when historians 
present Belgian medicine to an international audience (e.g. in schol-
arly articles), the older narratives of state– profession interactions 
and their related representations of physicians, medical institutions, 
reforms and laws, reappear as the (sole) contextual ‘frames’. This 
means that the sociopolitical particularities of Belgian medicine 
are reduced to questions of legislation, state intervention and pro-
fessional union –  a representation that is contrary to the gains in 
historians’ understanding of medicine’s diverse roles in Belgian 
society. In other words, while Belgian historians have succeeded in 
opening up the medical world in their case studies, they have yet to 
summarise their findings and reassess the stories they tell about the 
Belgian medical field as a whole.

This volume aims to fill this void and establish new narratives 
about the Belgian medical field in the nineteenth and twentieth cen-
turies. As Belgian medical historiography matures as a scholarly 
subfield, we need more effective and nuanced ways of situating 
our case studies and discussing general trends without reducing 
them to matters of legislation or state expansion. Here the national 
level, situated in between local dynamics and international shifts, 
offers new opportunities as a shared point of reference for Belgian 
scholars and as a means of mid- level analysis.16 The challenge 
this book takes up is therefore also an exercise in connecting  
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medical developments to the sociopolitical realities that shaped 
Belgium’s history as a modern nation, an exercise in broadening 
our understanding of the political embeddedness of Belgian medi-
cine beyond the well- known story of physicians and the state. In the 
next two sections, we discuss some of the ways in which the authors 
took up this challenge: first, by including a broad perspective on 
the ‘politics’ of Belgian medicine and by paying particular attention 
to the care provided by different actors; second, by looking more 
closely at the scales and levels on which health and healing took 
place in –  and indeed beyond –  Belgium.

The politics of (health)care

The weakness of the Belgian nation state is a recurring theme in 
Belgian history, which emerged well before the many govern-
ment reforms that transformed the country into a federal state 
from the 1960s onwards.17 Two reasons may be identified for this 
weakness: first, private initiative –  whether in the form of Catholic 
initiatives or by different players in the economic realm –  played 
a powerful role in the country. Second, the Belgian state often 
functioned at a lower level than the level of the national govern-
ment; many responsibilities were left to local authorities.18 The 
social history of medicine that emerged in the 1980s can be said to 
have challenged this image. It was characterised by a firm national 
perspective and depicted the nation state as a powerful player. 
Medical history therefore casts critical doubt on the notion of a 
weak Belgian state. The new medical histories in this book again 
paint a more nuanced picture. They emphasise, above all, the diver-
sity of players involved –  especially the strong Catholic influence –  
and the interplay between different levels, with a particular focus 
on local players and transnational currents.

When the Belgian state was created in 1830, the political elites 
devised a twofold system for medicine and health, spearheaded 
by the two dominant ideological trends of the time: liberalism 
and Catholicism. Private initiative was not stifled; on the con-
trary, it was encouraged. Mental asylums in nineteenth- century 
Belgium, for example, were not state- run institutions like in France; 
they were generally run by religious congregations. In 1876, 

 

 

 



9Introduction

9

these congregations managed three- quarters of all the country’s 
 psychiatric patients.19 The psychiatric infrastructure shows that in 
Belgium, more than elsewhere in Europe, Catholicism had a massive 
impact on the provision of healthcare (see Chapter 8). Historians of 
nineteenth- century Belgian Catholicism Vincent Viaene and Peter 
Heyrman have shown how a shared resistance to state interven-
tion among liberals and Catholics –  a key feature of the Belgian 
nation state –  allowed the Catholic Church to develop extensive 
charitable initiatives (including hospitals, schools, homes for eld-
erly people, etc.), many of which were subsidised by the state. They 
rightly speak of a Catholic ‘empire by invitation’.20 Catholic influ-
ence was at least as decisive in the colonies, via the missions set up 
in the Congo. Since the colonial governance structures were not 
well developed, these missions served several purposes, including 
the provision of healthcare.21 In the first half of the twentieth cen-
tury, when secularisation began to take hold in Belgium, there was 
a significant rise in religious vocations for the colonial missions: the 
number of Belgian missionaries increased from 2,686 in 1922 to 
10,070 in 1961 (see Chapter 3).22 Parallel yet in contrast with 
these rising colonial vocations, the impact of secularisation became 
visible in Belgium itself. First, the number of people entering reli-
gious life, in both congregations and healthcare institutions, began 
to drop. Second, a movement led by urban, liberal middle classes 
called for the secularisation of hospital staff. In Brussels, from 1887 
onwards, classes were offered to nurses with the specific aim of 
breaking the monopoly of religious congregations.

Given the importance of Catholicism, one of the challenges this 
book takes up is to bring the history of care into the narratives 
about the Belgian medical field.23 Several chapters illustrate how 
attention to care allows historians to complicate the narrative of 
the medicalisation of society, as a linear evolution ‘from care to 
cure’, and pay more attention to the religious motives that under-
pinned medical practice. Taking care of someone’s body was 
closely linked to spiritual care. The figure of the nun- nurse, who 
has been somewhat marginalised in a medical history focusing on 
doctors –  a neglected position that Barbra Mann Wall counters 
in her work in on American religious congregations and their 
involvement in (colonial) healthcare –  represents this connection 
most clearly (see Chapter 2).24 In a colonial setting, moreover, 
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medical care went hand in hand with conversion. But traditions 
of care were not solely inspired by religion. The link between care 
and femininity was made in a variety of debates over women’s 
access to the medical profession, and more generally to different 
areas of social life (see Chapter 1). Furthermore, reassessing the 
relationship between ‘care’ and ‘cure’ from a religious or gender 
perspective guides our attention to lesser- known aspects of Belgian 
medical history with considerable research potential, such as the 
history of home care, medical ethics and the history of pain.25 The 
perspective of care also has the potential of writing intertwined 
histories of psychiatry and disability by transcending a too narrow 
view of medicalisation and by pointing to the shared trajectories 
of the institutionalisation and deinstitutionalisation of care, and 
to the role of a variety of caregivers (see Chapter 8).

The Belgian government gave considerable autonomy to the 
local authorities, some of which played a major role in the organ-
isation of the medical field. Charitable organisations, especially 
the committees of civil hospitals, were important local players. In 
Belgium’s major cities, these committees managed huge hospital 
complexes, the most significant example being Brussels, where the 
General Council of Hospices and Assistance was responsible for a 
vast hospital empire. Although local authorities took the lead in 
the development of public hospital infrastructure, they did so in 
close collaboration with (wealthy) private players, who acted as 
philanthropists (see Chapter 6). This also held true for medical edu-
cation and research. The medical sciences initially developed within 
an engaged urban civil society, through the activities of ‘private’ 
learned societies that cooperated with state- subsidised institutions 
such as the Royal Academy of Medicine of Belgium (set up in 1841), 
a space where Catholic and liberal doctors could meet. The model 
of the research university was only introduced in the late nineteenth 
century in Belgium, and in the case of the ideologically opposed 
Catholic University of Leuven and Free University Brussels, its 
infrastructural development largely depended on private capital. As 
an intellectual field, Belgian medicine had its particular dynamics of 
compromise and competition, infused by competing ideologies and 
the room given to private initiative (see Chapter 5).

Turning to the twentieth century, the century of the welfare 
state, the Belgian national government did more actively intervene 
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in the field of healthcare. The development of health insurance 
companies involved a considerable degree of state intervention, 
through the establishment of a regulatory legal framework and 
the allocation of state subsidies. Yet the organisation of these com-
panies remained firmly in the hands of Catholic, socialist and, to a 
lesser extent, liberal communities –  the so- called ideological pillars 
of Belgian society (see Chapter 6). With regard to hospital infra-
structure, religious congregations managed to reinvent themselves 
and maintain a grip on the sector. Unlike in Quebec, another region 
where these congregations played a key role in the nineteenth and 
early twentieth century, Belgian congregations retained their hold 
over healthcare institutions despite the upheavals of 1968 and the 
rapidly falling numbers entering religious orders.26 This nineteenth- 
century Belgian model –  involving both public and private players, 
with a key role played by local authorities –  therefore went on to 
characterise the medical field until the end of the twentieth century. 
Of course, the development of the welfare state gave greater influ-
ence to the national government. But a strong centralised system 
was never set up in Belgium. While the 1944 Mandatory Health 
Insurance Act was undoubtedly a key moment in the creation 
of a social security system in Belgium, this system never exerted 
the same degree of control as in the United Kingdom or France. 
Considerable responsibility was left to private players, in particular 
the socialist and Catholic mutual health insurance funds. Since the 
late 1960s, the national set- up has also begun to splinter as a result 
of successive government reforms that have created federal entities. 
The latter have been given increasing responsibilities in the fields 
of medicine (university education) and health (mental health and 
elderly people).27

So, while this book challenges the tendency of Belgian medical 
historiography to focus on the state, it also emphasises that over the 
past two centuries, healthcare has been one of the areas in which 
different forms of citizenship and access to medical service have 
been under constant discussion. Do women and colonised people 
have the right to be integrated into the nation state? To what extent 
does the state have the right to intervene on and in the bodies of 
individuals to guarantee the health of the nation? The moments 
of exclusion and inclusion that define the nation state in the nine-
teenth and twentieth centuries can often be seen in terms of Belgian 
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biopolitics. These specific Belgian characteristics run through most 
chapters of the book as subtext, while developments in the field of 
medicine are also considered as part of a broader European history.

From the local to the international level

It is clear, therefore, that while those writing the history of medi-
cine in Belgium cannot ignore the role of the nation state, other 
perspectives must also be considered. Indeed, the specific national 
characteristics of Belgium can be attributed precisely –  in part –  to 
the absence of a strong state and the delegation of responsibilities 
to local players such as municipal authorities or to transnational 
players such as religious congregations. The interplay between 
different levels –  which for at least thirty years has been posited 
as one of the best ways for historical narratives to incorporate the 
experiences of key players and for historians to take account of 
influences beyond the national framework –  is particularly per-
tinent in the case of Belgium.28

The levels that came into play varied hugely in the nineteenth 
and twentieth centuries, and their relationship was often complex. 
In scientific publishing, for example, the first ‘national’ medical 
journal, the Bulletin médical belge (1834), appeared as an annex 
to a Brussels- based journal with international ambitions, the 
Encyclographie des sciences médicales (1833). It was designed to 
compensate for the lack of publishing space for Belgian scholars 
as the Encyclographie reprinted articles from across the Western 
medical world by making use of the absence of international copy-
right. The journals of ‘local’ Belgian medical societies, while mostly 
comprised of regional authorship, attracted a readership that was 
surprisingly national and even international (see Chapter 5).29 
After a century marked by a certain degree of nationalisation, 
scientific exchange in the period after the First World War was 
equally complex. On the one hand, international political tensions 
hampered relations within the medical field. On the other hand, 
internationalisation and specialisation increased, in particular in 
terms of research. Within this changing context, no Belgian med-
ical journal gained scientific recognition in the competitive world 
of  international academic publishing, yet many continued to exist 
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(such as the Bulletin of the Belgian Academy of Medicine) as a 
means of debate among local academic and professional audiences.

When incorporating these different levels in medical histori-
ography, the challenge is to move past a narrative of a gradual 
increase in scale. The development of the medical field, in fact, 
continued to be characterised by a significant degree of localism. In 
the nineteenth century, several professional associations, whether 
for pharmacists or physicians, initially emerged at the local level 
before meeting at the national level. New national professional 
associations for medical specialisations –  such as the Society for 
Mental Illness (1869) or the Belgian Society of Gynaecology and 
Obstetrics (1889) –  initially served as spaces of sociability for fledg-
ling communities, which were spread geographically unevenly 
across the country and at the same set up international contacts 
(see Chapters 1 and 8).30 Until the mid twentieth century, some of 
the country’s more influential professional medical journals were 
developed in a highly local setting, such as the Liège- based Le 
Scalpel (1848). And in the second half of the twentieth century, the 
reform of the psychiatric field was essentially centred on Brussels, 
where favourable local circumstances (the existence of a univer-
sity, social players open to experiences in psychiatry and political 
majorities interested in developments in public health) can explain 
the establishment of non- hospital- based structures, which remained 
extremely rare in the rest of the country.31

Beyond the local and national levels, the transnational level has 
proven to be particularly stimulating in recent years for Belgian 
historiography. Belgium has often been seen as a ‘mini Europe’ 
that is transnational by definition, and there is no doubt that the 
Belgian medical community has at times been particularly open to 
its neighbouring countries.32 In the nineteenth century, as the med-
ical sector was in the throes of nationalisation, several first editions 
of international medical and hygiene conferences were held in 
Brussels.33 In addition to highlighting Belgium’s role as ‘a key site 
for international conferences, world’s fairs and the headquarters of 
international associations’, as social and political historians have 
argued, the attention to transnational movements has also put the 
nation state into perspective regarding its colonial project in the 
Congo (and for two decades in Ruanda- Urundi) (see Chapter 4).34 
The history of medicine in the colonies is a field in which the 

   

 

 

 

  



14 Medical histories of Belgium

transnational approach has proved to be particularly effective for 
telling the story of Belgium. In the colonies, local Belgian initiatives 
coincided with projects spearheaded by the British and French, but 
that were also conducted within the imperial space (see Chapter 3).35

While at times Belgium has been at the crossroads of new 
developments, at other times it has found itself on the sidelines. 
The topos of the ‘Belgian latecomer’ is a recurrent narrative pattern 
in medical and political debates: whether with the 1850 Mental 
Treatment Act or the development of public health films in the 
early twentieth century, Belgium has regularly been presented as 
a country that is lagging behind. While the use of such imagery 
was often politically inspired, the impact of foreign influences is 
an important aspect of medical historians’ work, especially when 
a strong ‘national’ production is lacking as in the case of health 
exhibits or medical cinematography (see Chapter 9). As a country 
that belongs to two linguistic areas and is surrounded by larger 
neighbours such as France, the United Kingdom and Germany, 
Belgium can be seen in medical history as a ‘seismograph’ that 
enables historians to identify, examine and reconstruct trans-
national developments as well as local adaptations.

Finally, moving beyond the realm of medical history, paying 
attention to the different levels at which healing and healthcare 
took place may be of great value for investigating the history of 
Belgium in general, and especially the Belgian state. When Belgian 
historiography first emerged in the nineteenth century, the strength 
of local entities was immediately emphasised.36 While this book 
to some extent reflects that view, an examination of medicine and 
health also enables us to emphasise moments when the nation state 
assumed a stronger role, especially after the two world wars and 
also during the rise of the welfare state: at these points, the state 
appears as a strong player rather than a weak entity (see Chapter 6).

Medical histories of Belgium

This book reflects a renewed interest in Belgian medical history over 
the past twenty years. At different levels, ranging from master’s and 
PhD theses to published articles and monographs, historians have 
engaged with questions of health and healing, science and the body. 
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For this book, we brought together twenty- one authors from both 
the French- speaking and Dutch- speaking academic communities of 
Belgium, and asked them to compare their approaches and sketch 
the state of the art for various topics. Our intention was not to 
create a single standard account of Belgian medical history, but 
to bring more synthesis to the existing scholarship in the form of 
accessible histories of the medical field. Each chapter, moreover, 
ends with a selected bibliography of key works, providing easy 
access to further reading.

As expected, clear gaps in the historiography emerged during the 
process of making this book. At the very start, as we conceptualised 
its structure, it became clear that while for some topics consider-
able research existed, other topics had only scarcely been looked 
at. It is a telling fact of itself that we could find no authors to write 
an overview chapter on the history of pharmacy and illegal drugs 
in Belgium –  topics that we would have liked to see combined in a 
single chapter. For other possible subjects as well, such as rural medi-
cine or medicine and age, we hit upon a similar lack of research.37 
Moreover, as we organised two workshops to discuss texts, we 
were surprised to find that the history of disease has in fact been 
relatively little developed within Belgian historiography. In line 
with historians’ attention to state interference, some diseases that 
have been framed as public health threats such as acquired immune 
deficiency syndrome (AIDS), tuberculosis or sleeping sickness in the 
Belgian Congo have been well studied. In addition, there exists an 
established tradition of demographic historical research into health, 
disease and mortality in Belgium.38 Yet, few studies have appeared 
on the experience of and changing medical views on diseases such 
as cancer, polio, diabetes or migraine, in a way comparable to the 
rich Anglo- Saxon historiography of disease.39 Similarly, the history 
of everyday medical practice and ‘alternative medicine’ is relatively 
little explored.40 Finally, traditional subjects that are recurrent in 
Belgian historiography, such as the linguistic conflict between the 
Francophone and Dutch- speaking (Flemish) communities make 
only a brief appearance in Belgian medical history.41

Taking these gaps into account, each chapter attempts to fulfil 
three criteria: to review the current state of the historiography, to 
offer an overview that includes recent research findings and to high-
light any persistent blind spots. This threefold approach provides 

 

 

 

 

 



16 Medical histories of Belgium

readers with a critical snapshot of current research and indicates 
areas that could benefit from further investigation. Other than that, 
the authors made their own choices in line with their topics, for 
example in the way they composed the narrative of their chapter and 
structured the period treated. To bring more unity to the volume as 
a whole, and as an additional tool to the navigate the history of the 
Belgian medical field, we also drew up a timeline together with the 
authors. This timeline includes not only the major events, typical of 
the social history of medicine (e.g. acts of legislation, foundations 
of professional bodies), but also events specific to the topics of the 
chapters (e.g. the graduation of the first female Belgian physician). 
In addition, cross- references between the chapters indicate that 
many evolutions were closely related and that the authors treated 
the same wide themes (e.g. the relation between medicine and sexu-
ality) from different angles.

The book is organised in three thematic parts. This thematic 
approach focuses on the three traditional players in medical histori-
ography –  namely the nation state, the hospital and the  physician –   
but viewed from a decentralised perspective, with the aim of 
proposing innovative narratives. The titles of the three parts –  
‘Beyond the Nation State’, ‘Institutions and Beyond’, and ‘Beyond 
Physicians’ –  serve as idealistic exhortations to produce new his-
tories. But in all three sections, the difficulties in moving beyond 
these ‘pillars’ of medical history, which continue to dominate the 
narrative, became clear. The fact that not all parts of the book have 
an equal number of chapters is in itself symptomatic of the current 
state of the field. It reflects the fact that Belgian historians have been 
more successful in employing wide frameworks to write medical 
history (instead of looking only at state– profession interactions) 
than in broadening the range of players beyond institutionalised 
settings or adopting an approach that looks at the field ‘from 
below’ (e.g. through patients’ eyes). While historians’ analyses 
increasingly reveal the cultural anxieties, religious beliefs and gen-
dered stereotypes that have underpinned much medical discourse, 
they are still strongly centred on physicians. Here lies an agenda for 
further research.

Part I, ‘Beyond the Nation State’, highlights those dynamics in 
the medical field that transcended Belgian borders, yet impacted 
Belgium in a particular way. The four chapters show how medical 
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knowledge was intimately connected to colonial conquest, notions 
of gender, religious views and expanding state power in public 
health. Specialisms such as tropical medicine, gynaecology and 
‘hygienism’ may be considered as products of these social views and 
transformations, but at the same time played an important role in 
legitimising them. While histories revealing this complex entangle-
ment between medicine and modern society may be written for 
many countries, Belgian particularities also appear. These include 
the clear impact of Catholicism on the ways in which views about 
the healthy body were constructed, resulting in sexual codes that 
were framed in moral and religious terms, and the dominance of reli-
gious congregations in healthcare both in Belgium and the Belgian 
colonies of Congo and Ruanda- Urundi. Focusing on gender, repro-
ductive medicine and sexuality, in Chapter 1 Jolien Gijbels and Kaat 
Wils present a history in which medicine becomes both a tool of 
power and inequality (e.g. of men constructing the female body and 
medical insights underpinning labour divisions), but also a means 
of gaining more control for women and men over their bodies 
(e.g. the attention paid by the feminist movement to abortion). In 
Chapter 2, Joris Vandendriessche and Tine Van Osselaer write a 
history of Catholicism in Belgian healthcare in more than only pol-
itical terms. By looking at the evolution of Catholic institutions, at 
the medical meanings that were ascribed to religious practices and 
rituals, and at Catholic medical ethics and professional identity, 
they present a varied overview of the many interactions between 
medicine and religion.

In addition, the chapters in Part I of the book engage with the 
notion of the relatively weak Belgian state. In Chapter 3 on medi-
cine and colonialism, Sokhieng Au and Anne Cornet make clear 
how a lack of political will to invest in healthcare in the colo-
nial territories, which was tied to a relative ‘indifference’ towards 
the colony, left all the room to private players such as religious 
missions, industrial companies and universities to develop health 
programmes and infrastructure. One of the implications of this indif-
ference was that for a long time Belgian state citizenship remained 
inaccessible for colonial subjects –  who Au and Cornet suggest 
were rather treated as ‘objects’. As for the weak state in Belgium 
itself, in Chapter 4 Thomas D’haeninck, Jan Vandersmissen, Gita 
Deneckere and Christophe Verbruggen move beyond a narrative 
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of slow or speedy developments in public health, or of strong or 
hesitant state interventions. Instead, they structure their chapter 
according to changing networks and modes of exchanging know-
ledge of ‘reformers’, many of which (but certainly not all) were 
physicians. In this way, the history of public health shifts between 
local medical societies, international conferences and transnational 
health programmes –  in which the nation state forms only one level 
or actor.

In Part II, ‘Institutions and Beyond’, the authors highlight most 
clearly those aspects of the Belgian landscape of medicine and 
healthcare that make it unique. In seeking ways to turn the history 
of respectively medical faculties, mutual societies and hospitals 
into a broad analysis with different actors and covering two cen-
turies, they come to a defining characteristic of Belgian medi-
cine: the strong influence of ideology. In Chapter 5, on medical 
education in Belgium, Renaud Bardez and Pieter Dhondt argue 
that the ideologies of liberalism and Catholicism, and the struggle 
between them, are key to understand the changes and particu-
larities in the medical curriculum of the state universities and of 
the private and ideologically opposed Free University of Brussels 
and the Catholic University of Leuven. Catholic viewpoints, for 
example, underpinned the latter university’s hesitance in the 
nineteenth century towards far- reaching scientific training at the 
expense of broad and practical clinical courses designed to edu-
cate ‘conscious’ practitioners. In Chapter 6, Dirk Luyten and David 
Guilardian equally refer to competing ideologies and their transla-
tion into particular systems of financing healthcare, to explain his-
torically how mutual societies have come to occupy such a strong 
position in Belgian healthcare. In a long- term perspective, they 
show how the Belgian state supported private initiatives (mostly 
Catholic and socialist) through a system of ‘subsidised liberty’ since 
the late nineteenth century and extended this system in 1944 when 
Belgian social security was introduced. While 1944 is often seen 
as a foundational moment of the Belgian welfare state, in terms of 
the political and financial logic there was no clear ‘break’ with the 
past. In Chapter 7, Valérie Leclercq and Veronique Deblon show 
expressions of ideology in healthcare in unexpected places, as they 
write the history of Belgian hospitals –  institutions that have socially 
and medically completely been transformed over the past two 
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centuries –  by focusing on their material outlook. Strikingly, the 
influence of Catholicism becomes clear even in the public hospitals 
of the liberal stronghold of Brussels in the form of religious symbols 
(e.g. crosses) and practices (e.g. communion) that were introduced 
on request of patients. Somewhat contradictory, the modernist hos-
pital architecture of these same institutions propagated an image of 
(anti- religious) progress.

While the chapters in Part II politically ground Belgian medicine 
within competing ideologies, they also pay attention to medicine 
as a profession. By also including this more traditional perspec-
tive, they show that Belgian physicians were above all trained to 
be practising professionals –  an ambition that had to be balanced 
with their scientific schooling. Physicians furthermore organised 
themselves as actors in an economic market, where they sometimes 
clashed with other players (mutual societies, political parties) on 
the modalities of democratising the access to healthcare. New 
perspectives, such as attention to the financing of healthcare and 
the material culture of healthcare institutions, allow historians to 
renew this history of professional struggles. This innovative poten-
tial becomes most clear in the image of the hospital presented 
in these chapters. As more diverse patients’ groups found their 
way to the hospital to receive specialised care, the involvement 
of physicians increased as well, along with the development of 
different functions of these institutions as spaces of instruction, 
healing and science.

The chapters in Part III, ‘Beyond Physicians’, put into practice 
most clearly the ambition to give agency to non- professional actors, 
patients in particular, in the history of medicine.42 In Chapter 8, 
Benoît Majerus and Pieter Verstraete boldly bring together the his-
tories of disability and mental illness, and in doing so include the 
voices of disabled people and people with mental illnesses. They 
pay attention to the very different experiences of these people (e.g. 
in their relation to their own bodies and to social prejudice and gov-
ernmental structures in Belgium), but also to their shared historical 
trajectories of segregation and classification as ‘subgroups’, and the 
growing unease in the course of the twentieth century with such 
institutionalised segregation. In Chapter 9, Tinne Claes and Katrin 
Pilz draw attention to curators, to patients in their role as con-
sumers of information about health and the body and to journalists 
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and film- makers. They call for a history of the ‘popularisation’ of 
medical knowledge in Belgium that avoids a top- down relationship 
between professionals and laypersons, and between science and the 
public. Their analysis of health exhibitions (such as the Spitzner 
Museum in Brussels) and medical films (such as the first Belgian 
public health film Un ennemi public from 1937) reveals how 
different audiences were not passive consumers, but instead chose 
and adapted the available views on health, responding to them in 
unexpected ways.

Given the focus in both chapters in this final part on experiences 
‘from below’, they also question –  more clearly than elsewhere 
in the book –  the narrative of medicalisation and point to its 
limitations. To understand the experiences of disabled people, for 
example, a medical gaze excludes too many social aspects related 
to being categorised as ‘disabled’ in Belgian society. A narrative 
of boundaries and people’s agency in coping with these structures 
and reacting against them offers an alternative. To understand 
the function of medical knowledge within Belgian society, a gaze 
through the eyes of experts and scientists is similarly insufficient. 
Instead, narratives of travelling knowledge, and of the adapta-
tion and consumption of medical information by users, seem more 
suited to bring to light that medicine and health had a ‘demand 
side’ as well –  besides the better- studied ‘supply side’ as offered by 
physicians.

To place Belgian medical historiography in a wider European 
perspective and wrap up this book, we asked the Dutch historian of 
medicine Frank Huisman to write an epilogue. Huisman does so elo-
quently by identifying how the chapters reflect the different ‘turns’ 
that medical historiography has taken since the social history of the 
1970s and 1980s. Huisman comments how new understandings of 
the body as an object of biomedical knowledge, as a gendered con-
struct, as something fragile and prone to care, have impacted med-
ical historiography and resulted in much more varied and dynamic 
histories. He concludes by discussing the book’s ambition to look 
beyond the profession and the state and refers to Roy Porter’s work, 
stating that such an effort also means –  in Porter’s words –  reflecting 
and redefining the goals and limits of medicine. By presenting a new 
set of narratives about ‘Belgian medicine’, this book hopes to con-
tribute to such reflection.
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Medicine, health and gender

Jolien Gijbels and Kaat Wils*

In 1875, the entrance of women to the medical profession was 
discussed in the Belgian parliament. Along with discussions within 
medical societies, this public debate is an important source to study 
gendered views about women’s involvement in medicine. About 
three- quarters of a century before women’s suffrage was fully 
granted in Belgium, it was evident that women were not allowed 
at the negotiating table. Such public discussions thus pose a meth-
odological challenge for historians who study the intersections of 
gender and medicine and aim to give women a voice. Due to a scar-
city of personal documents and publications by female healthcare 
professionals and feminists, it remains a challenge to work with a 
corpus of sources in which men’s voices dominate.

The parliamentary debate of 1875 took place in the aftermath 
of international developments in favour of women’s access to 
medical studies; the American Elizabeth Blackwell being the first 
woman who, in 1849, obtained a medical degree. In the margin 
of a debate on a bill that was to regulate the awarding of aca-
demic degrees, the liberal deputy Eudore Pirmez suggested to offer 
women access to at least some branches of the medical profession. 
Pirmez’s plea consisted of different types of arguments. He started 
by referring to the natural capacities of women to fully devote 
themselves to the care for others, a degree of dedication that men 
rarely attained. The availability of women physicians would also 
lower the barriers for women to consult a doctor when confronted 
with intimate medical issues, as concerns with indecency would 
no longer be at play, Pirmez argued. At the end of his plea he 
referred to the American situation, where more than three hundred 
women doctors proved to be talented and successful practitioners. 
‘Physicians will agree with me,’ he continued, ‘that there are no 
anatomical or physiological differences between American and 
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Belgian men and women, and hence no reasons to continue to 
organise the medical field in a different way.’1

Parliamentary opinions on Pirmez’s proposal were divided and 
it was decided to ask the four Belgian universities and the Royal 
Academy of Medicine for advice. Responses were mainly negative.2 
The most elaborate arguments against women’s entrance in the pro-
fession came from the Academy. In a lengthy discussion in which 
in fact all participants agreed, Pirmez’s three main arguments were 
reversed. Women’s nature was indeed inclined to care for others, but 
it was precisely her nature that made her physically, intellectually 
and emotionally unfit for both the studies and the hard profession 
of medicine. Women’s bodies and minds were mainly, and naturally 
so, determined and preoccupied by the heavy demands of menstru-
ation, reproduction and lactation. Their nervous system was much 
more delicate than that of men, as the exclusive occurrence of hys-
teria among women made clear. In order to become a physician, 
masculine qualities were needed. The rare woman who by accident 
succeeded in becoming a doctor, could no longer be considered a 
woman –  she would be ‘a virago’, a ‘monstrous being’.

Academy members also countered Pirmez’s argument that 
women doctors would lower the barrier for female patients to con-
sult a physician. Wasn’t it telling, they stated, that while lower- class 
women relied on female midwives to deliver their babies, more 
distinguished women, who could not be suspected of having less 
modesty, all preferred male doctors? Problems of indecency would 
arise when female students were being exposed to male bodies in 
the anatomical theatre. And who wanted female students to have 
to study sperm and syphilis together with male students? Pirmez’s 
reference to the situation abroad was equally turned down. The so- 
called emancipation of women had indeed advocates in Germany, 
England, France, Russia and the United States, but should not be 
seen as a model, on the contrary. Belgium had so far been spared 
of such aberrations. It was no coincidence that the few women who 
had applied for an authorisation to exercise the medical profession 
in Belgium were ‘fanatics’ from abroad.3

The debate of 1875 not only offers an excellent insight in 
prevailing male opinions on the issue, but it also constitutes a good 
introduction in the many ways in which gender, health and medicine 
have been intertwined over the past two centuries. In a first, very 
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explicit way, the discussion dealt with the social division of medical 
labour. Power relations within the medical field have indeed been 
structured along class and gender lines, and the definition of both 
the internal and the external boundaries of the medical profession 
has often been informed by cultural representations of men’s and 
women’s roles and their so- called nature. In the case of the 1875 
debate, physicians’ elaborate argumentations on the physical and 
mental inferiority of women point to a second pattern: medical 
knowledge, medical practices and medically informed discourses 
have always been gendered. Specific cultural representations of 
men and women have indeed informed medical knowledge. While 
nineteenth- century physicians constructed hysteria as a typically 
female disease associated with women’s supposedly natural emo-
tionality, men’s mental problems were related to ‘manly behaviour’ 
such as violent experiences or sexual excessive activity. Inversely, 
an apparent gender neutrality could result in inequalities when 
research, for instance, tended to concentrate on diseases that 
occur more in men than in women, or when medication was tested 
exclusively on men. These often invisible but structural historical 
inequalities have been laid bare by feminist scholars such as Londa 
Schiebinger and Ilana Löwy; they remain a topical issue within 
contemporary health research and theory.4 The explicitly feminist 
engagement of many scholars points to a third issue, which was 
also apparent in the 1875 debate, where fear of female emancipa-
tion was so obvious. Since the nineteenth century, feminists indeed 
have included questions of reproduction and health in their social 
activism. While medicine has often functioned as an instrument of 
male power over women’s bodies, it has also functioned as a space 
where both women and men could gain more control over their 
bodies, and the ways in which biological sex and gender relate to 
each other.

These three interrelated themes –  the social division of medical 
labour, the gendered character of medical knowledge and prac-
tice, and feminist activism to claim and redefine the body –  will 
structure this chapter. On each of these themes, an extensive body 
of literature has appeared since at least the 1970s –  and in fact 
earlier. Substantive studies on, for instance, the history of female 
physicians did appear as early as 1900.5 Globally, this historiog-
raphy has moved from a focus on the underestimated role of women 
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in the field of healthcare to more structural analyses of the gendered 
nature of knowledge, scientific cultures and medical practices. 
While path- breaking studies such as Ludmilla Jordanova’s Sexual 
Visions (1989) and Alison Bashford’s Purity and Pollution (1998) 
demonstrated the interrelatedness of these questions, new and 
exciting research on more ‘classical’ topics such as women surgeons 
in the nineteenth century continues to be done.6 Here as elsewhere 
in the field of medical history, scholars based in the United Kingdom 
and the United States have played an important role in the devel-
opment of the field.7 Their studies, which often privilege English- 
speaking regions, depict historical evolutions which also occurred 
in Belgium, albeit at a different pace and with different accents, 
given the long- standing dominance of Catholicism, the slow pace 
of women’s political emancipation and the major role of ideological 
pillars in the organisation and financing of healthcare. On the con-
trary, within Belgian historiography there hardly exists a tradition 
of historical research on intersections of gender and medicine in 
which these recent historiographical insights and perspectives are 
incorporated. Whereas female medical practitioners mainly figure 
in histories of medical professionalisation and medicalisation, the 
doctoral dissertation of Tommy De Ganck on nineteenth- century 
gynaecology in Brussels is one of the sole examples of historical 
scholarship on medicine’s role in the production of gendered cul-
tural representations.8 Feminists’ activism to legalise birth control 
and abortion in Belgium –  the third and last theme of this  chapter –  
has received most historical attention, yet their medically informed 
views remain largely unexplored.

The division of medical labour

In the Southern Netherlands –  the region that would become Belgium 
in 1830 –  childbirth was women’s work. Officially recognised mid-
wives mainly operated in cities, while unlicensed birth attendants 
assisted at deliveries in villages. In Belgium, as elsewhere, the 
medicalisation and professionalisation of midwifery coincided. 
International historiography has traced how physicians in Europe 
and the United States increasingly gained control of traditional 
female birthing practices in the nineteenth century.9 Early- modern 
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attempts of doctors and surgeons to control (il)legal birth deliv-
eries having been unsuccessful, it was under Dutch rule (1815– 30) 
that medical supervision on the medical practice of childbirth was 
installed in the Southern Netherlands (see Chapter 5, pp. 177–9). 
The legal framework of 1818 established the education and practice 
of midwifery for the nineteenth century. The royal decree of 1823 
further determined the organisation of two years of training. Female 
students mainly had to follow practical courses at an important 
maternity ward in their province.10 Similarly to French laws but 
unlike in the United States and Britain, Dutch legislation recognised 
 midwifery as a distinct field of medical practice.11 The second part 
of the nineteenth century witnessed further calls for the improve-
ment of midwifery training. In 1884 these attempts resulted in a 
royal decree that established stricter admission requirements and a 
broadening of the curriculum. At a time when the number of official 
midwives had increased in such a way as to –  at least theoretically –  
replace non- official birth attendants, the sterner requirements for 
student midwives now slowed down a further growth in an age in 
which the number of doctors continued to rise.12

The professionalisation of midwifery was intertwined with the 
development of gendered hierarchies limiting the competences 
of female birth attendants vis- à- vis their male counterparts. The 
Dutch law of 1818 differentiated between three groups of obstetric 
practitioners: the doctor of obstetrics, the male midwife and the 
midwife. Unlike male practitioners, midwives had to confine 
their practice to ‘normal births’ that did not require specialised 
instruments. When confronted with difficult deliveries, they had 
to call a doctor or a male midwife.13 Taking such restrictions for 
midwives into account, historian Karel Velle has argued that the 
declining social role of midwives almost points at a process of 
‘deprofessionalisation’.14 Throughout the nineteenth century the 
majority of doctors in the Academy of Medicine and in the provin-
cial medical commissions, which supervised medical practice and 
advised the government on matters of public health, continued to 
defend such a gendered division of labour. The medical debate in the 
Belgian Academy in the 1870s on a proposition introduced by the 
physicians Hyacinthe Kuborn and Louis Mascart is exemplary in 
this respect. The proposition put forward the authorisation for mid-
wives to use forceps when confronted with an emergency situation 
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and an absence of doctors. Both physicians mainly argued that such 
an extension of midwives’ competences was necessary since mid-
wives often stood alone in the countryside. It would, moreover, be an 
effective means to combat illegal birthing practices that mainly took 
place outside the cities. Most doctors disagreed, among other things 
arguing that midwives were ignorant and disposed of weak intel-
lectual capabilities. Finally, in 1879, the proposition was rejected 
by the majority of academy members and midwives’ access to the 
forceps was formally prohibited.15 In 1908, a law that replaced 
the law of 1818 confirmed the supposedly limited competences 
of  midwives.16 Recurring arguments about women’s ‘ignorance’ 
and medical debates about midwives’ insecure financial position 
make clear that social inequality was constructed on the intersec-
tion of gender and class hierarchies. Recently, however, historians 
have argued that studies privileging these medical sources have 
exaggerated the precarious social status of midwifery. Research 
into the social background of female birth attendants in Belgium 
has shown that while midwives operated within local communities 
of poor people, they themselves often originated from and married 
within the social environment of skilled laborers.17 Moreover, the 
fees midwives charged for a delivery were not necessarily different 
from what a doctor received for a delivery and were equivalent to 
what a day labourer earned in two to four working days.18

While male doctors solidified their dominance over the 
nineteenth- century domain of childbirth, nursing was an almost 
exclusively female domain consisting mainly of women religious 
(see Chapter 2, pp. 69–71). The first training programmes emerged 
in the context of tense ideological debate in the 1880s on the nursing 
competences of women religious. Early initiatives for lay nurses in 
the liberal settings of Liège and Brussels were followed by Catholic 
training programmes after 1900. Historians and feminists have 
often explained this gendered division of labour by underlining the 
hierarchy between caring and curing. Caring tasks of nursing were 
traditionally associated with ‘female’ maternal qualities, while the 
responsibility of curing patients belonged to the male- dominated 
field of medicine.19 In Belgium, as elsewhere, representations of 
the profession of nursing were indeed peppered with gendered 
notions of maternal care, altruistic dedication and female compas-
sion.20 Recently, however, historians also challenged these gendered 
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notions of care by paying more attention to the practices and 
discourses of male nurses who were most clearly visible in psychi-
atric hospitals.21 The Belgian mental institutions of the Brothers of 
Charity, for instance, were almost all- male spaces, both in terms of 
patients and nurses. A first exploration of the Brothers of Charity’s 
journal for nurses has shown that existing gender ideals informed 
the construction of a professional identity. ‘Male’ characteristics 
such as discipline and physical strength were associated with the 
care for mentally ill patients. At the same time, however, male 
nurses were also described as ‘mothers’ who cared for their chil-
dren: the –  equally male –  patients.22 Outside psychiatric settings, 
male nurses were present as well. About 30 per cent of the first 
generations of qualified nurses were men.23 The gendered discourse 
on these nurses awaits research.

In the twentieth century, the position of Belgian independent 
midwives who assisted at home deliveries was increasingly 
threatened by the rapid professionalisation of nursing, on the one 
hand, and the medicalisation of giving birth in hospitals, on the 
other. The first process was accelerated by the development of mid-
wifery as a specialisation within the nursing training programme as 
of 1951.24 The medicalisation of birth comprised the isolation of 
birthing women in hospital delivery rooms, the introduction of new 
medical technologies and the increasing use of anaesthesia during 
deliveries.25 In most countries –  the Netherlands being a notable 
exception –  the medicalisation of childbirth implied an increasing 
employment of midwives in hospital settings, where they were put 
in a subordinate position to physicians.26 A Belgian law of 1944 
promoted deliveries in maternity clinics by offering mothers a com-
pensation for all costs within the first ten days of a hospitalised 
stay, while home deliveries by midwives were not covered. Shortly 
afterwards, independent midwives were allowed to assist at deliv-
eries in maternity departments. As a result, midwives preferred a 
paid employment in hospitals above poorly paid self- employment. 
From 2,513 independent midwives in 1900, there remained around 
80 in 2000.27 The profession of midwifery remains a remarkably 
stable ‘feminine’ domain. In contrast to the domains of medicine 
and nursing, very few men practise midwifery at present. In France, 
for instance, there has been an increase of male students since the 
profession was opened to men in 1982, yet the actual number of 
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male practitioners remains limited. In Belgium, male midwives also 
form a minority. In 2017, about 1 per cent of the qualified Belgian 
midwives were men.28

Testimonies of midwives themselves complicate the dominant 
narrative of medicalisation. In contrast to France, where historians 
have been able to integrate the professional experiences of mid-
wives into their work,29 Belgium disposes of only a couple of oral 
and written testimonies of female birth attendants and their family 
members in the nineteenth and twentieth century.30 The few avail-
able testimonies display a more balanced view of being an inde-
pendent midwife in the countryside before, during and after the 
Second World War. Their socially vulnerable position –  low wages, 
hard work and stressful situations –  was definitely an important 
facet of their lives. Yet, the testimonies also show expressions of 
commitment and a high internal motivation. Midwives took pride 
in the many roles they fulfilled and for which they were recognised 
and appreciated in their community. Those who worked among 
large poor families, for instance, did additional tasks as social 
workers by providing them with material help and advice. Midwives 
in rural territories hardly ever called upon doctors, except when 
medical intervention was necessary.31 Moreover, recent research 
based on witness statements of unqualified midwives in the context 
of court cases on infanticide and the illegal practice of medicine 
suggests that in urban contexts collaborations between doctors and 
(unqualified) midwives sometimes occurred until the beginning of 
the twentieth century.32

Since the 1990s, the existing power hierarchies between 
physicians and midwives have been challenged. In 1994, a 
European law determined that midwives were qualified to assist 
deliveries autonomously and decide whether it was necessary to 
call a doctor. At the same time Belgian midwives adopted new 
roles in counselling future parents. They opened the first birth 
centres, providing for prenatal consultations, workshops, specific 
courses and information sessions. There, they offered their ser-
vices by giving parents information and care before, during and 
after home deliveries.33 For the setting up of these birth centres 
midwives looked for inspiration abroad –  the Netherlands, 
Scandinavia, Britain and the United States –  where home  deliveries 
were more common.34
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In contrast with the professions of midwifery and nursing, the 
field of medicine was for a long time closed to women. From an 
international perspective, Belgian medical education opened up 
quite late. Medical schools in Switzerland and France admitted 
women early on in the 1860s. The first woman to receive a French 
medical degree was the British Elizabeth Garrett, who had been 
unsuccessful in her attempts to enter a British medical school.35 
In Belgium too, Isala van Diest had been denied access in Leuven 
in 1873. She went to Bern, where she took her degree in 1877 
(Figure 1.1). Garrett and Van Diest fit in a broader pattern of the 
first generations of female students who studied abroad.

Around the same time, an initiative offering a minimal medical 
education to women was launched by the Brussels doctor Constant 

Figure 1.1 Painting of Isala van Diest by Pierre- Joseph Steger, ca. 1855.
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Crommelinck. In 1875 he opened a ‘free school of medicine’ that 
offered female students a two- year elementary training in ‘natural 
medicine’ consisting of weekly conferences.36 This initiative was, 
however, short- lived and remained marginal vis- à- vis mainstream 
medicine. In 1880, the right of women to enter academic studies 
would be recognised, although Van Diest had to wait until 1884 to 
be allowed to exercise her profession in Belgium and it would take 
another six years, until 1890, before the access of women to the 
medical profession was regulated. In 1887 the first female student, 
Clémence Everart, started at the Free University of Brussels. Soon 
other students followed in Brussels, Liège and Ghent, while the 
Catholic University of Leuven would only welcome female students 
from 1920 onwards.

Yet, it was too early for a real influx of women into medical 
studies, as there were hardly any secondary schools that provided 
girls the required qualifications to enter university. On the eve of 
the First World War, 27 Belgian women physicians had received 
medical qualifications out of a total of more than 4,400 Belgian 
physicians.37 This was a small number, also in comparison with 
the number of foreign female students who studied in Belgium. In 
the twentieth century, the number of female students enrolled in 
medicine increased gradually, with an acceleration in the 1960s. 
After 1970 male enrolment started to decline, which resulted in a 
majority of female medical students as of 1990.38

Little is known about the experiences of the first women 
 phy sicians in Belgium. The few interviews that historian Denise 
Keymolen conducted with physicians in the 1970s indicate that 
the first female students were approached as equals by fellow male 
students.39 It took longer for women to become accepted as med-
ical practitioners. Prejudices about women’s ‘limited capabilities’ 
among doctors and patients hindered the efforts of the very first 
female doctors to run an independent medical practice. In an inter-
view published in the Brussels liberal newspaper La Réforme, Isala 
van Diest testified to her difficulties with setting up her own prac-
tice. She started working in a refuge for prostitutes, which probably 
damaged her reputation among bourgeois families. Her later private 
practice mainly attracted British and American female patients who 
were more used to women doctors.40 A sociological study of the 
professional life of graduates of the Catholic University of Leuven in 
the first half of the twentieth century confirms that most of the sick 
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in a hospital or sanatorium preferred a man above a woman when 
first encountering their doctor.41 There were, however, exceptions. 
At the end of the nineteenth century, doctor Marie Derscheid not 
only attracted numerous patients, but she also participated in (male) 
scientific sociability and was a member of the editorial board of the 
Journal Médical de Bruxelles.42 Yet, her success was  probably partly 
made possible thanks to her marriage with the notable  physician 
and Brussels professor in medicine, Albert Delcour. More gener-
ally, family networks have been important for many ‘first’ women 
doctors. It was probably no coincidence that Belgium’s first female 
doctor, Isala van Diest, was the daughter of a doctor.43

In 1921, Derscheid would become the first president of the 
Belgian  Federation of University Women (Fédération Belge Des 
Femmes Universitaires).44 The Belgian Federation was one of the 
many women’s organisations in Europe that arose following the birth 
in 1919 of the International Federation of University Women (IFUW), 
a British– American initiative aimed at the formation of a female 
educated elite and the promotion of ideals of peace and progress. In 
those early years, doctors formed the largest professional group within 
the Belgian Federation. As of 1922 they participated in conferences of 
the Medical Women’s International Association (1919), where critical 
reflections were made on the need for international cooperation and 
female empowerment within each country. Members combined their 
efforts to achieve equality of women physicians within the medical 
profession with broader claims for women’s professional rights.45

Despite these efforts, women doctors continued to struggle with 
career opportunities throughout the twentieth century. The difficult 
entrance of female researchers to medical faculties is a case in point. 
At Ghent University, as of 1900, women were allowed to specialise 
after their general medical training, yet their efforts to continue an 
academic career remained fruitless. Unspoken gendered divisions in 
academia discouraged women to aspire to a position in high aca-
demic ranks.46 Yvonne Desirant, for instance, who in the interwar 
period succeeded in becoming first assistant (‘chef de travaux’) 
at Ghent University, later testified that she had never hoped for 
a career as a professor. There were, however, differences between 
universities: while in Ghent the medical faculty appointed a female 
professor, Irène van der Bracht, in 1925, this would take another 
forty years in Leuven. Yet Van der Bracht had no medical training 
and she was appointed to teach educational gymnastics to female 
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students. Early academic recognition of women doctors occurred at 
the margins of the medical profession.47

By contrast, the Belgian colony of Congo seems to have offered  
new employment opportunities for both men and women (see 
Chapter 3, pp. 106–20). The demand of medical care rose as the estab-
lishment of a series of colonial hospitals in Congo was envisioned. 
Organisations such as the Union of Belgian Colonial Women 
(L’Union Des Femmes Coloniales) (1923– 40) and later on the Union 
of Women of the Belgian Congo and Ruanda- Urundi (L’Union des 
Femmes du Congo Belge et du Ruanda- Urundi) promoted colonial 
employment for women.48 However, as articles in the journal of this 
latter organisation indicate, women were expected to practise ‘essen-
tially feminine’ medical professions such as midwifery and nursing.49 
The case of sister Marie Guido –  known by the local population 
as ‘the mother doctor’ –  is a counterexample showing that reli-
gious congregations could empower female religious doctors. Marie 
Guido obtained her medical degree in the 1940s and worked in the 
Congolese locality of Musienene, where she performed medical 
operations such as caesarean sections and amputations.50

Women’s entrance into the medical profession was not only a slow 
process, it was also marked by disciplinary hierarchies. Women gained 
access most easily to disciplines such as paediatrics and gynaecology, 
which were considered to be ‘natural’ fields of  specialisation for 
women in and beyond Belgium, while ‘masculine disciplines’ such as 
surgery, urology and orthopaedics remained highly closed to them. 
In a recent interview, Ilse Kerremans recalled the patronising words 
of fellow male colleagues when she started a specialisation in surgery 
in the 1970s.51 Up until today the medical profession is marked by 
gendered divisions of labour and prestige. Telling in this respect is 
the underrepresentation of women in the numbers of professors at 
Belgian medical faculties.52

The gendering of medical knowledge and medical practices

From the 1990s onwards scholars have shown the role of modern 
biomedicine in the production of ideas about men’s and women’s 
‘nature’. Thomas Laqueur’s famous (and heavily debated) study 
Making Sex (1990), for instance, has highlighted the naturalisation 
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of sexual difference since the end of the eighteenth century.53 
Enlightenment brought about the dominant view of the so- called 
two- sex model, which accentuated fundamental sexual diffe-
rence. Corporeal and physiological observations of female genitals 
increasingly served as evidence of the ‘natural’ roles of women as 
housewives and mothers. As Ornella Moscucci and others have 
shown, the nineteenth- century discipline of gynaecology provided a 
scientific basis for these cultural ideas about maternity and femin-
inity.54 Contrary to existing medical disciplines that took the male 
body as a model for men and women, gynaecology was designed 
to study woman’s distinctive physical and mental characteristics 
through a focus on her reproductive functions. It became the 
‘science of woman’. A similar discipline devoted to men’s sexual 
organs –  andrology –  arose only during the second half of the twen-
tieth century.

Contrary to international trends, the Belgian gynaecological 
profession developed rather late. From the 1860s on, gynaecology 
acquired a status in most large cities as an autonomous specialty 
based on the first successes of modern surgery. In this context 
practitioners favoured an interventionist surgical approach to 
alleviate disorders in women.55 In Belgium, gynaecology emerged 
twenty years later with the establishment of a scientific gynae-
cological society (1889) and the organisation of the first clinical 
courses at the state universities of Liège and Ghent.56 In the 1890s, 
private hospitals were set up, and in collaboration with the univer-
sities specialised services in public hospitals were established. At this 
time the study of women’s diseases was not necessarily identified 
with the older branch of obstetrics. Belgian universities provided 
students with a general medical training in medicine, surgery and 
obstetrics, after which doctors could specialise in women’s patholo-
gies through professional and scientific activities. In line with the 
international trend, gynaecological services in the public hospitals 
existed separately from the older obstetric services. While midwives 
and obstetricians in maternity wards took care of women’s deliv-
eries, gynaecologists concentrated on diseases centred in the sexual 
system of women and problems following childbirth or medical 
abortion. To treat ‘women’s diseases’ they employed both methods 
preserving women’s fertility, such as the use of pessaries and cur-
ettage, and radical surgical therapies such as ovariotomy and 
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hysterectomy, the surgical removal of the ovaries and the uterus. 
In Brussels, the focus of these early gynaecologists on abdominal 
surgery is exemplified by the placement of the first gynaecological 
service in an operating room.57

At the time of the institutionalisation of gynaecology, biological 
sex differences increasingly marked discourses in medicine and 
society. Belgian physicians started to accentuate women’s social 
mission as mothers by relating this mission to their ‘nature’. In 
this way doctors also came up with an answer to existing med-
ical and political anxieties regarding the so- called degeneration of 
the Belgian nation. In the second half of the nineteenth century, 
degeneration was considered to be a process of degradation from 
a physical, psychological and moral point of view. According to 
degeneration theories, degenerated persons could contaminate 
healthy citizens through social interaction and sexual intercourse. 
Belgian and other physicians became fascinated by heredity and 
accentuated women’s reproductive ‘essence’ as a vital instrument 
to safeguard the survival and health of future generations.58 Unlike 
in France, population decline was not yet at stake before 1900, but 
it soon afterwards became an element of medical concern. Within 
the same context, Belgian physicians and politicians would start to 
actively intervene in the domain of infant care after the First World 
War.59 Gendered medicalised discourses equally marked reforma-
tory politics. In response to the growing social protest of workers 
in the 1880s, ideals of home- centred maternity as a weapon against 
social disorder and immorality were promoted by political elites. 
Belgium’s first social legislation bore traces of this medicalised and 
gendered perspective. As of 1889, girls younger than twenty- one 
were forbidden to work in the mines and female workers who had 
given birth were obliged to stay at home for four weeks, without 
any financial compensation.60

Medically informed ideals of women’s important social roles as 
mothers were often countered by reality. The clientele of Brussels 
gynaecologists in public hospitals mainly consisted of poor women 
suffering from the physical effects of numerous successive preg-
nancies. These labouring women had neither the time nor the 
money to undergo a long gynaecological treatment. The research of 
Tommy De Ganck on gynaecology in the Brussels hospitals, where 
prostitutes and other working women were provided with free care, 
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has shown that social inequalities determined doctor’s choice for 
radical treatments. To cure women who were incapable of working 
because of pelvic pain, physicians easily turned to the surgical 
removal of their ovaries and uterus, rather than investing in time- 
consuming and costly treatments that were offered to bourgeois 
women in private clinics. As this example shows, class differences 
often intersected with gender hierarchies, reinforcing each other.61

The case of ovariotomy is interesting from a different perspective 
as well, as it testifies to the role of medicine in producing ‘female’ 
pathologies and mental disorders.62 For the first time successfully 
performed in 1809 in the United States, the operation initially 
aimed at extirpating ovarian tumours. Starting in the 1870s, how-
ever, Anglo- Saxon surgeons also executed ovariotomies to amputate 
healthy ovaries of women who experienced mental problems.63 In 
Belgium and elsewhere in Europe it was also common to explain the 
causes of mental illness by referring to a woman’s defective repro-
ductive physiology –  among other things menstruation problems 
or specific injuries to the genitals. ‘Hysteria’, an umbrella term that 
was continuously redefined throughout history, was sexualised as a 
‘female’ disease. It was linked with all sorts of deviant behaviour.64 
Doctors therefore believed women could be cured by using localised 
genital therapies, of which ovariotomy was a radical example. 
Contrary to physicians in the United States and Britain, however, 
most Belgian gynaecologists were sceptical about ovariotomy as 
a treatment for non- gynaecological complaints. The research of 
Tommy De Ganck has shown that there is little evidence of actual 
operations for the purpose of curing hysteria in Belgium. By the 
time that ovariotomy became a regular operation in Belgium –  
the first known successful surgical removal of a cyst took place in 
1870 –  gynaecological explanations for hysteria had lost ground in 
international medical circles.65

Belgian and other doctors had instead adopted the neuro-
logical explanation of hysteria by the French doctor Jean- Martin 
Charcot in the 1880s. Years of clinical observations had convinced 
Charcot that both men and women could experience hysteria. His 
first descriptions of hysteria in adult men were highly controver-
sial in the medical world. Notwithstanding this inclusion of men, 
Charcot’s published case studies do reveal the gendered nature of his 
diagnoses. Women were not only diagnosed much more frequently 
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with hysteria than men, but his etiological theory differed for men 
and women. The neurologist mostly applied the hysteria diagnosis 
to males who had undergone traumatic physical accidents at work. 
Hysteria among women, on the other hand, was the result of an 
overpowering emotional experience in domestic settings. Moreover, 
erotic antics of several female hysterics clearly reveal a sexual com-
ponent.66 Like French physicians, Belgian doctors diagnosed hys-
teria with men who had undergone physical trauma such as soldiers, 
a topic that appeared in the medical press in 1888. While Belgian 
military neurologists did not often refer to the traumatic effects of 
war in their own work, they did refer to foreign studies on the devas-
tating psychological effect of traumatic war experiences. During the 
First World War, this type of psychological disorder would become 
known as ‘shell shock’ (see Chapter 8, pp. 298–300).67 In contrast, 
hysteria, depression and melancholy in women was related to their 
‘emotional’ nature.68 Sexualised representations of female hysterics 
would remain visible in popular museum exhibitions, such as the 
travelling Spitzner Museum, where wax figures represented hyster-
ical women.69

For both men and women, a healthy sex life within marriage 
was seen as the main solution to cope with mental problems. It 
follows that physicians were concerned about sexual behaviour 
that departed from this ideal, such as sexual abstinence, promis-
cuity and masturbation. While abstinence was associated with 
frigid upper- class women, physicians pathologised excessive sexual 
activity and masturbation among men. In Great Britain those men 
were regularly diagnosed with spermatorrhea.70 The disease, with 
an excessive loss of sperm as the main symptom, was understood to 
elicit, among other things, anxiety, nervousness and impotence. It is 
unclear to what extent spermatorrhea determined medical practice 
in Belgium, yet research has shown that masturbation and sexual 
excess were seen as causes for mental illness in men.71

Excessive sexual behaviour was also seen as a major cause of 
the spread of venereal diseases. Prostitutes in particular were held 
accountable for this, even though they were increasingly perceived 
not only as seductresses, but also as victims. In Belgian debates 
on the problems of prostitution in the army –  an all- male space –  
inebriety was seen as part of the problem.72 Physicians argued that 
alcohol made soldiers more susceptible to both careless sexual 
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behaviour and infections.73 As elsewhere, Belgian regulations on 
alcohol and prostitution were supposed to prevent the outbreak of 
diseases. In Brussels, the first Belgian city to regulate prostitution in 
1844, registered prostitutes were subjected to medical examination 
twice a week. In case of sickness, they were isolated in hospitals until 
they recovered. In other Belgian cities similar medical procedures 
were introduced. In 1948 –  after more than fifty years of political 
protest –  the system of forced medical supervision was abolished.74

The gynaecological examinations also point at an issue that 
was at the heart of the discipline of gynaecology in Belgium and 
abroad. Physicians were concerned about the chastity of ‘respect-
able’ women. While prostitutes were not considered to be modest, 
visual examinations of the private parts of middle- class women 
were seen as offensive to women’s sexual pudency. Especially the 
reintroduction of the speculum in medical practice from 1820 
onwards aroused international moral concerns over the exposure 
of respectable women’s bodies to visual inspection (Figure 1.2). 
Until the end of the century, gynaecologists preferred other tactile 
procedures above ocular examinations.75 Concerns about modesty 
also influenced the management of hospital spaces, where sexual 
segregation was to protect female dignity. In the 1900s in the public 
hospitals of Brussels, for instance, gynaecological consultations 
were held at specific times as to prevent the presence of male 
patients. Private rooms for surgery and curtains were installed for 
the same purpose.76

In the interwar years, the medical protection of maternity took 
on a new dimension. In this period, stagnating infant and maternal 
mortality rates were seen as a problem for the survival of the nation 
by physicians and politicians alike. Belgian physicians for the first 
time linked the survival of children with the health of women 
during the whole process of pregnancy. Prenatal consultations for 
future mothers were therefore installed in hospitals and mater-
nity departments.77 As in Great Britain, this political climate of 
scrutinising and pathologising pregnancy seems to have facilitated 
the unification of gynaecology and obstetrics in hospitals and 
universities. The law of 1957 officially reunited and recognised 
gynaecology and obstetrics as one specialty along with other spe-
cialties in Belgium. Little is known, however, about the specific 
reasons for the rapprochement between the two disciplines.78 
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Figure 1.2 Images of gynaecological objects in the handbook 
of Rufin Schockaert, Précis du cours de gynécologie 

(Leuven: Feyaerts, 1913), p. 51.
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The twentieth- century history of Belgian medical specialisation 
is a promising avenue of future research. With the exception of a 
recent study of the Leuven academic hospitals, it has mainly been 
researched from a legal perspective.79

In the same context of pro- natalist policies, Belgian gynaecologists 
made an important contribution to a moralising sexualised discourse 
regarding birth planning. Different from other countries, Belgian 
gynaecologists, such as the Leuven professor Rufin Schockaert, 
undertook a leading role in promoting a Catholic vision on sexu-
ality. According to this vision, reproduction was the sole purpose of 
marriage, implying the condemnation of birth control and contra-
ception (see Chapter 2, pp. 82–4). The scant Belgian literature on 
this subject has revealed the dominance of Catholic approaches 
in twentieth- century medicine,80 and medico- ethical debates on 
infertility.81 Neo- Malthusianism –  the movement that originated 
in Great Britain in the 1870s and aimed at expanding knowledge 
on and the dissemination of contraceptives –  had limited success 
in Belgium. Historians have explained this by referring to the con-
demnation of the movement by Belgian church representatives, 
legal opposition by Catholics and socialists and the mobilisation 
of Catholic doctors and midwives against abortion and birth con-
trol.82 Small organised neo- Malthusian movements emerged after 
1900. These organisations consisted of a limited number of liberals 
and a stronger representation of socialist members, including some 
prominent socialist doctors such as Fernand Mascaux.83

Feminism and bodily self- determination

Birth control and related questions were also explicit concerns of 
the first and in particular the second wave of organised feminism 
in Belgium, and of women’s activism throughout the twentieth cen-
tury. Actors involved in political debates about women’s rights 
had to fight against stereotypical, often medically legitimised views 
about women’s moral and physical weaknesses and their incapacity 
to assume various social roles. An exemplary legal dispute in this 
respect is the so- called Popelin Affair of 1888. In that year Marie 
Popelin claimed the right to practise as a lawyer in court. Having 
obtained a doctoral degree in law she was refused to take the oath 
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as an attorney. She decided to challenge this decision legally. In its 
refusal of Popelin’s request, the court of appeal used a language that 
was interspersed with sexualised visions of women. The battles and 
hard work of the bar were considered incompatible with women’s 
nature and their social mission in the household. Several historians 
have argued that this decision was partly motivated by the then 
dominant association between masculinity and the public sphere. 
To open up the public profession of a lawyer to women was incon-
ceivable. The medical profession by contrast could be linked with 
‘feminine qualities’ of care and with advantages for the modesty of 
female patients.84 Notwithstanding this difference, at the time of 
the Popelin Affair the legal position of women physicians was still 
uncertain and a matter of dispute in medical and political circles.

The Popelin Affair was the starting point for feminists to organise 
themselves politically in order to press for legal reforms. Starting 
from 1892 with the Belgian League for the Rights of Women (Ligue 
Belge du Droit des Femmes), this and other politically ‘neutral’ asso-
ciations were founded, alongside socialist and Catholic women’s 
organisations. Neo- Malthusianism was marginal within first- wave 
feminism in and beyond Belgium. The socialist feminist Emilie 
Claeys was one of the only Belgian pioneers who defended the 
use of contraceptives in the early 1890s. She associated voluntary 
motherhood with women’s emancipation. In the socialist journal De 
Vrouw she published under a pseudonym, whereas the same journal 
featured some publications on family planning by the Dutch female 
doctor Aletta Jacobs. These feminist ideas on reproductive self- 
determination were very contentious, as they radically separated 
sexuality from reproduction. Many Western European feminists 
chose to remain silent on the matter and focused instead on themes 
such as equal political rights, women’s education and work.85

That does not mean that contraception and abortion were 
non- existent at that time. Contraceptive methods such as coitus 
interruptus, sexual abstinence and –  since the 1860s –  condoms 
were often used. Abortion, however, remained the most accessible 
method of birth control. Social and liberal newspapers featured 
weekly advertisements for self- made abortionists and abortive 
products. At first, many practitioners were unqualified midwives. 
At the end of the century, abortion also became the working 
terrain of doctors. To compete with these physicians, unqualified 
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midwives started to present themselves as experts by adding medic-
ally related titles to their names such as ‘former intern of hospitals’. 
Abortionists were rarely convicted for their practices. Despite the 
penal law of 1867 that criminalised abortion, illegal abortionists 
were not actively pursued.86 Convictions were also rare in coun-
tries such as Britain where criminal law on abortion was among the 
severest in Europe.87

Until the interwar period, Belgian feminists wrote little on the 
subject of birth control. In their pleas in favour of women’s rights, 
they often reappropriated traditional and biologically based images 
of gendered differences. For instance, Isabelle Gatti de Gamond, 
one of the leading Belgian feminists, provided argumentation in 
favour of specific public roles –  teaching, nursing and curing –  that 
were harmonious with women’s ‘natural’ domestic capacities.88 In 
line with the political and moral discourse of the time, the afore-
mentioned working- class feminist Claeys promoted birth control by 
pointing at the well- being of the children and the benefits for a har-
monious relationship between wife and husband. Nevertheless, her 
plea for birth control in the socialist journal De Vrouw was so con-
troversial in the 1890s that she risked a legal sentence. After having 
been accused of maintaining an extramarital relationship, her mar-
ginalisation within the socialist and feminist movement came as no 
surprise.89 Although more research needs to be done on the topic, 
it seems that the first generations of female doctors –  including 
those united in the Belgian Federation of University Women –  did 
not publicly engage in favour of women’s reproductive rights. The 
achievement of professional recognition in the male- dominated 
medical field was probably felt as a more pressing issue.

During the interwar years, it was lone voices who discussed 
women’s reproductive and sexual rights. Referring to contemporary 
and older sexologists such as Mary Stopes and Henry Havelock Ellis, 
a handful of self- made sexologists, among whom Marc Lanval and 
Geert Grub, pleaded for the legalisation of abortion and the female 
right to sexual pleasure. They advocated female sexual liberation 
by opposing a bourgeois anti- physical masculinity. According to 
them, the sexual taboo had caused men to hide their sexuality in the 
nineteenth century. By contrast, the ‘new man’ was responsible for 
the sexual satisfaction of his wife. For women this implied that they 
had equal rights to sexual pleasure. At the same time, however, the 
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discourse of Lanval and Grub was marked by nineteenth- century 
biological and social hierarchies between men and women.90

Nevertheless, the ideas of the sexologists on abortion and sexu-
ality were very controversial in the 1920s and 1930s. Fear of popu-
lation decline led the post- war Belgian governments to pursue 
pro- natalist policies. In 1923, a law banned the selling, disseminating 
and advertising of contraceptives and abortion. Maternity- oriented 
policies connected with the long- standing efforts of the Catholic 
Church and Catholic doctors to counter the use of contraceptives. 
For instance, in 1931, the Society of Saint- Luc, an association of 
Catholic doctors, organised a conference where Catholic doctors 
along with jurists, philosophers and religious leaders discussed the 
causes and solutions of the falling birth rate. At the conference, 
doctors underlined women’s role in procreation by pointing at the 
manifold harmful effects of birth planning. The Leuven physician 
Schockaert argued that birth control made women sick, which even-
tually prevented their sexual organs from functioning normally.91

Women’s movements between 1918 and 1960 were partly 
encapsulated within maternity- oriented discourses. Especially 
Catholic feminists but also feminists within socialist women’s 
organisations advocated socio- economic measures that complied 
with women’s role as housewives.92 From the 1930s onwards, 
some socialist women such as Vogelina Dille- Lobe and Isabelle 
Blum took up the theme of ‘conscious maternity’ and tentatively 
argued in favour of birth planning. Twenty years later, Dille- Lobe 
developed into a more ardent advocate of the liberalisation of 
contraceptives. Gradually, feminist publications placed women’s 
reproductive rights at the heart of the issue of birth control.93 
Socialist women and especially the Socialist’s Women Federation 
(SVV) would also play an important role in sex education. In the 
1960s the Belgian Society for Sex Education (Belgische Vereniging 
voor Seksuele Vorming) (BSSE, 1955) and its French- speaking 
counterpart La Famille Heureuse (1962) founded consultation bur-
eaus in diverse Belgian cities that provided information on birth 
control and distributed contraceptives.94

Yet, in the 1950s and 1960s the influence of the Catholic Church 
on sexual morality remained extensive (see Chapter 2, pp. 84–5). 
The most read literature on sex education was Catholic and pro-
gressive voices remained exceptional, as the limited numbers of 
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members of the BSSE show.95 According to Catholic doctrine, 
calendar- based methods (which had been improved in the 1930s) 
were the only accepted form of contraception. Not surprisingly, the 
contraceptive pill had little success when it was introduced to the 
Belgian market in 1961. In the beginning, mainly doctors linked to 
the BSSE and La Famille Heureuse prescribed the pill.96 Yet, recent 
research on the Leuven hospitals shows that the contraceptive pill 
also became an accepted reality among Catholic doctors. In the 
Leuven hospitals gynaecologists were quite open to women’s concern 
of unwanted pregnancies.97 Moreover, the devout Catholic gynae-
cologist Ferdinand Peeters made an important contribution to the 
development of Anovlar –  the successful pill produced by the com-
pany Schering AG –  out of concern for health problems in women 
and social strains related to family growth.98 These shifts have to be 
understood in relation to more lenient Catholic positions regarding 
contraception during the papacy of the progressive pope John XXIII 
(1958– 63) and the second Vatican Council (1962– 65). In that cli-
mate of openness, progressive efforts, such as the medically informed 
sexology under impulse of the Belgian archbishop Leo Jozef Suenens, 
were welcomed. Suenens pleaded in favour of a revision of the Catholic 
doctrine regarding birth control. Pope Paul VI, however, made an end 
to hopes of reform with Humanae Vitae (1968) which reaffirmed the 
earlier ban on contraception of Casti Connubii (1930).99

In the 1970s the theme of abortion was taken up by a coali-
tion of new mediagenic feminist movements such as Dolle Mina 
and Marie Mineur, older movements of socialist women and free- 
thinking doctors linked to centres of family planning. Their pleas 
for the legalisation of abortion resulted in a first bill for law reform 
in 1971, which went largely unnoticed in parliament. The arrest 
of ‘abortion doctor’ Willy Peers in 1973 served as a catalyst for 
mobilising both supporters and opponents of abortion (Figure 1.3). 
Women indeed looked for ‘underground’ solutions, such as a secret 
abortion by doctors like Peers in Belgium or ‘abortion tourism’ in 
Great Britain and later also the Netherlands.100 Abortion practices 
at the academic hospital of Brussels are well documented. At the 
Catholic academic Leuven hospitals, doctors also performed 
abortions, for example in the case of severe genetic defects. An 
institutional policy of secrecy, however, made sure that no publicity 
was given to such practices.101
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In the first parliamentary discussions on abortion in 1971 and 
1973, the traditional parties were completely polarised on the 
issue. The socialist party was clearly in favour of the liberalisation 
of abortion, while the Catholic party took the opposite side. As a 
sort of compromise, in 1973 the government lifted the legal ban 
on selling and advertising contraceptives. In the following years, 
the political debate was repeatedly revitalised. Continuing protest 
of pressure groups, qualitative improvements to the practice of 
abortion and the rise of actual abortions reinforced the position 
of proponents of abortion. In the 1980s times had clearly changed. 
Abortion was more openly discussed in newspapers, on the radio 
and on television. In medicine there was increasing attention for 

Figure 1.3 Poster in favour of the legalisation of abortion, 1979.
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the patient’s right to make informed decisions, an argument that 
was also present in the political debate on abortion. In politics 
the advocates of abortion grew in numbers, while the Catholic 
party became ever more isolated. In 1990 abortion was partially 
depenalised (until twelve weeks of pregnancy), a measure that was 
taken quite late compared with several other European countries. 
In 2018 a further step was undertaken to decriminalise abortion. 
Previously considered as a criminal offence outside of the legal 
restrictions of 1990, the clauses on abortion were taken out of the 
penal code and converted into a specific law on abortion. Up till 
now the legalisation of abortion remains contested by ‘pro- life’ 
groups.102

Conclusions

In the last decades a shift in gender identities has occurred. The 
increasing visibility and achievements of transgender activism 
and the important role of medicine in answering health concerns 
of transsexual, transgender and gender non- conforming people 
invite us to think beyond the persistent gender binary. The histor-
ical analysis presented in this chapter shows that notions of femin-
inity and masculinity have in fact never been stable categories. On 
the intersection of medicine and gender, medical practitioners and 
feminists have renegotiated gender hierarchies, while medicine as a 
body of expert knowledge has often participated in the historical 
construction of gender difference. And it continues to do so, for 
instance by developing medical aesthetic treatments that reinforce 
the normativity of Western feminine beauty ideals.

Within Belgian historiography, the field of gender and medi-
cine awaits further research. In traditional sources such as meeting 
reports of parliament or medical societies the voice of women is 
mostly absent. Historians’ dependence on these sources has for a 
long time hindered more complex stories of interaction and com-
petition between male and female medical practitioners. In the 
domain of childbirth, recent research has for instance shown that 
largely unexplored sources such as witness statements can lead to 
cases where physicians and (illegal) birth attendants collaborated 
during deliveries. Together with the few available testimonies on 
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professional experiences, these sources provide us with tools to 
look at actual practices and bypass top- down narratives of medical-
isation and professionalisation. In the same vein, legal sources can 
illuminate the role of medical knowledge by laywomen. In cases of 
rape and sexual assault of minors, for instance, recent research has 
shown that the physical examination by mothers of their children’s 
body was considered as reliable evidence by coroners.103

The history of sexuality might also be a promising avenue to 
broaden such histories of medicine and gender by adding a health 
perspective. Patient registers, in which physicians took regular 
notes on the health of patients with mental or other problems, can 
for instance inform historical knowledge about medical ideas on a 
healthy sex life. Although patient registers first and foremost reflect 
the doctor’s voice, they also reveal much about patients’ sexual 
experiences and expectations. The promising results of histories 
from below, however, do not alter the fact that female voices remain 
difficult to trace for the nineteenth and the early twentieth century. 
When it comes to medically informed ideas about gender, feminists 
and historians have started to uncover the constructions of gender 
difference in relation to other social hierarchies such as class and 
ethnicity. In Belgium, as elsewhere, medicine played an important 
role in the production of gendered diseases and in the promotion of 
‘natural’ social roles of women of different classes and ethnicities. 
In particular, the role of ethnicity in the gendered history of medi-
cine awaits research, not only in relation to Belgium’s colonial past, 
but also with regard to the more recent multi- ethnic composition 
of the population.
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Medicine and religion

Joris Vandendriessche and Tine Van Osselaer

On 1 October 1928, a community of women religious arrived in 
Leuven to run the newly built Institute of Cancer, the first of a series 
of institutes that made up the St Raphael Hospital of the Catholic 
University of Leuven. Like all monastic communities of the Sisters 
of Charity of Jesus and Mary, it kept a memorial book to chron-
icle exceptional events: the consecration of a baptismal font in the 
maternity ward, the thousandth patient of the Institute of Cancer, 
the visits from royalty and bishops to inaugurate new hospital 
buildings, the anniversaries of sisters’ vows, etc. The book evokes 
a community drawing strength from faith to offer medical care as 
a form of missionary work. ‘The shrine [in the chapel]’, Mother 
Superior wrote in 1934, ‘infuses life and generates energy for divine 
Charity to rule and spread’. The book is a telling record of the inter-
woven histories of Belgian medicine and Catholicism. Entries from 
the 1930s adopt a militant and expansionist rhetoric at a time of 
Catholic Action, the movement to re- Christianise society in the face 
of secularisation: ‘Charity is victorious and St Raphael dreams of 
an ever- growing place under the blue sky.’ Later entries point to 
public practices of devotion in healthcare. In 1955, a statue of Mary 
with child was placed on the monastery’s facade, ‘which one can see 
from a long way and seems to reassure the ill who are on their way 
to the clinic.’ In 1958, a procession of doctors, patients, nurses and 
sisters –  together more than 450 people –  made its way across the 
hospital buildings and inner courts, praying and carrying candles to 
celebrate the beginning of May, the month of Mary.1

The women religious’ memorial book hints at the importance of 
religious beliefs and practices in Belgian medicine and healthcare.2 
Such importance should hardly come as a surprise: up until the 
1960s, when the speed of secularisation increased, Belgium was a 
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profoundly Catholic country. For most Belgians, the experience of 
illness and medical care was closely connected to their (Catholic) 
faith. For many doctors and caregivers as well, religion occupied 
an important position in the way they conducted their professional 
lives. Recent historical analyses have gradually come to acknow-
ledge this relation between medicine and religion. These histories 
follow an international trend in moving from a representation of 
both domains as ‘opposites’ to narratives of interaction and collab-
oration. In that sense, they break with older representations of the 
physician as a modern substitute for the priest, or of the lay nurse 
as a replacement for sisters and friars –  representations that imply 
an understanding of medicalisation and secularisation as mutually 
reinforcing processes.3 Historians have also started to paint a broad 
picture of the place of ideology in medicine that goes beyond the 
political conflicts between liberals, socialists and Catholics over 
the provision of medical care.4 Within an older historiography, 
attention to the imagery that was used in political strife (i.e. of the 
rise of modern medicine going hand in hand with the secularisation 
of medical institutions, e.g. of lay nurses replacing nuns), had pre-
cisely underpinned an oppositional reading of the relation between 
medicine and religion.

Recent historical scholarship has started exploring the variety of 
interactions between the medical and religious fields. These could 
lead to conflict, but also to productive exchange.5 Entries from the 
memorial book of the Sisters of Love reveal women religious’ pride 
in working within ‘modern’ equipment and in ‘up- to- date’ hospitals. 
In 1932, the order took over the St Elizabeth School for Nursing, 
founded in 1922 in Leuven. In 1939, it opened a college for ‘nursing 
instructors’. Both were spaces where a Christian tradition of care, 
morality and responsibility was integrated into the professional 
training of (lay) nurses. While the order faced the effects of secu-
larisation, with diminishing callings and with the resulting decision 
in 1966 to leave the Leuven hospitals, the development of Catholic 
nursing education gained traction. At the college’s twenty- fifth 
anniversary in 1964, ‘the formation of a Christian senior staff of 
nursing, who devote themselves to mankind and the Holy Church’ 
was seen as its major achievement. A narrative of lay nurses merely 
replacing women religious as care providers does not fully do justice 
to this trajectory. As Barbra Mann Wall has shown for American 
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religious congregations, women religious acted as ‘entrepreneurs’ 
over the past two centuries in developing modern healthcare.6

In taking stock of this historiography, this chapter attempts a 
varied overview of the historical relation between medicine and reli-
gion in Belgium. To an extent, this is an exercise in balancing out a 
too strong political reading of the history of healthcare, which has 
focused on strive or compromise between oppositional forces, with 
more attention to ‘productive’ intellectual encounters. To develop 
the latter perspective, the chapter draws on recent scholarship from 
the history of science and medicine, sexuality and religion that has 
turned to venues of debate and identity formation such as scientific 
academies (e.g. the Belgian Academy of Medicine) and professional 
societies (e.g. the Belgian Society of Saint- Luc, a society of Catholic 
doctors). In these spaces, the encounter between medicine and reli-
gion took on a less polemical style and inspired new approaches on 
both sides. Only limited attention within Belgian historiography 
has gone to studying archival (patient) records, looking for the 
space of rituals or devotion in medical practice (see Chapter 7,  
pp. 261–3). As such, the chapter brings a particular set of Catholic 
historical actors into the limelight: Catholic doctors, missionaries, 
women religious, theologians, etc. Their integration into med-
ical history, however, does not mean that moments of conflict are 
left out. It is key to acknowledge that ideological tensions had a 
clear impact on the Belgian medical field, shaping its institutional 
outlook since the second half of the nineteenth century and still 
resurfacing in debates on medical ethics in the late twentieth and 
twenty- first centuries.

The chapter distinguishes three levels of interaction between the 
medical and religious spheres, each treated in a separate section. First, 
we sketch the evolution of Catholic organisations and institutions 
in Belgian healthcare, most notably the changing role of religious 
orders, which in Belgium have held a firm grip on the medical field. 
We describe evolving Catholic views on ‘care’ along with political 
conflicts over an expanding welfare state and changing views on the 
growing role of lay medical personnel. Second, we turn to religious 
practices, rituals and exceptional phenomena such as miracles, and 
the medical debates these inspired. From a medical perspective, and 
in some cases depending on one’s personal religious convictions, 
religion could be a source of health (e.g. ‘moral therapy’ to treat 
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mental illness) or disease (e.g. ‘Christomanie’, a nervous disease said 
to result from excessive religious behavior). Third, we discuss how 
Catholic doctors and caregivers gave their religious views a place 
in their professional work and identities. Here we turn to medical 
ethics and professional codes of conduct, and the ways in which 
these have been inspired by Catholic thinking. We pay particular 
attention to questions related to reproductive medicine and the end 
of life. The presence of the Catholic University of Leuven, the largest 
Catholic university in the world, ensured that these debates were 
followed closely far beyond Belgium, most notably in the Vatican.

Traditions of Caritas

Caritas, the care for the sick and the poor, has been central to Catholic 
teachings for centuries and has stimulated Catholic involvement in 
this field.7 Since the Ancien Régime (and even long before that) 
religious orders have been actively engaged in social and healthcare 
provision in the Southern Netherlands.8 The French regime incited 
a structural change as public health became the responsibility of 
the public authorities (localities and departments). As a result, 
many of the independent institutions became public institutions, 
ruled by a municipal commission (see Chapter 6, pp. 208–9). In a 
second phase, the religious orders that had hitherto been involved 
in caretaking (like the hospital sisters) were expelled and replaced 
by lay personnel.9 There was, however, never a complete expulsion 
as the hospital sisters could count on the sympathy of the popula-
tion and their replacements soon proved costly and inexperienced.10 
Older orders like the hospital sisters resumed their activities after 
their initial (yet only partial) suppression under French rule. Most 
of them were active again by 1810. In nineteenth- century Belgium, 
as in France, most public medical institutions were thus run by reli-
gious congregations at the request of the authorities.11 Many of 
these were new congregations: the Sisters of Charity of Jesus and 
Mary were founded in 1803; the Hospital Brothers of St Vincent in 
1807, who were later called the Brothers of Charity; and the Sisters 
of St Vincent de Paul in 1818.12 In 1846, approximately 5,298 of 
the 11,968 religious orders (45 per cent) were involved in the pro-
vision of medical care.13
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The growth of these new religious orders occurred against the 
background of a young nation state with a profoundly liberal con-
stitution. These liberal freedoms allowed congregations to expand 
without being opposed by the state, laying the basis of the Catholic 
dominance in the provision of medical care. In the field of psych-
iatry, the activities of the mentioned Sisters and Brothers of Charity, 
founded by Canon Petrus- Joseph Triest, form a telling example. 
Both orders started their work in Ghent, taking care of the city’s 
mentally ill, but soon developed activities across the country and 
abroad. The Sisters of Charity were asked to run an asylum in 
Tournai in 1818 as well as the state- owned psychiatric institution 
of Mons in 1866. They also founded private institutions in Sint- 
Truiden in 1838, in Melle in 1911, in Beau- Vallon in 1914 and in 
Lovenjoel in 1926.14 The Brothers of Charity followed a similar 
trajectory. By 1924, they ran ten institutions in Belgium and were 
responsible for the medical care of nearly five thousand patients.15 
The governance of such networks of hospitals required consid-
erable financial and administrative expertise. Religious orders 
developed an almost ‘entrepreneurial’ spirit.16 Both orders merged 
the ideal of caritas with the values of social engagement and of 
leading a moral life that were central to a developing civil society. 
Caritas, embodied by the zealous work of the religious, became in 
this way a means by which the Catholic Church expanded its influ-
ence on Belgian society.17

The strong rise of female religious orders in the nineteenth cen-
tury, the ‘century of the nun’,18 has been well documented. Already 
in 1976, André Tihon made an in- depth study of the Belgian ‘fem-
inisation’ of the religious profession. He concluded that the lar-
gest number of these religious women were working in the field 
of education, but the orders involved in hospitals came in second 
place (Figure 2.1). Tihon’s extensive study includes convincing 
statistics: in 1846 these nuns formed 28.19 per cent of the female 
religious; in 1900 this dropped to 18.30 per cent, in 1947 their 
number rose again to 20.46 per cent of the total of female reli-
gious. Still, even though their relative importance diminished, their 
numbers rose in those years: in 1846 they counted 2,359 members, 
in 1900 there were 5,738 and in 1947 10,155.19 In comparison 
with lay staff of the hospitals, in 1910, 1,644 laywomen were active 
as caretakers, nurses and helpers in all medical establishments, 
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hospices and poor relief services. Apart from these institutions, 
3,328 women worked as birth helpers, masseuses, pedicurists and 
carers. In total their number rose to 4,972, whereas there were 
8,121 members of female orders that were exclusively focused on 
hospitals.20 Just like in other European countries such as Germany 
and France, ecclesiastical caritas carried a ‘female face’.21 
A similar trend might be detected in the lay charity movements 
that developed in the second half of the nineteenth century. These 
were a means for Catholic men and women from the bourgeoisie 
and upper classes, conducting home visits, to alleviate the needs 
of the poor and by doing so diminish social tensions.22 Nursing 
and caring seem to have been central to women’s movements. 

Figure 2.1 A woman religious operating sterilisation equipment in 
the Leuven academic hospitals, n.d. (mid twentieth century).
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Described as a continuation of their ‘feminine’ task of caring for 
others (see Chapter 1, pp. 34–5), an extension of their motherly 
duties, these movements provided women with a space of action 
beyond their homes. Tellingly, of the 144 charity works that were 
initiated by dames d’œuvres (charitable ladies from the aristocracy 
and  bourgeoisie), 111 focused on healthcare at home, one took 
care of pilgrims, 23 worked in the colonies of sick children and 9 
were part of Work of the Calvary (who helped cancer patients in 
the homes that they had created).23

While the competence of these voluntary laywomen as care 
providers was rarely questioned, the capabilities of women reli-
gious as nurses were subject to considerable debate, certainly from 
the late nineteenth century onwards. Such debates paralleled the 
introduction of new technologies into the hospital (e.g. for radio-
therapy) and, more generally, the rise of the ‘general hospital’ as 
a space for medical treatment (in particular surgery) rather than 
of social care. The medical training of women religious is one of 
those topics for which ideological conflict has formed the dominant 
framework in historiography. Even if not to the same degree as in 
France, where the image of the unqualified nun featured promin-
ently in the politicised debates over healthcare in the late nineteenth 
century,24 Belgian politicians and physicians –  mostly liberals –  did 
criticise the competence of the religious as care providers. The 
most telling example is perhaps the attacks by the socialist doctor- 
politician Modeste Terwagne, which earned him the nickname of 
nonnenvreter (‘nun- eater’).25 It is also clear that the setting up of 
training programmes for (lay) nurses started in the liberal settings 
of Liège and Brussels in the 1880s. The first Catholic initiatives for 
the schooling of nurses date from the early twentieth century; these 
included the St Camille School in Brussels in 1907 and the afore-
mentioned St Elizabeth Institute in Leuven in 1922.26 But within 
congregations as well, formal training courses were organised for 
new brothers and sisters in addition to the informal ways in which 
hands- on knowledge was passed on. Luc De Munck’s ongoing 
research engages with these Catholic educational initiatives to 
improve patient care. The many journals that were developed to 
this end since the early twentieth century, such as Catholic Nursing 
(De katholieke ziekenverpleging), Caritas and Caring for the Ill 
(Ziekenverpleging), offer a wealth of source materials.
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After the First World War, the Catholic Church strongly emp-
hasised the religious nature of healthcare institutions operated by 
religious orders. At a moment when coalition governments with 
socialists and liberals replaced the hegemony of the Catholic party, 
which had held the majority in the Belgian parliament between 
1884 and 1914, the dominance of religious orders in the provi-
sion of medical care seemed threatened. New medical institutions 
of a different nature appeared, such as socialist outpatients’ clinics 
and the institutes of the ideologically neutral Red Cross. As the 
Catholic world felt forced on to the defensive, stronger organisa-
tional structures were developed. In 1922, the Belgian Society of 
Saint- Luc, a professional organisation for Catholic physicians, 
was founded. In 1932, the Catholic Service for Hygiene and Aid, 
soon renamed Caritas Catholica following international trends, 
was established to group all Catholic initiatives in healthcare. In 
1938, the League of Health Care Institutions was created as a 
subdivision of Caritas Catholica to assist Christian hospitals and 
defend their interests.27 The organisation seems comparable to the 
Catholic Hospital Association, established in 1915 in the United 
States to help institutions keep up with the pace of hospital mod-
ernisation and nursing education.28 At a time when state initiatives 
were regarded as too ‘materialist’, these professional organisations 
took up the challenge of reconciling medical care in a Christian 
tradition with developments in modern medicine, without losing 
sight of its moral grounding. This increasing emphasis on Catholic 
identity in healthcare initiatives can be illustrated via the histories 
of seaside vacation colonies for children. Every ideological pillar 
had its own homes, but the Catholic initiatives developed slightly 
more slowly (even though the Sisters of Charity of Jesus and Mary 
had been involved in the first seaside hospital in Wenduine that was 
created in 1881). Catholic involvement increased especially since 
the last year of the First World War with creation of ‘Mont Thabor’ 
(Berg Thabor) that helped children who were suffering from con-
sumption. It had homes in Koksijde, Ostend and Middelkerke 
and employed religious women (Sisters of St Vincent de Paul and 
Dominican Sisters) alongside Catholic physicians.29

As for the Catholic involvement in healthcare in the colonies, 
that took a slow start too (see Chapter 3, pp. 113–6). Initially King 
Leopold II had little success in persuading Belgian Catholic orders to 
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found missions in the Congo. They only started to arrive in the last 
decade of the nineteenth century (Scheutists in 1887 and Jesuits in 
1893, other orders followed). From the 1920s onwards the numbers 
of religious and missionaries involved in Congo was on the rise. In 
1908 there were still very few: ‘only’ 233 priest- missionaries and 102 
religious, while between 1920 and the 1940s the numbers quadrupled 
from 895 in 1924 to 4,607 in 1959. This coincided with the feminisa-
tion of missionaries. In 1908, nuns made up one- third of the total of 
the missionary staff (102), in 1959 they were more or less half of the 
staff (2,130 out of 4,607).30 So while the men saw the numbers rise 
primarily between 1908 and 1924, the women peaked a little later 
(278 per cent growth between 1924 and 1935).31 Besides this femin-
isation of colonial healthcare, and similar to evolutions in the home 
country, a professionalisation took place. By the 1920s, nurses were 
required to follow a brief course at the School of Tropical Medicine 
(École de Médecine Tropicale) in Brussels. As in Belgium, the trend 
of replacing nuns with accredited nurses can be traced to the interwar 
period in the state hospitals in the colonies. There were, however, as 
Sokhieng Au has pointed out, exceptions: nuns remained active in 
certain types of palliative care (especially for leprosy) because of its 
close links to Christian theology and missionary work.32

After the Second World War, the challenge for religious orders to 
maintain their role in healthcare became ever more difficult, both 
in Belgium and the colonies. As the pace of secularisation increased 
since the 1960s, the number of (missionary) vocations declined 
and religious practice in Belgium diminished. In 1981, 72 per cent 
of Belgians declared themselves Catholics (a number that soon 
diminished: 65 per cent in 1990, 57 per cent in 1999 and 50 per 
cent in 2009). However, such a declaration of ‘belonging’ sometimes 
merely referred to the fact that they were baptised. At the same time, 
the development of the welfare state put pressure on the Christian 
ideal of caritas. With the introduction of mandatory health insur-
ance in 1944, and the subsidising of new hospitals (public ones from 
1949, and since 1953 also private –  mostly Catholic –  institutions), 
medical care was turned from a form of charity into a social right.33 
This policy of state support resulted in a rapid expansion of the 
number of hospital beds in Belgium, which reached a peak in the early 
1980s. With such a rise in scale, in a society that was secularising at 
a rapid pace, the question of how to preserve the Christian identity 
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of Catholic hospitals arose. As the community of women and men 
religious was aging and the participation of lay personnel grew –  
certainly after the Second Vatican Council, during which a more 
important role for laity in the church was discussed –  the Christian 
nature of these institutions had to be rethought. Archbishop Leo 
Suenens and the League of Health Care Institutions took initiatives 
for the development of pastoral work in hospitals and for the cre-
ation of a ‘humane approach’ to healthcare.34 During a conference 
organised by the League in 1972, the latter approach was regarded 
a counterweight to the growing technicality and bureaucratisation 
of healthcare. Four years later, a report on the role of religious per-
sonnel stated that their presence should act as ‘yeast in the dough’, 
reminding their colleagues of the Christian inspiration that lay at the 
basis of their medical work.35 In 1976, when Suenens was succeeded 
by Godfried Danneels as archbishop of Mechelen, a letter by Jos 
De Saeger, president of Caritas Catholica at that time, captured the 
reform of Christian healthcare well:

[Our hospitals] have made such efforts to humanize, for a humane 
welcoming, for the care of the dying … the training of our staff, 
the renewal of our pastoral work … ; in order for this last work 
not to form a separate ‘service’, left to the priest alone, but would 
integrate all those aspects in this so humane approach to man, as 
being ONE, in relation to what is beyond description … to avoid 
all misunderstanding: I do not intend all of this as the obtrusiveness 
of the missionary work of half a century ago. We should make no 
pretensions to replace [God’s] mercy, but we should be willing and 
prepared to assist when it calls upon us.36

In the last quarter of the twentieth century, a Christian tradition of 
medical care was thus recast in line with contemporary demands 
for the improvement of patient care. Religiously inspired caring, 
De Saeger believed, still had a role to play in easing the excesses 
of an all too radical medicalisation of society. As Liliane Voyé and 
Karel Dobbelaere have noted, in the last decades the importance of 
pastoral care has diminished. Yet, pastoral service is provided in all 
Catholic institutions (with the exception of some smaller houses) 
even if the priests and religious have been replaced by laymen with 
pastoral training. In fact, in all Belgian hospitals the sick can call 
upon the services of representatives of different religions or the 
Union of the Associations of Freethinkers.37
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In spite of these evolutions, religious orders and the Christian 
Health Funds maintained their dominance: they still owned about 
50 per cent of the general hospitals and 80 per cent of the psychiatric 
institutions in 1980.38 Today, Catholic hospitals exist alongside the 
public system and other private initiatives. The League was split into 
two federations: the Fédération des Institutions Hospitalières (FIH, 
francophone) and the Verbond van Verzorgsinstellingen (VVI, Dutch-
speaking), called Zorgnet since 200939 –  both belong to Caritas 
Catholica. In 2007, 63 per cent of the beds of general hospitals in 
Flanders were in Catholic hospitals, in Wallonia the Catholic hospitals 
had 42 per cent of the beds. In psychiatric hospitals, they hold no less 
than 85 per cent of the beds in Flanders and 43 per cent in Wallonia. 
Caritas Catholica also comprises the federation ‘Welzijnsverbond’ 
that groups services that were initiated by the parents of the patients 
rather than religious orders and thus have a very pluralistic character 
(e.g. children with impairments or educational issues). The federation 
has its own ethical and pastoral service.40

Medical meanings of religious practice

A second level on which the fields of medicine and religion have 
interacted concerns therapeutic practices and the debates surrounding 
them. We focus more specifically on the use of religious rituals in 
relation to the (diseased) body. Rituals, religious phenomena and 
medical practices have historically been interconnected in different 
ways. Their use has inspired considerable debate in the Belgian 
medical community, triggering doctors to formulate an opinion and 
sometimes laying bare ideological divides between Catholic and 
liberal experts. In some cases, they have been considered sources 
of healing, and therefore as inspiring examples (e.g. in mental 
healthcare). In other cases, religious practice has been regarded as 
pathological of itself, that is causing or spreading illness rather than 
having a therapeutic effect.

The nineteenth- century belief in ‘moral therapy’ for psychiatric 
patients forms a telling example of the belief in the healing power of 
faith. This theory, attributed to the French physicians Philippe Pinel 
and Étienne Esquirol, was promoted in Belgium by the Ghent phys-
ician Joseph Guislain. It rested on a conception of mental illness 
as a lack of order, morality and self- discipline, which could be 
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corrected through psychological influencing and the enforcement 
of a strict daily regime, similar to the structured lifestyle of men and 
women religious.41 Guislain attributed many therapeutic benefits 
to religious influence. The stern appearance and solemn clothing 
of religious personnel, he argued, gave them an authority that was 
essential to the success of moral therapy. He also considered their 
soothing role as a form of treatment, an idea that matched well with 
a long- standing tradition of spiritual aid. By engaging in religious 
practices, patients could find a form of comfort, which could act 
therapeutically in particular when their mental illness was caused 
by feelings of sadness.42 Patients, for example, participated in 
reading sessions of devotional texts, a religious practice that again 
resembled monastic life. Up until the 1960s, religious rituals (such 
as attending mass) constituted an obvious component of living in an 
asylum. Many institutions possessed their own chapel or cemetery, 
or even –  as was the case at the asylum of Beau- Vallon –  a grotto for 
the devotion of Our Lady of Lourdes.43 At the Salve Mater Institute 
in Lovenjoel (1926), annual pilgrimages were organised at least up 
until the 1950s with different destinations according to patients’ 
social class and medical condition (e.g. to the sites of Banneux, 
Beauraing or Koekelberg).44

Figure 2.2 Postcard of Belgian pilgrims holding mass in a train.
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Yet, religious practices have also been contested for medical 
reasons and these contestations were sometimes inspired by ideo-
logical motives. During the nineteenth- century cholera epidemics, 
public health specialists considered attending mass or holding a reli-
gious procession to be dangerous to spread the epidemic. On their 
advice, local authorities prohibited these events. For the Catholic 
population, however, the performance of religion (e.g. calling to 
a saint for help by holding procession) was a way to cope with 
the disease and the fears it generated. Here a medical and religious 
way of understanding disease clashed.45 Similar tensions emerged 
surrounding the treatment of the deceased body. As the ‘culture 
wars’ between liberals and Catholics flared up in the late nineteenth 
century, funeral and burial rites became objects of intense conflict. 
The practice of cremation, which was promoted for being more sani-
tary, was opposed by Catholics who clung to the traditional burial 
out of respect for integrity of the body. Freethinkers embraced the 
civil burial –  a burial without the interference of priests on newly 
founded civil, non- Catholic cemeteries. While such debates were 
of a wider ideological nature, they also impacted the medical field. 
Tinne Claes’ and Jolien Gijbels’ research on the use of the bodies 
of the poor for medical research and anatomical dissection has 
revealed the waning influence of the Catholic Church in Belgian 
public hospitals in the late nineteenth century. The unsanitary and 
disrespectful way in which the bodies of paupers were disposed, 
whose families could not afford to pay for a funeral and claim 
these bodies, led to the creation of both anticlerical and Catholic 
burial societies who took over these costs. As a result, not only 
did the (already existing) body shortage for dissections increase in 
the Brussels hospitals, but funeral rooms were also constructed, in 
addition to the existing chapels in hospitals, as spaces where non- 
Catholic funeral rites could be held.46

The relationship between devotion and medical expertise also 
worked the other way around and medical experts were summoned 
to make some religious activities run more smoothly. Devotional 
practices like the yearly Lourdes pilgrimage involved sick and 
invalid faithful and often required medical support. The number 
of sick pilgrims participating in the Lourdes trip grew steadily: in 
1881, there were 60 of them; in 1895, 100 joined the pilgrimage 
(out of the more than 1,000 participants); and the following year 
they numbered 250 (out of 2,500 pilgrims).47 To provide the 
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pilgrimage participants with  the care they needed, the organisers 
called upon the help of Catholic doctors. In 1895, a movement 
for the healthcare workers and the stretcher- bearers developed, 
called the Hospital Service of Our Lady of the Cross. They tried 
to have the necessary medical equipment at their disposal and used 
hospital wagons for their trip to Lourdes. Tellingly, the wagons had 
a double purpose for the Pope had granted a special permission to 
say Mass in these wagons and the organisers used every oppor-
tunity to stop in small villages, open the doors and allow everyone 
to participate in the Eucharist (Figure 2.2). The Belgian national 
pilgrimage seems to have been a forerunner in this per spective: the 
article of the movement’s periodical introducing the wagon noted 
that if it was not needed by the Belgian pilgrims, the pilgrims from 
neighbouring countries could use it.48

The pilgrims of Lourdes also stimulated another type of medical 
involvement in the religious sphere. In particular, the ‘miraculous’ 
cures of sick pilgrims were carefully examined by a new office of 
the Catholic Church, the Bureau of Medical Verifications (1883). 
This ‘medicalisation of the miracle’, the call upon medical experts 
to examine exceptional cures,49 can be traced in the Belgian con-
text as well. The most well- known case is that of Pieter de Rudder 
whose injured leg healed suddenly at the replica Lourdes grotto of 
Oostakker in April 1875.50 His cure, an ‘organic’ case of healing 
(devoid of the slightest hint of hysteria or suggestion) was the object 
of at least four medical examinations (some conducted after his 
death from pneumonia in 1898).51 The church called for such thor-
ough examinations since it was well aware that a well- examined case 
would be more difficult for its enemies to reject.52 Not only world- 
famous Lourdes inspired medical interest; more local or national 
cases show a similar involvement. In Beauraing and Banneux, 
two Belgian apparition sites of the 1930s, miraculous cures were 
examined closely (and two of them were eventually used as proof 
for the official recognition of the Beauraing apparitions). However, 
medical experts were also present at these sites (and others) while 
the series of apparitions took place –  studying and testing the 
ecstasy of the visionaries. In Beauraing, horror stories about those 
examinations (admittedly involving knives and candles) resulted in 
the visionaries’ refusal to be tested again and the subsequent shift of 
focus of the medical experts from studying their bodies during the 
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apparitions to their questioning after each episode (adopting inter-
rogation techniques from criminal anthropology).53

Not all examinations reached the same conclusion however, and 
in Belgium, as in other countries, this difference in opinion was 
linked to anti- Catholic discourse. The most notorious case was that 
of the stigmatic from Bois- d’Haine, Louise Lateau. In the same year 
that she first displayed the (visible) wounds of Christ (1868) her 
bishop created a commission to examine her case and asked Dr 
Ferdinand Lefèbvre, professor of general pathology and therapeutics 
at the Catholic University of Leuven, to study her more closely. He 
concluded that no physical cause for her wounds could be detected 
and deemed a supernatural intervention at least possible.54 It is 
unnecessary to state that his conclusion earned him not much more 
than mockery from his anticlerical colleagues. Hubert Boëns, a 
physician from Charleroi, presented his evaluation of Louise’s case 
before the Royal Academy of Science in October 1874. He called her 
‘sick’ and suffering under ‘Christomanie’ or ‘stigmatic ecstasy’ that 
had affected her nervous system and blood.55 Still, Sofie Lachapelle 
notes, the Belgian setting of the discussion was quite different from 

Figure 2.3 Louise in ecstasy (photograph by Lorleberg, October 1877).
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that of polarised France where the ‘pathologisation’ of religious phe-
nomena like stigmata and ecstasy and the redefinition of hysteria 
were a powerful weapon in the anti- Catholic struggle.56 In Belgium, 
the ‘collaboration between scientific and religious authorities was 
perhaps more amicable … than elsewhere’. In France, Catholic uni-
versities were only allowed after 1875 ‘and never attained much 
recognition for their faculties of sciences’ whereas the Belgian uni-
versities of Leuven and Liège were ‘prestigious institutions’.57 On 
the evaluation of such ‘religious’ phenomena by medical experts 
and the tensions and collaborations between the two knowledge 
systems, much work remains to be done. Scholars might take their 
cue from, for example, the work that has been done on German and 
Austrian asylums and its focus on religious mania, melancholia and 
the differentiation between, in the words of Ann Goldberg, excessive 
and rationalist religion.58

It is important to note that the faithful kept track of medical 
evolutions such as the redefinition of ‘hysteria’ and these also 
permeated Catholic discourses and images. In Lateau’s case, for 
instance, the accusation of her being an ‘hysteric’ seems to have 
had an impact on her visual representation. Her supporters seem to 
have been well aware of her problematic reputation and the use of 
her case as exemplary for certain stages (e.g. ‘passion’, ‘crucifixion’) 
of hysteria. When it came to choosing photographs for her ‘promo-
tion’, they selected what they called a ‘saintly’ image of Lateau in 
her ‘natural state’, rather than one of her ecstasy (that they also had 
at their disposal) (Figure 2.3).59

Catholic medical expertise and ethics

A third level on which we may gain new insights about the historical 
relation between medicine and religion is the level of Catholic views 
about reproduction and sexuality. The Italian historian Emmanuel 
Betta situates the emergence of ‘Catholic biopolitics’ between the 
mid nineteenth century and 1930, when the encyclical letter Casti 
Connubii was published, in which the Vatican definitely dismissed 
all kinds of birth control practices. According to Betta, the Vatican 
outlined its views on the reproductive body in this period not only 
as a reaction to an expanding medical discourse on the reproductive 
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body in society, but also as an attempt to produce its own 
modern norms.60 While the construction of Catholic biopolitical 
thinking was clearly a transnational process, to which Belgian 
Catholic doctors contributed, on the Belgian level as well bodily 
norms were debated. These debates, moreover, shaped the ways 
in which Catholic caregivers acted as professionals. Deontology, 
professional codes of conduct and guidelines for ethical decision 
making on medical interventions (e.g. abortion) were essential for 
the way they identified individually and collectively as Catholic 
practitioners. These norms allowed them to determine whether 
or not they performed medicine in ways that conformed to their 
religious beliefs. Recent research –  discussed in this section –  has 
turned to the ways in which Catholic medical views were debated 
and spread, with a particular focus on venues of sociability where 
Catholic doctors met with like- minded or ideologically opposed 
colleagues, or with religious actors such as priests and theologians.

During the nineteenth century, the Royal Academy of Medicine 
of Belgium (1841) acted as an important intellectual meeting place 
for outspoken Catholic professors of the Catholic University of 
Leuven, and their liberal counterparts of the Free University of 
Brussels. Jolien Gijbels has shown how questions surrounding 
medical interventions during difficult childbirths and the desire to 
baptise unborn foetuses (to save their souls) led to the weighing of 
religious and medical arguments in the academy, dividing members 
along ideological lines. Such debates treated the desirability of 
in utero baptism (1845), of medical abortion (and embryotomy) 
before and during difficult deliveries to save the lives of mothers 
with a small pelvis (1852) and of priests performing post- mortem 
caesarean sections (after the assumed death of the mother) to bap-
tise foetuses (1845). Gijbels revealed a willingness to integrate reli-
gious concerns in medical debate, as long as such concerns were in 
line with physicians’ codes of conduct.61 Hence the widely spread 
custom of intrauterine baptisms in Belgium by means of a syringe 
filled with holy water –  a practice, however, that was never fully 
approved by theologians who were uncertain about whether or not 
the water effectively reached the foetus’s head. In general, academy 
members preferred to treat contentious matters as purely ‘scien-
tific questions’ –  a strategy that allowed them to avoid politicised 
debates and maintain professional unity. Only on rare occasions 
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did Catholic physicians explicitly defend their religious beliefs in 
opposition to their professional viewpoints. When the Catholic pro-
fessor of obstetrics Eugène Hubert stated in 1869 that priests had 
medical expertise (to   recognise signs of death) and saved lives in 
their attempts to baptise foetuses by performing post- mortem cae-
sarean sections, he took a rather exceptional position. His remark-
able claim may also be explained by the political circumstances the 
time. In the late 1860s, the ideological conflict between Catholic 
and liberals reached a peak in Belgium. It seems no coincidence 
that in those same years a topic such as the post- mortem caesarean 
section caused a heated public debate.62

In the first decades of the twentieth century, the falling birth rate 
proved an important context to understand a growing Catholic 
influence in Belgium’s biopolitical discourse.63 Unlike in France, as 
Wannes Dupont has shown, the response to these changing demo-
graphics in Belgium was pervaded by Catholic reasoning and moral 
arguments. As elsewhere in Europe, Belgian intellectuals connected 
the country’s declining natality to social problems and feared for a 
‘degeneration’ and loss of national vitality. Yet, they also tied it to 
the rise of ‘materialism’ in Belgian society and the need for moral 
regeneration.64 Such thinking played a crucial role in the develop-
ment of a stricter general Catholic policy towards birth control. 
Joseph- Désiré Mercier, a Leuven professor who became arch-
bishop of Mechelen and head of the Belgian church in 1906, took 
many initiatives in this regard, including a pastoral letter on the 
duties of conjugal life and stricter directions for priests on how to 
approach the matter of contraception during confession in 1909.65 
Mercier was also open to cooperation with Catholic physicians –  
gynaecologists in particular –  to develop this new Catholic stance 
towards reproduction. In 1910, he initiated a meeting of Belgian 
Catholic physicians that led to the creation of the National League 
Against Depopulation.66 Its president was the Leuven professor 
of obstetrics Rufin Schockaert (see Chapter 1, pp. 46–7). In his 
gynaecological clinic, Schockaert taught medical students about 
the social role of the gynaecologist. The latter had a moral role 
to play in fighting practices of birth control such as coitus inter-
ruptus, which Schockaert regarded as ‘unhealthy’ for women.67 
In the following decades, this reproductive message was spelled 
out for the Catholic laity in books like The Christian Marriage 
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(1918, by Canon Aloïs De Smet68) and mass gatherings like the 
Catholic congresses (the 1936 meeting featured a special section 
on the family).69

In addition to questions of sexual morality and birth control, 
the Catholic Action movement also exerted a strong influence on 
the Belgian medical profession. First coined by Pope Pius X, but 
narrowed down by his successor Pius XI in 1922 to a movement 
of Catholic laity designed to restore the Catholic grip on state and 
society, Catholic Action called upon Catholic physicians to take 
up a more visible social role. While new forms of Catholic medical 
sociability had emerged across Europe and the United States, for 
which the model of the first French Society of St Luc, St Cosmas 
and St Damian (1884) had acted as a source of inspiration, Reinout 
Vander Hulst and Joris Vandendriessche have shown how the 
Belgian Society of Saint- Luc (1922) was marked by a particular 
Catholic Action imprint. The society outlined a ‘medical apostolate’ 
for Catholic physicians in the form of a strict deontological code that 
was constructed at society meetings, at which Jesuit fathers acted as 
theological advisers, and that was spread through its journal Saint- 
Luc Médical.70 Maarten Langhendries and Kaat Wils identified a 
similar notion of a ‘lay apostolate’ in the self- representations of 
Belgian doctors who were recruited by the Medical Missionary Aid 
Society (1925) to work in the Belgian Congo. In the latter society as 
well, both doctors and clergy were involved. Yet, they also conclude 
that this apostolate was above all a propagated ideal that was diffi-
cult to put into practice in the colonial context itself.71

In the 1930s, these new spaces of sociability testified of intense 
interactions between clergy and doctors, both on the national and 
the international level. Mercier’s close colleague Arthur Vermeersch, 
for example, who became a professor at the Gregorian University 
in Rome, strongly influenced Pope Pius XI’s encyclical letter Casti 
Connubii of 1930.72 The Belgian bishops applauded the encyclical 
in a letter of 2 February 1931.73 That same year, they discussed 
the usefulness of a medical examination of fiancées before their 
marriage. The moral theologian Arthur Janssen suggested in 1932 
that the Catholic Action movement should propagate such pre-
marital examinations to minimise the tensions and frustrations 
in marriage and diminish the number of divorces.74 Both among 
clergy and doctors, there was less consensus about the desirability 
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of periodic abstinence. In Janssen’s opinion (and that of Pius XII), it 
was never acceptable when done out of selfish motives (e.g. material 
or physical concerns). However, it might be permitted when a 
couple already had some children and the physical and psycho-
logical strength of the mother (or both parents) were tested. Others, 
like Jean Dermine, the later chaplain (‘proost’) of the People’s 
Movement for Families (Mouvement Populaire des Familles), were 
less open- minded.75 In the Society of Saint- Luc as well, the question 
of whether physicians could recommend the method of periodic 
abstinence, and whether or not such information could be spread 
to the wider public was intensely debated.76

After the Second World War, the University of Leuven continued 
its role as a mediator between Catholic doctrine and new develop-
ments in the medical field. The 1950s formed a period of remark-
able openness in this regard. Archbishop Leo Suenens played an 
important role in the redefinition of Catholic views on sexuality 
as part of the shaping of an ‘intimate community of life and love’ 
in marriage.77 In 1958, at an international conference for Catholic 
physicians in Brussels, he pleaded for a closer collaboration between 
the medical world and the Catholic clergy –  a message he repeated 
at an International Colloquium for Sexuality in Leuven a year later. 
Suenens acted as one of the strongest advocates of a more lenient 
position of the Catholic Church at the Second Vatican Council, 
where a committee was set up on the matter in which many 
Belgians participated.78 In the same spirit of reform and collab-
oration, an Institute for Family and Sexuality Studies was opened 
at the University of Leuven in 1961. With the support of Suenens, 
the Institute was devoted to the scientific study of human sexu-
ality. It focused on the use of contraceptive pills, and later also on 
questions of infertility, sterilisation and divorce, and hence fit in 
with wider attempts among Belgian Catholics in the post- war years 
to overcome the strict clerical guidelines regarding birth control.79

When Paul VI succeeded John XXIII in 1963, however, the 
Vatican again took a hard line concerning sexuality and family 
planning. The encyclical letter Humanae Vitae of 1968 strongly 
condemned ‘artificial’ forms of birth control.80 The Belgian clergy 
were soon worried about those medical practices in Catholic 
hospitals that were at odds with the papal stance on the matter. In the 
Leuven academic hospitals, artificial insemination, sterilisation and 
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abortion were effectively practised in strictly defined circumstances. 
Abortion, for example, was conducted in case of severe genetic 
defects.81 In 1975, these medical practices were explained to the 
bishops on their request. To meet their objections, a Commission of 
Medical Ethics was established. The gynaecologist Marcel Renaer 
became its first president. Since the 1950s, Renaer had taught 
medical ethics to students and supported the use of contraceptive 
pills and the practice of sterilisation in certain cases, articulating 
the views of many Catholics who disagreed with the condemna-
tion of such practices in Humanae Vitae. Together with the new 
commission, a chair of medical ethics was installed.82 A need to 
rethink the relation between Catholic doctrine and medical practice 
thus led to a professionalisation of the field of medical ethics. In 
1986, the Centre for Bioethics was founded, which was modelled 
after similar centres in the United States. Paul Schotsmans became 
its first director. Like Renaer, he was influenced by the person-
alist theories of the Leuven professor, priest and theologian Louis 
Janssens.83

Since the 1980s, ethical debates have sprung up from the field 
of human genetics. Liesbet Nys and Tinne Claes have shown that the 
technique of in vitro fertilisation (IVF) caused tensions within the 
Catholic medical world and the Leuven Faculty of Medicine. The 
conservative Catholic leadership of the faculty preferred keeping 
the birth of Belgium’s first test- tube baby at the university hospital 
in 1983 quiet to avoid offending ecclesiastic authorities.84 In par-
ticular, the fact that ‘superfluous’ fertilised egg cells were created 
during IVF raised questions about the start of human life. Prenatal 
genetic tests, which had been conducted for some time at the Leuven 
Centre for Human Genetics, similarly evoked ethical objections by 
the Belgian clergy. The rising number of these tests (e.g. amnio-
centeses during follow- up consultations of pregnancies) in the 
1980s was feared to augment the number of abortions. After the 
 publication of the encyclical letter Donum Vitae in 1987, Catholic 
ethicists such as Guido Maertens invested energy in the creation 
of an ethical framework for genetic counselling. Donum Vitae had 
stipulated that prenatal diagnoses could only be conducted if they 
were oriented towards healing and with respect to the ‘integrity 
of the human foetus’. They were ‘in opposition to moral laws’ if 
they provoked abortions. In 1988, Roger Dillemans, rector of the 
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University of Leuven, and Maertens visited the Vatican as part 
of a delegation of Catholic universities to explain the  medical 
procedures in Catholic academic hospitals. No conviction by the 
church followed.85 Since 1994, every Belgian hospital is legally 
obliged to have an ethical commission; a national committee on 
bioethics was created in 1993 (as in other European countries). The 
committee has a double task: it advises on problems arising from 
biology and medicine and communicates these to the public and the 
authorities.86

In the last decades, debates on medical ethics have centred on 
questions of human suffering, particularly in regard to euthanasia. 
The death of the Flemish author Hugo Claus in 2008 from euthan-
asia brought the whole debate on the meaning of suffering in con-
temporary society to the fore again. Especially after Archbishop 
Danneels addressed the issue in his sermon on Holy Saturday:

To leave one’s life this way did not answer the problems of suffering 
and death. This way one only bypasses them. And to skirt around 
them is not an act of heroism and does not merit the front page 
of the newspapers … Our society apparently does not know how 
to handle death and suffering. According to its own words, many 
taboos have been set aside. However, doing so, society has created 
new taboos, including one according to which death has no meaning 
and all suffering is absurd.87

The meaning of suffering is essential for understanding the different 
positions taken in this debate. As Voyé and Dobbelaere described in 
their article about the Catholic responses to the euthanasia debate 
in Belgium, ‘suffering’ can mean two things. For some, ‘suffering 
is inhumane, useless, has no sense and it is immoral to let people 
suffer. For others, conversely, suffering may help to deepen the 
sense of one’s own life … suffering may also be of use to invite 
others to reflect on the sense of life.’88 It is important to pause a 
moment to reflect on the meaning and history of ‘suffering’ from a 
religious point of view. In the previous centuries, for the religious, 
who were involved in healthcare and for the wealthy Catholic 
laymen who supported them (financially), illness and suffering were 
a ‘gift’ from God. They were meaningful and functioned either as 
a punishment or as a means to put the afflicted on the right track 
again.89 This ‘productive’ view of pain (with its own salutary end) 
was criticised more and more in the nineteenth century as pain 
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came to be regarded as something that needed to be controlled, 
eased (e.g. by anaesthetics) and treated.90 Yet, one should be wary 
of presenting this story as a ‘secularisation’ of pain in the nineteenth 
century as this implies a rather oppositional view of the relation-
ship between medicine and religion. Whereas ‘philopassionism’ was 
indeed a Catholic tradition and there was a revitalisation of this 
medieval idealisation of Christ’s pain in the nineteenth century, this 
was certainly not the only Catholic view on pain of that time. As 
scholars as Richard Burton have emphasised, the idealised, volun-
tary, suffering was a minority calling and many Catholic women 
dedicated their lives to relieving suffering rather than seeking it 
out.91 There is still much work that needs to be done on the inter-
action and coexistence of the two perspectives in the nineteenth and 
twentieth century (for the Catholic view on the beneficial effects 
of suffering continued up until the Second Vatican Council).92 
Studying the interaction between the views described above will 
at least better our understanding of the day- to- day interaction 
of the religious orders and the medical professionals in the hos-
pital setting. In the euthanasia debate, for instance, religion was, 
according to Voyé and Dobbelaere, an important determinant for 
a negative attitude on the part of the nurses. The more religiously 
inspired they were  (especially Catholics), the more they opposed 
euthanasia.93

As Voyé and Dobbelaere have amply illustrated, Belgium was one 
of the first Western European countries ‘to introduce new legisla-
tion clashing head on with the prescriptions of the Catholic Church 
in these matters. In 1990, a law was passed de- penalising abortion, 
in 2002 a law authorising euthanasia and, in 2003, one legalising 
same- sex marriages.’94 It is primarily on these occasions, when 
 ethical questions arise, that we see the impact of Christian ideas 
on the debates (and voting behaviour of e.g. Christian Democrats). 
The aforementioned Law on Abortion stipulated that a pregnancy 
could henceforth be terminated within the first twelve weeks after 
conception. It was a piece of fairly liberal legislation, which  neither 
the Christian Democrats nor the Belgian King Baudouin, a devoted 
Christian, supported. The latter would not sign the law and 
declared himself ‘unfit to govern’ for a single night, during which 
the law was signed by all ministers –  a creative legislative solution.95 
As the country’s politicians, following public opinion, further 
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distanced themselves from a strict application of Catholic morality, 
the Catholic University of Leuven continued to struggle with the 
ethical implications of medical procedures. In forums such as the 
Platform for Christian Ethics (Overlegplatform Christelijke Ethiek) 
and in the organisation’s journal Ethical Perspectives (Ethische 
Perspectieven), the technique of pre- implantation genetic diagnosis 
(PGD), which allowed genetic testing of embryos prior to implant-
ation, was debated in the 1990s.96 Research on stem cells generated 
a similar debate in the 2000s. In 2006, Archbishop Danneels and 
the rectors of the universities of Leuven and Louvain- la- Neuve 
again travelled to the Vatican to explain (with little success) the 
medical procedures in their academic hospitals.

Conclusions

Through the lens of Catholic thinkers and men and women reli-
gious, the historical relation between medicine and religion becomes 
a story of interaction, adaptation and mutual influencing. That is 
not to say of course that there were no conflicts. Debates over eth-
ically contentious issues such as abortion, at least since the middle 
of the nineteenth century, were often fierce. But when we bypass 
the politicised representations of the downfall of religion in medical 
care in favour of scientific progress, we may better understand what 
was at stake in these intellectual debates and reveal more broadly 
how issues of sickness and health were tied to questions of iden-
tity and ideology. Here lies an agenda for future research, which 
may explore the history of the reception of medical technologies 
and techniques in the Catholic clerical and intellectual world, the 
everyday practices and rituals in Catholic hospitals and the often 
strikingly ‘modern’ responses of religious orders to the challenges 
of healthcare.

When it comes to the influence of religion on the medical field, 
the Belgian experience was quite particular. Religion was very much 
part of the ‘politics’ of Belgian medicine, meaning that shifts in the 
political power of the Catholic party shaped healthcare profoundly. 
The relative absence of the state in the organisation of healthcare 
in the nineteenth century, and the resulting dominance of religious 
orders, was a product of clerical– liberal compromises. The Catholic 
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profiling of the interwar years was a reaction to the limited power 
of Catholic politicians in those days. In general, however, it seems 
fair to say that the relative comfort of Catholic healthcare, given 
its overall strong political support, allowed the sector to adapt 
itself to modern medicine without continuously being on the defen-
sive. Future studies may find out whether or not this holds true for 
different aspects of the medical field. For a historiography seeking 
to balance collaborations and conflicts, the Belgian experience 
offers a fruitful test case.
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Medicine and colonialism

Sokhieng Au and Anne Cornet

[Ethnographic description of a Bakongo medical ceremony:] On the 
day appointed the Nganga Nkosi, together with a troop of attendants 
furnished with drums and other musical instruments, starts for the 
village of the diseased. At the entrance to the village they pause and 
begin playing their instruments. The inhabitants go out to meet them 
and present the Nganga with a cock, a bunch of bananas and a bas-
ketful of groundnuts … [various preparations are made at the house 
of the afflicted, at which point the Nganga chants]: O thou Nkosi 
who sheddest blood, Look upon this person. Thou hast laid hold 
of him, I have not seized him. But thou hast eaten thy snail long 
ago, Now vomit it forth. I shall rub thy vomitings upon his body, 
That he may become strong, that he may become vigorous. Do thou 
leave him –  Let him sleep peacefully, Let him awaken when the sun 
is at its greatest height! (E ngeye, nkosi mbungu zi menga tala yuna 
nleke nge kunsimbidi, mono k’insimbidi ko. Kimpaka- mpaka udia 
mwaka, gana ubioka, kiad ye kia! bioko iziola mu nitu, kakala 
nkonso, kakala ngolo, Ngege unyambula, kaleka bwo, kasikama 
ntangu nlungu.)1

This chapter reviews the history of medicine in what were the 
Belgian colony of Congo and the administered territories of 
Ruanda- Urundi (now Rwanda and Burundi). A problem that many 
of the chapters in this book tackle, if sometimes indirectly, is what 
medicine is and who defines it. This question, while already difficult 
in the context of heterogenous communities in Belgium, is often the 
central  problematic in studies of medicine in the colonies. The dis-
ciplinary lens of the scholar often delimits what medicine is. For 
example, ethnological recordings from the late nineteenth and early 
twentieth century on indigenous medicine and magic undertaken 
by men such as Reverends Joseph Van Wing and Karl Laman are 
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often the reserve of scholars focused on anthropological and pheno-
menological analyses of human experience. Clinical records, as well 
as administrative records, newspaper reports and official corres-
pondence are mined as more traditional historical data. Works of 
individuals such as John Janzen and Jan Vansina and, more recently 
Nancy Rose Hunt, have destabilised such divisions.2 Further new 
methodologies such as the histoire croisée approach also suggest 
ways to encompass both the historicity and the culturally embedded 
nature of the object under study, as well as the cultural biases of 
the researcher.3 Nonetheless, questions of interpretive frameworks, 
girded by often- unstated disagreements on what constitutes medi-
cine, still vex the history of medicine in the colony. This tension 
is heightened when scholars of colonial medicine are in dialogue 
with more Europe- focused scholars of medicine. As observed by 
Waltraud Ernst, the history of science and medicine in the colony 
requires different historiographical and conceptual vantage points 
than ‘Europe- based academics’ to capture the indigenous perspec-
tive in the colonial exchange.4 Further, because this collection is 
about Belgian medicine, we focus less here on indigenous medicine, 
particularly as we do not want to create facile comparisons between 
the changes in the medical domain occurring in Europe and those in 
the colony. In other words, to stay within the general theme of the 
collection (history of Belgian medicine), and to avoid reproducing 
Eurocentric assumptions about what counts as legitimate medicine 
to African populations, we limit our discussion to Western medicine, 
expanding beyond the political economical perspective to address 
some of the wider issues springing from such involvement, and leave 
the reader with further readings relating to issues of Congolese, 
Rwandan and Burundian medical practices. Some of these readings 
indicate how a shared history of a Belgian and African medicine in 
the colony has been written, but much more can still be done. This 
reflects in part  the relatively light scholarship in Belgian colonial 
 history in comparison to research in French and British Africa.

A history of medicine in the colony was, not too long ago, only 
the story of colonial medicine. But colonial medicine was and 
is often presumed to be many things: Western medicine, medi-
cine of the state, missionary medicine, tropical medicine, public 
health, notions of hygiene and various imported concepts of dis-
ease and health. It is sometimes narrowly defined as the medical 
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services administered by the colonial state, in this case Belgium. 
Under such a narrow definition, university research projects, 
missionary hospitals and private European medical care including 
that of major industries and the like are excluded. The discussion 
that follows includes medicine that is not specifically administered 
by the colonial government, in other words the more expansive 
domain of Western medicine in the Congo and Ruanda- Urundi, as 
they accompanied the imposition of Belgian colonial rule even if 
they were often not part of the colonial state. Thus, the following 
discussion presents what are often uncoordinated efforts by various 
actors to provide their versions of Western medicine in the Congo 
and Ruanda- Urundi. These actors had motivations and methods 
that sometimes overlapped, competed or even clashed. While the 
Belgian colonial state sometimes attempted to coordinate such 
efforts, it never truly controlled the heterogenous elements trying to 
‘heal’ or ‘sanitise’ the region.

We also must keep in mind that no matter how inclusively we 
want to define colonial medicine, or even if we speak generally of 
European medicine, it was the medicine of a tiny minority. The 
vast majority of medicine practised in the Belgian Congo and 
Ruanda- Urundi would fall under the realm of what is now called 
traditional medicine, but what was at the time called ‘sorcery’, 
‘witchcraft’, ‘superstition’, ‘empiricism’, ‘quackery’, ‘fetishism’ and 
the like. Some of the conflicts between popular medicine and state- 
approved medicine parallel those in the story of the professionalisa-
tion of medicine in Belgium, but certainly in degree if not kind, the 
differences here were much more substantial and wildly incommen-
surate on the political, social, economic and cultural level.

We have few studies tracing how these West and Central African 
medical practices were influenced in an epistemological sense by the 
importation of Western medicine distinct from colonialism more 
generally. We also know that there was a wilful dismissal of indi-
genous medical practices by Western medical practitioners. In this 
limited space, we cannot do justice to the complexities and issues in 
this domain, although we will briefly touch on ‘where’ indigenous 
medicine lies in relation to Western medicine. We also observe again 
that except for the research of a few individuals such as Maryinez 
Lyons, Nancy Rose Hunt and Jean- Luc Vellut, even Belgian colo-
nial medicine is an underdeveloped field.
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All cultures, including those of Central and West Africa, had 
thriving medical traditions before the arrival of the Europeans.5 
With the arrival of Europeans, most of this medicine was dis-
missively lumped into superstitions, witch doctors, fetishes and 
idols. While a great deal of work has been done in recovering the 
complexity of indigenous medical practices of the colonial and 
pre- colonial period, historians of medicine (particularly those 
who work primarily in the European context) sometimes repro-
duce in their analysis the historical relegation of such medical 
practices into the realm of culture. As such, one can imagine that 
real ‘medicine’ entered a healthcare vacuum. This is grossly incor-
rect. However, what we can say is that, as Vellut observed, it is 
really only in the field of medicine and healthcare that there exists 
‘so strict a division between the worlds of the colonized and the 
colonizers’.6 Indigenous medicine continued to thrive and was little 
directly influenced by colonial medicine post- 1885. To be clear, it 
would be strongly influenced by the changes wrought by coloni-
alism writ large, but not by any direct competition with European 
medicine per se. For example, both the erosion of traditional pol-
itical authority by new colonial administrations and the juridical 
abolition of trial by poison ordeal would reconfigure the possi-
bilities for the exercise of traditional medicine.7 As Nancy Hunt 
also reveals in her study of the Congo, a nuanced cultural history 
can be reconstructed from examining anxieties surrounding what 
are, in the West, squarely medical topics such as depopulation and 
infertility, through examination of ‘therapeutic insurgency’ from 
the Congolese as a response to a repressive biopolitics imposed by 
a ‘nervous state’.8

This chapter focuses on both what is common and what is quite 
peculiar about the Belgian case in the history of medicine in the 
colonial context. Belgium was an imperial nation, but this fact was 
sometimes unnoticed during the colonial era and still is by many 
Belgians.9 This in itself is part of the peculiarity of Belgian coloni-
alism, and shaped Belgian colonial medicine. Political, economic and 
church interests vested in the Belgian colonies were in some instances 
freer to shape the colony as they saw fit, outside the  interference 
of a general metropolitan public. The downside of such disinterest, 
however, included fewer resources from the metropole and a lack of 
checks on colonial abuses.
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As noted in the opening pages of this book (see the Introduction), 
medical practice and discourse are implicated in identity forma-
tion, whether citizen or subject, gender or race. As other chapters 
in this book have demonstrated, in the metropole they interlinked 
questions of citizenship and the ‘right’ to health with notions of 
gender and class. One can debate whether colonial medicine 
exacerbated this differentiation, or simply followed the dictates 
of the state. As Shula Marks noted over twenty ago, biomedicine 
in the colonies ‘played a major role in creating and reproducing 
racial and gendered discourses of difference’ (see also Chapter 1, 
pp. 40–7).10 The Belgian colonies were no exceptions to this general 
observation. In the Belgian Congo, one could even argue that such 
discourses of differences were more prevalent than in most other 
colonial situations. For example, while we have the stereotype 
of the Frenchman in Indochina or Algeria or Guinea proclaiming 
of his colonies, ‘C’est la France!’ we think a similar image, under a 
similar rhetorical imagining, cannot be conjured between Belgium 
and Ruanda- Urundi/ the Belgian Congo. Colonial policies indi-
cate that Rwandans, Burundians and Congolese were not meant 
to be assimilated as Belgians. Certainly this was true before the 
Second World War, but even the debut of indigenous identification 
cards in 1948 still explicitly delimited the non- Belgianness of its 
carriers: Africans were either colonial subjects or Belgians of colo-
nial status. These lands would never become ‘Greater Belgium’, 
even if there existed some propaganda by pro- colonialists agitating 
for the Congo as Belgium’s tenth province.11

The ever- contentious question of the colonial relationship 
confounds further an understanding of medicine’s role in creating 
the citizen- subject. In other words, ‘state’ medicine could operate 
under similar justifications in Belgium or in the Congo, but the 
dynamic between the state and the subject was fundamentally 
different. Further, as illustrated in the opening quote, the conceptual 
gulf between state and subject as to what constituted medicine was 
also considerably greater. Even the term ‘subject’ attributed to the 
Congolese must be approached carefully. Congolese under Belgian 
rule were never citizens,12 and it was often a stretch to view them as 
subjects. They were, most commonly, treated as objects. It is gen-
erally accepted that among ‘colonial medicines’, Belgium’s version 
swung towards the more authoritarian and totalitarian end of the 
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spectrum. Congolese, as medical consumers, were often coerced or 
cajoled rather than persuaded or served.

Belgian colonialism can be roughly divided into three stages:  
exploration and consolidation (1870– 1908), expansion (1909– 40)  
and relinquishment of control (1940– 62).13 The earliest stage 
coincides with the establishment of Leopold II’s Congo Free State 
(CFS) (1885– 1908), while expansion occurred during the period 
when Belgium took the CFS (and what was German Ruanda- 
Urundi in 1916) and implemented a territory- wide health admin-
istration. The period from 1940 onwards represented a sea change 
in the attitudes of both coloniser and colonised through all colonies 
in the globe as the assumptions of colonialism became increasingly 
untenable. In this period, colonial powers had to adjust both their 
message and their methods to justify control of entire other peoples. 
In some instances, colonising powers attempted to reestablish power 
after the disruptions of the Second World War, with widely varying 
success. Even those successful at maintaining their colonies, such as 
Belgium, were forced at minimum to appear to be ‘preparing’ their 
colonies for independence in the post- war epoch.

The beginnings of state medicine under the CFS

Western medicine in the Belgian colonies would ultimately be 
represented by four main activities: a state- organised medical 
service, missionary medicine, industrial medicine and research 
organisations and activities. The administrative structure of the 
CFS, recognised by the 1885 Treaty of Berlin, was a hasty conver-
sion of a semi- private organisational presence on the ground, the 
Association Internationale du Congo.14 These agents were multi-
national; the colonisation of the Congo forcibly a multinational 
and military enterprise due to Belgium’s lack of direct colonial 
experience and insufficient resources at the moment of the creation 
of the CFS.15 The CFS itself was not in fact a Belgian colony, but 
the personal fiefdom of Belgium’s controversial monarch Leopold 
II. His treatment of this territory (almost eighty times larger than 
Belgium itself) as a personal domain to be ruthlessly commercially 
exploited led to some of the most notorious abuses of indigenous 
populations of the age of high colonialism (in a historical period 
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where abuses were many and shocking). From 1885 until the end 
of the First World War, the state adopted measures drawn from 
the model of public health in Europe (sanitary cordons, lazarets, 
quarantines and so forth) but quickly realised that they were 
unsuited to the health situation in Central Africa.

State medicine, as introduced in the nineteenth century, over-
lapped considerably with military medicine. Medical doctors often 
served as integral parts of initial exploratory expeditions, mainly 
to ensure the health of expeditionary forces.16 This reflects the fact 
that the history of medicine in the Congo, written from the perspec-
tive of Belgium, is a history of military conquest and commercial 
exploitation. When the CFS became the Belgian Congo, the struc-
turing of the medical staff was still modelled on the military admin-
istration. Indeed, the health service was patterned on the military, 
with the grades of doctors corresponding to those of the notorious 
Force Publique.17

Not surprisingly, little was invested in medicine. In 1888, the 
health budget represented 2.24 per cent of the regular budget 
and dropped by 1906 to 1.9 per cent.18 This was offset in part 
by special funding Leopold reserved for research on sleeping 
sickness, which was decimating the local populations.19 The first 
two hospitals serving black populations were created to tackle the 
negative financial impact of sick workers on the two major railway 
projects in the region. In 1897, the Société du Chemin de fer des 
Cataractes created an indigenous hospital in Matadi and in 1903 
the Compagnie des Chemins de fer du Congo supérieur created a 
hospital for workers in Stanleyville.20 This also reflects the limited 
mandate of medicine, and the underlying rationale for healthcare 
provision. Health was not a public good but a commercial or mili-
tary good –  it was provided to improve military control and eco-
nomic exploitation, thus only to those populations directly related 
to these aims.

Independent of the colonial state, missionaries and industrial 
concerns also developed substantial medical activities. Catholic and 
Protestant missions were significant Western medical care providers. 
Both were present from the founding of the CFS, although initially, 
Protestants outnumbered Catholics. The Catholics in large part 
participated through agreements signed with the Belgian State to 
be auxiliaries in the Native Medical Services (SAMI), or through 
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agreements with the private industrial sector (e.g. the Sisters of St 
Marie of Namur were contracted to work with the Huileries du 
Congo belge). The Protestant denominations, many of whom were 
active in medical care, existed in uneasy, informal cooperation 
with the colonial state from the arrival of Henry Morton Stanley at 
Stanley Falls in 1877. Orders such as the British Baptist Missionary 
Society, the American Baptist Missionary Society and the Swedish 
Mission Society staffed their missions with accredited doctors and 
created hospitals and clinics throughout the territory.21

International agitation over the human tragedy of Leopold’s 
CFS led to its annexation by Belgium in 1908. This did not funda-
mentally change the medical system, even if a department of health 
services was created in 1909 and a chief physician, Dr Heiberg, 
was appointed in 1911. Many services were simply carried over, 
and many agents of the CFS converted to agents of the Belgian 
Congo. In two years, the number of doctors doubled, reaching fifty- 
nine, still an insignificant number in a country with a population 
between ten and thirty million.22 When the CFS was annexed by 
the Belgian state, state- supported discrimination against Protestant 
organisations continued, despite their presence being technically 
protected under the stipulation of religious freedom in the 1885 
Berlin Act, which had created the CFS. In truth, the CFS and Belgium 
colonial state could more accurately be characterised as begrudg-
ingly tolerating rather than protecting the Protestant presence in the 
region.23 However, Belgium recognised the important contribution 
of the medical services provided by the Protestant Church. In fact, in 
Ruanda- Urundi, Protestant societies such as the Church Missionary 
Society or the Seventh- Day Adventists could only obtain entry into 
the mandated territories by creating modern hospitals.24

Expansion

Under the CFS, many doctors continued to be career soldiers, who 
seemed more willing to emigrate, on both the Belgian and Italian 
sides.25 This trend would continue as the health services expanded. 
The health service also had a significant number of career mili-
tary doctors placed at the disposal of the colony by the metro-
politan army, and young graduates performing military service in 
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the regions administered by Belgium.26 In the interwar period, on 
average 42 per cent of doctors in Ruanda were doctors performing 
their military service through the colonial medical service. In total 
approximately 20 per cent of career military doctors served in the 
colonial medical service.27

The lack of investment in health characterises the entire period 
of the CFS, and lasted until the First World War. The expansion 
of the medical service, ostensibly to reach the entire indigenous 
population, was part of a wider global trend. The 1919 flu epi-
demic, which decimated populations across the globe, did not leave 
the Congo untouched. An estimated 4 per cent of the indigenous 
population succumbed to the murderous disease, as many as four 
hundred thousand individuals.28 The shock of this wave of mortality 
may have also served to spur more organised and widespread action 
against epidemics. This change in policy can also be explained by 
other spreading epidemics –  most notably sleeping sickness –  and 
by the acceleration of economic exploitation in the colony, visible 
through the multiplication of major infrastructure projects and the 
 development of the mining sector, all activities that were very labour- 
intensive. It became necessary to ‘undertake a systematic, organised 
conquest of tropical environments’ to allow ‘penetration of indus-
trial capitalism and its production methods’ including ensuring a 
healthy workforce.29 In French West Africa, medical assistance to 
the natives was launched in 1905, while the British colonial medical 
services grew out of the medical departments run by the Colonial 
Office at the turn of the century.30 In the Belgian Congo, a native 
medical service (Service d’Assistance Médicale Indigène or SAMI) 
was launched in 1911. However, unlike the native medical services 
of Britain and France, its remit was much more limited, initially 
to the treatment of sleeping sickness, and later expanding to other 
communicable diseases.31

The medical services continued to have staffing shortages even as 
it tried to expand in the period of consolidation, for various reasons. 
In the Congo, state doctors were subordinate not only to administra-
tive authorities, but also to Catholic Church authorities.32 Further, 
state medical service was public health focused, with limited clinical 
practice and few chances to stay connected to an adjacent booming 
tropical medicine research network. Ambitious doctors desiring to 
finish their careers in the university or private practice would have 
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few opportunities for advancement in the Congo. Low status, the 
conditions of life and the anti- liberal approach to medicine in the 
colony ultimately made recruitment difficult.33 Thus the state fre-
quently turned to foreigners, perpetuating the policy of the CFS.34 
The health service included a significant number of physicians from 
Italy (which had early on developed a naval medicine and worked 
at the forefront of the antimalarial fight).35 However, during the 
interwar period, a nationalistic mood in Belgium translated to 
efforts to ‘nationalise’ staff in its colonies: regulations proliferated 
that adjusted the status of foreign physicians with temporary and 
limited term contracts, with a slightly higher salary but no right to 
a pension.36

In 1929, the colonial secretary Henri Jaspar noted in the House 
of Representatives that there were only 127 physicians in the Belgian 
Congo, roughly one doctor for every 94,500 Congolese. Shortly 
after, the Université de Bruxelles conducted a comparative survey, 
and noted that Cameroon in 1930 had one physician per 55,500 
inhabitants, compared with one doctor per 350,000 inhabitants in 
the Belgian- administered Rwanda. This was perceived as a challen-
ging gap, partially explained by the fact that the two territories had 
different population policies (economic exploitation versus settle-
ment), and Cameroon had a higher Western population (which was 
always targeted as a priority by medical activity). As a comparison, 
the survey launched by the Université de Bruxelles reported on the 
basis of the statistics of the Bureau International Du Travail in 
Geneva that there was at that time one doctor per 2,344 inhabitants 
in Belgium, one per 832 in England and one per 1,509 in France.37

Rwanda, Burundi and the Belgian Congo followed the same 
basic administrative structure for their medical services, with an 
inspector general, several districts with medical officers, hospitals 
in the major colonial enclaves and lazarets run by religious orders. 
Under the orders of the médecin en chef, based in the capital, were 
the provincial doctors.38 Secondary posts were entrusted to doctors 
of first and second class, who depended directly on local author-
ities to fulfil their mandates.39 Medical assistants remained sub-
ordinate to Western staff. They were prohibited from performing 
certain medical procedures, except under the supervision of the 
Europeans. Their assignments were also decided by European staff. 
But European medical staff were ultimately too expensive and too 
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sparse to ensure all the medical activity. African auxiliaries were 
imperative. The wages of the lowest paid European doctor were still 
six times higher than that of the highest- ranking medical African in 
the late 1920s; exactly the same ratio as Iliffe observed in British 
East Africa at the same time.40 African employees, almost exclu-
sively male, would remain socially, economically and technically 
subordinate to European staff. The Belgian Congo experimented 
with training programmes and schools for nurses and native aux-
iliaries from its creation in 1908, but largely failed in its efforts 
into the 1930s.41 Indeed, the nursing schools created by Protestant 
missions initially met with more success. The state also attempted 
to train midwives and birth attendants, but like its nurse training 
schools, met with little success until the late 1950s, on the eve of 
independence.42

Sleeping sickness became the major problem of the colonial med-
ical service. Its rapid spread, devastating effect on the populations 
of the region and the lack of real understanding of the disease or 
effective prophylaxis led to extensive efforts by the Belgian colo-
nial government to experiment with various control methods. 
Sleeping sickness would spur early scientific research missions, 
experimental coercive public health measures and the implemen-
tation of a semi- military medical grid. Medical authorities of the 
CFS, and later the Belgian Congo, set up special itinerant missions 
to combat sleeping sickness. These units were responsible for regu-
larly monitoring populations, detecting and isolating the ill. This 
eventually expanded to mobile teams that canvassed entire regions, 
village by village, screening and treating often unwilling native 
populations (Figure 3.1).

Both the British and the Belgian medical services strove for mass, 
decentralised medical treatment for sleeping sickness. However, 
the Belgian administration preferred to go to the patient and force 
him to submit to treatment, while the British expanded medical 
services through widespread dispensaries run by African nurses, 
 encouraging local populations to receive treatment through their 
communities. They also developed several programmes to target the 
vector, the tsetse fly. Germany, with its strong expertise in labora-
tory medicine, focused on diagnosis. Ultimately, the three colonial 
powers wrestling with sleeping sickness –  Germany, Britain and 
Belgium –  each approached its eradication in different ways. While 
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the German East African solution was based on the microbiological 
model using widespread laboratory screening, British Uganda 
focused on an entymological solution and eradication of the tsetse 
fly and Belgium focused largely on policing and restricting human 
population movements.43 The hubris of various African colonial 
governments around the treatment of sleeping sickness has been 
recently well documented by Guillaume Lachenal in his study of the 
development and use of the experimental drug Lomadine.44

In regions controlled by Belgium, systematic screening and 
treatment missions of sleeping sickness patients by mobile teams 
began in the interwar period (Schwetz in Kwango and Rodhain in 
Uele) between 1918 and 1920, in a context of concern over the 
widespread depopulation of the region.45 The sleeping sickness 
campaigns would become the major public health and medical 
research intervention in the region. Europeans could not fail to 
notice that the Congolese who had the greatest interaction with 
European enclaves (workers, soldiers, catechists and African reli-
gious converts) were succumbing in alarming numbers to a variety of 
epidemics, sleeping sickness being the most noticeable. A state hos-
pital construction programme was launched in 1921 for indigenous 

Figure 3.1 Health worker Ruyters visits patient, Beni, 1937  
(Province of Costermansville).
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populations, followed by a new organisation of the medical service 
in 1922, which became autonomous and directly dependent on the 
governor general. The health service was organised in a network 
of fixed health facilities, supplemented by special missions against 
trypanosomiasis. The first efforts at medical surveillance would 
take place in Kwango in 1923– 24, in a manner that ‘seemed more a 
police operation than a public health operation’.46 Kwango would 
also become a foil to later efforts at medical surveillance.

Major endemic and epidemic diseases were the focus of the 
interwar period. Parastatal organisations were formed in the 
interwar period, mostly focused on vertical programmes screening 
and treating specific diseases in circumscribed areas. These ver-
tical programmes were the forerunners of today’s public– private 
partnerships in global health. One of the first such programmes was 
the Queen Elizabeth Funds for Native Medical Assistance (Fonds 
Reine Elisabeth pour l’assistance médicale indigène or FOREAMI), 
created through a funding partnership between the Belgian state 
and the personal funds of Belgian Queen Elisabeth in 1930. The 
goal of FOREAMI, a semi- autonomous medical organisation, was 
to completely rehabilitate a delimited area by an organised com-
prehensive medical service. Its budget was substantial: the annual 
income of this capital accounted for more than 10 per cent of the 
total budget of health services.47

The Bas- Congo was selected as FOREAMI’s first area of action, 
due to its proximity to major European enclaves, the relatively 
developed routes of transportation and the importance of the 
Congolese workers in this region, who were being decimated by 
sleeping sickness.48 The sector was divided into subsectors run by 
doctors. Each subsector comprised a series of circles with a popu-
lation of twenty- five to thirty thousand individuals, assigned a 
(European) doctor and a health worker and supported by African 
auxiliaries (nurses, nurse assistants, messengers, drivers, mechanics, 
etc.). At the circle level, a mix of SAMI, AMIB (also referred to as 
SADAMI/ Service auxiliaire de l’Assistance Médicale Indigène) and 
FOREAMI doctors and health workers carry out mobile screening 
tours, accompanied by African auxiliaries. FOREAMI intended to 
fully canvas selected regions and ‘turn around’ the health situation, 
then defer medical responsibility to the colonial health service. This 
would not be as straightforward as assumed. FOREAMI’s initial 
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activities in the Lower Congo affected around 600,000 people, 
involving 26 doctors, 23 health workers, 4 medical officers, 40 
missionary nurses and nearly 500 Congolese auxiliaries. Expansion 
of the FOREAMI model was planned for Kwango and eventually 
other territories. Between 1932 and 1935 FOREAMI was also active 
in the Ruandan territory of Tanganika- Ruzizi. Here it was focused 
solely on sleeping sickness, following what its director referred to 
as a purely ‘nosological’ programme rather than the integral pro-
gramme of Bas- Congo.49 The attempt to move into the Kwango in 
1935 with a concomitant decrease in activity in the Bas- Congo was 
aborted, in part due to the perceived primitive conditions in the 
Kwango, but also due to a recrudescence of epidemics in the Bas- 
Congo. Budget cuts, resistant ‘native mentalities’ and geopolitical 
events ultimately delayed further expansion of the FOREAMI until 
after the Second World War.50

In many ways, the medical model of FOREAMI was new, even 
as it built upon the experience and frustrations of Belgian medical 
officials in effectively reaching a wider population. It put into prac-
tice a new approach to the SAMI that grew from previous mobile 
sleeping sickness treatment units, namely a relatively thorough med-
ical census of a region carried out methodically by mobile teams.51 
Doctors working in the Congo and Ruanda- Urundi were aware of 
the specificity of their health system. For Janssens, mobile teams 
practising a full medical population census constituted one of the 
most striking and original features of the Congolese health organ-
isation.52 A similar system existed since 1916 in French Equatorial 
and Western Africa, led by Dr Eugène Jamot, but it was a largely 
vertical programme targeting only sleeping sickness.53 The origin-
ality of FOREAMI lay in its objectives: not only to eradicate all 
diseases in a specific area but also to improve public health.

While FOREAMI was broader in its ambitions than SAMI, it 
was limited in its geographic reach. Other programmes, targeting 
specific diseases, could be highly invasive but likely had little effect 
on overall population morbidity and mortality. For example, nearly 
five million Congolese were examined each year on the eve of the 
Second World War for diseases such as yaws and leprosy.54 It 
should be noted that both diseases, while aesthetically unpleasing, 
were not terribly mortal. Vellut considered such medical grids as 
‘totalitarian fantasies that crossed the history of the relationship 
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between colonial bureaucracies and African peasantries’, adding 
that they sought in fact to ‘guarantee a complete mastery over the 
transition between two models of health, that inherited by the Old 
Regime which was more or less degraded or impacted depending 
on regions, and that which corresponded to the demands of a new 
era. They were transitioning from a primitive colonial regime to 
an advanced colonial economy’ and the response to these growing 
demands.55 FOREAMI was inspired by this new philosophy.

The medical services continued to have a military character in 
the interwar period, as young physicians coming out of universities 
could perform compulsory military service (one to three years) 
in the territories under Belgian colonial administration, either in 
the service of the state, the Fondation médicale de l’Université de 
Louvain (FOMULAC) or national missions.56 Further, the signifi-
cant proportion of career military doctors was also partly due to the 
fact that lieutenant doctors could get ahead by working a few years 
in the colonial service.57 Ultimately, all the chief medical officers of 
the colony of the interwar period had worked in the health services 
of the colonial troops during the First World War, encouraging the 
continued military character of Belgian state medicine. The rigid, 
authoritarian bias of colonial social medicine would compromise 
its efficacy, because it was ultimately maladapted to the struggle in 
conditions of rural poverty, despite the fact that the authorities ‘had 
the intention to practice a “constructive imperialism” ’.58

As the colonial medical services expanded, it attempted to bring 
religious and charitable health providers under its loose direction 
through a constellation designated the Charitable Native Medical 
Services (Assistance Médicale Indigène Bénévole or AMIB, also 
later referred to in reports as SADAMI –  see above). The AMIB, a 
unique configuration of public and private medical services in the 
Belgian Congo, was created after the governor general observed in 
1920 the lack of coordination among the various charitable med-
ical organisations working in the Congo. Its creation was in part 
an effort to co- opt the medical capacity of the Protestant medical 
missions, which represented an important contribution to Western 
medicine in the region, and a continuation of the historical legacy 
of the 1906 Concordat between the Vatican and Leopold II for 
Catholic missionary services in the CFS.59 Through the AMIB, 
the government supplied drugs and equipment and supplemented 
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funding for salaries and expenses to missions. In exchange, these 
missionaries provided services for the colonial health services, 
including basic medical care in rural areas and collection/ reporting 
of medical statistics.

After completing a basic course at the School of Tropical Medicine, 
missionaries were charged with prophylaxis and treatment of spe-
cific endemic and epidemic diseases (particularly sleeping sickness). 
Moreover, Protestant societies, like some Catholic societies, also 
committed some doctors, nurses and health workers to the goals 
of the state, including the work of FOREAMI. The AMIB, and the 
heavy and extended formal involvement of religious orders in state 
medicine, was a uniquely Belgian phenomenon. This was in part a 
reflection of the heavy and sometimes controversial involvement 
of Catholics more generally in colonial governance (see Chapter 2, 
pp. 72–3).60

Both Catholic and Protestant missions, for their part, realised 
the value of medical care to their proselytisation efforts. Medical 
care could draw indigenous populations. Protestant missions in par-
ticular easily framed the provision of medicine within their more gen-
eral mission of caring for the afflicted. Thus, medical care was often 
provided with a heavy dose of religious ministering. For example, 
patient families could be required to attend prayer services while 
the patient was being treated, and patients’ ministrations could be 
simultaneously spiritual and physical, as, for example, when prayer 
services were conducted in recovery wards.61 Baby clinics and milk 
distribution could take place immediately after church services, 
or ‘rewards’ for regular infant consultations would be given on 
Christmas Eve (Figure 3.2). Ultimately, medical provision increased 
the visibility and attractiveness of the missions’ work.62

It could be argued that the unique atmosphere at missionary dis-
pensaries made their offer of Western medicine more attractive than 
that of a secular health centre. The integration of Christian sym-
bolic gestures into medical activities (blessing of the sick, sign of 
the cross, prayers) and the social support available in missions may 
have aligned their practices more closely with Congolese therapeutic 
systems, which largely recognised disease as signs of individual and 
community imbalance most effectively treated by including the 
entire social body. Congolese medicine involved the ritual action 
of many members of the community beyond the immediately 
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afflicted. Therefore, missionaries could be perceived, like their peers 
elsewhere in Africa, as healers with mystic abilities, because they 
combined ritual prayer with medical care. The  similarity between 
the two created church distrust of native medicine because mission-
aries were aware that it linked health and sacred action.

Dispensaries, antenatal care and baby clinics, maternity hospitals 
and hospitals, leper houses, nurseries, homes for disabled and eld-
erly people, labour occupational medicine, surgery, lazarets for 
sleeping sickness patients, tuberculosis or sanatoriums for incur-
able patients, camps for infectious patients, insane asylums and 
Goutte de lait63 were some components of the missionary health 
services. Christian networks of villages and outposts run by African 
evangelists provided rural bases for the organisation of vaccination 
or medical screening campaigns. Thus, similar to Europe a cen-
tury earlier, priests, nuns, ministers and deaconesses were key to 
expanding new sorts of health services to rural areas and dispersed 
populations (see Chapter 2, pp. 68–71).

Indeed, missionary societies largely practised what Dr Schweitzer 
has called a ‘sentimental medicine’,64 in contrast to the ‘combat 
medicine’ disseminated by government mobile health teams that 

Figure 3.2 Leopoldville. Milk depot and baby clinic, n.d.
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adopted an army- inspired organisation to align, order, sort and treat 
the masses. A variety of Protestant missions (largely foreign) and 
Roman Catholic orders (almost exclusively Belgian) would ultim-
ately provide medical care in the region. Women’s congregations 
were predominant in healthcare on the Roman Catholic side, 
as nuns provided care in most colonial hospitals and clinics (see 
Chapter 1, p. 40). Catholic fathers also ran some lazarets and dis-
pensaries. The Protestant medical teams were more internationally 
mixed, and were composed of licensed doctors, nurses and lay staff 
mainly of British, American, Swedish and South African origin. 
Broadly speaking, Catholics worked in the domain of palliative 
care while Protestants provided more acute medical services. For 
instance, before the Second World War, Protestant missions in the 
Congo performed a substantial number of surgeries annual, and 
Catholic missions none.65

However, as in many other fields, Roman Catholics and Prote-
stants were often fiercely competitive with each other in their 
offer of medical care. Indeed, in part to avoid conflict, colonial 
authorities limited the presence of several health centres in the 
same region. Spiritual influence (and first arrival) at times de facto 
determined who would be assigned to what geographic region. 
A relatively sophisticated Protestant medical apparatus arrived 
early in the region, independent of colonial control. Catholics, 
however, were formally and extensively involved in the colonial 
state medical apparatus, although the church would attempt with 
middling success to provide medical services linked more tightly 
with Catholic missions beginning in the interwar period. This 
included luring licensed doctors to work in Catholic missions and 
sending mission staff for accreditation in nursing and tropical 
medicine in Belgium. Protestant missions quickly experimented 
with local schooling of African auxiliaries in medicine, successfully 
opening a state- recognised medical auxiliary school in 1932.66 The 
rancorous competition between the two religious groups led to sev-
eral instances of accusations, denouncements and legal proceedings 
relating to medical practice, among other issues.

Parallel to the establishment of colonial state and missionary 
care provision, the private sector would also launch medical 
programmes for the industrial workforce. A dual medical system 
worked in parallel: that of the government, on the one hand, and 
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that of religious missions or trading and agro- industrial  companies, 
on the other. Even while it was still in its formative stages in 1905, 
the Union Minière du Haut Katanga (UMHK) assessed the risk 
of sleeping sickness in Katanga during a prospecting mission. In 
1914, it appointed a doctor to organise a medical service that, 
with the help of the colonial government and the Comité spécial 
du Katanga,67 included in its remit displacement of villages (from 
locations deemed unhealthy), deforestation and monitoring of 
population movements and the establishment of disease screening 
and healthcare facilities. This accompanied an explosion in labour 
recruitment, with the union’s mining workforce increasing from 
2,500 African workers in 1914 to 12,000 in 1920, with an average 
mortality of almost 12 per cent. The union would develop a com-
prehensive pyramidal medical structure for early detection, isola-
tion and prevention of diseases through medical action at all levels. 
It instituted a sprawling health apparatus to assure the health of 
the workforce through dispensaries in mines, factories and camps, 
hospitals with several hundred beds in the various operating sites 
and a central hospital well equipped with all modern medical tech-
nology. This policy yielded impressive results, as morbidity would 
drop from 3.85 per cent in 1926 to 0.91 per cent in 1955, and mor-
tality per thousand workers from 37.8 in 1920 to 3.55 in 1959.68

The union’s comprehensive health policy would become the 
archetype for large- scale enterprises in the Belgian Congo. Other 
major companies followed suite, such as the Compagnie du Kasaï, 
the Forminière (particularly active in the fight against sleeping 
sickness), the Huileries du Congo belge, the Kilo- Moto gold mines, 
the Minière des Grands Lacs, Symétain, Otraco, etc. Such occu-
pational medicine was dictated by both the economic imperatives 
of a healthy workforce and by legislation on labour protection 
requiring a medical check for those entering into the service of any 
private company. The colonial government also demanded that 
large companies invest in the campaigns against endemic diseases, 
vaccinations and curative care for populations neighbouring these 
worksites.69

Rather late, in the 1920s, Belgian universities became involved 
with the other heterogenous sectors involved in healthcare in the 
Congo. The Catholic University of Leuven partnered with the 
Jesuit Catholic order in Kisantu province to create the Medical 
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Foundation of Leuven University (la Fondation médicale de 
l’Université de Louvain or FOMULAC)70 in 1926. Intended as 
both a research and medical foundation, it had three main goals:  
research on tropical medicine, medical provision through hos-
pital service and training of African nurses and medical assistants. 
It worked in Kisantu in 1925, Katana in Kivu province in 1929 
(after a government request) and Kalenda in the Kasai in the 1950s. 
The colonial state treated FOMULAC much like other parastatal 
and religious organisations: it requested that the organisation assist 
in the work of FOREAMI for the rural sector of Kisantu, where a 
FOMULAC hospital and nurse training school were constructed in 
1928. It also requested that FOMULAC take over the hospital com-
plex constructed by the government after the Second World War 
(through the FBEI, discussed later). Similar to FOMULAC, in 1936 
the Free University of Brussels created the Medical and Scientific 
Centre of the Free University of Brussels (Centre scientifique et 
médical de l’Université Libre de Bruxelles or CEMUBAC) to carry 
out combined scientific research and medical care provisioning, 
focusing on tuberculosis.71

The model of CEMUBAC revealed the ties between university 
health research and the private sector, as it collaborated with the 
Lomami and Lualaba Company (a subsidiary of the Compagnie 
du Congo pour le commerce et l’industrie, a holding owned by the 
Société générale), while FOMULAC worked more on a university– 
government partnership model (Figure 3.3). Collaboration between 
Belgian metropolitan universities and European health actors in the 
Congo would continue after the Second World War, with increasing 
numbers of universities involved, including the University of Liège 
and the University of Ghent.72 These links between metropolitan 
universities, European public health actors and private industry 
have in some cases endured through independence, civil war, dicta-
torship and into the current fragile state of the Democratic Republic 
of Congo.

Even as state, charitable and industrial medical services expanded 
in this period, the exposure different Congolese populations had to 
Western medicine would remain wildly uneven, with many Congolese 
never seeing a Western doctor. Most Congolese who received 
Western medicine were those central to colonial enclaves: military, 
workers, prisoners, religious converts and, to a lesser extent and at 
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a later period, colonial functionaries. It should be observed that, 
with the partial exception of religious converts, these categories 
were largely male and of working age. Women, children and eld-
erly people were thus exposed to Western medicine to a much 
lesser degree, often as ‘dependants’ of their male counterpart. Such 
populations were often separated from their original communities 
and had to adhere to a new model of social life, including a different 
medical domain. Soldiers or mine workers and their families were 
automatically exposed to preventive and curative measures dictated 
by the standards of Western medicine. Even after death, their bodies 
remained embedded in this other medical logic, as, for example, 
all of the deceased at Lubumbashi hospital (of the UMHK) were 
systematically autopsied for medical research until at least 1918.73 
The people attending the missions entered for their part a Christian 
space and were enclosed in a net of educational, religious, sanitary, 
economic and social activities aimed at separating them from their 
‘pagan’ past and creating a good Christian. Converted mothers were 

Figure 3.3 Lomami Recruitment Mission (MOI) for the UMHK, 1930. 
The doctor carefully examines each native at the preparation camp and 

thus establishes his robustness index (index of Pignet).
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strongly urged to attend baby clinics and abandon former childcare 
practices, while the sick had no choice but to get treatment in a 
missionary dispensary as consultation with traditional healers was 
perceived as a return to ‘paganism’.

The Second World War and the end of Belgian colonialism

After the disruptions and devastations of the Second World War, 
all colonial powers, including Belgian, reached a crisis point. 
The recently created United Nations was openly hostile to the 
assumptions of colonialism. In this context, reform was necessary. 
Belgium launched a ten- year plan (Plan décennal) intended to for-
ward both the economic and social development of the Congo. The 
social aspect had a strong medical component: it aimed to improve 
living standards and prevent rural depopulation, as indigenous 
well- being became perceived as ‘the best guarantee to ensure and 
keep the friendship of the Congolese population’,74 preventing 
impoverished populations from establishing ‘a dangerous revolu-
tionary potential’.75 State medical and health budgets and activities 
thus exploded after the war. At first glance, it may seem paradoxical 
to align such activities with the increasing likelihood of colonial 
independence, but in fact, such interest was in part inspired by a 
concern to appease an increasingly vocal indigenous elite about the 
benefits of the colonial relationship. The comprehensive medical 
networks developed during the interwar period in limited regions 
of the Congo by FOREAMI were applied to entire populations, 
both urban and rural. In 1947, the Fund for Indigenous Well- 
Being (Fonds du bien- être indigène or FBEI) was set up to ensure 
social investments in the rural areas of the Congo. Its funding came 
‘from the reimbursement by Belgium of the expenses of sover-
eignty assumed on its behalf by the Congo during the war 1940– 
1945’.76 This capital was increased thereafter by grants from the 
National Lottery and the Colonial Lottery. The FBEI financed the 
construction and equipping of medical and surgical centres and 
rural hospitals, maternity wards, infant clinics, medical schools and 
sanatoriums as part of the ten- year development plan. The fund 
also financed programmes for leprosy, tuberculosis screening and 
disinfestation.
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A medical school in Congo would be created at the very late 
date of 1954, on the eve of independence, when a private part-
nership between the Jesuits of the Lower Congo and the Catholic 
University of Leuven created the Faculty of Medicine of Lovanium. 
Lovanium’s first two doctors would not graduate until the inde-
pendence of the Congo, in 1961. The colonial state for its part did 
not open a Faculty of Medicine until 1956, within the University of 
the Belgian Congo and Ruanda- Urundi in Elisabethville.

Nonetheless, the ten- year plan and the creation of the Congolese 
universities could not stop the direction of history. The Second World 
War had broken the illusion of European superiority and power. 
The thinness of the ‘white line’ that kept subjected populations in 
check had been made apparent for both imperialists and colonised 
populations.77 The rise of communism and the Cold War further 
weakened the position of pro- colonialism. In 1960, the Belgian 
Congo became the independent Republic of Congo; Ruanda- Urundi 
followed suit to become the independent countries of Rwanda and 
Burundi in 1961– 62.

For much of the population, and for a majority of afflictions, 
medical authorities would ultimately have little interaction with 
the sick. Indeed, similar to French or Belgian farmers of the nine-
teenth century, colonised populations continued to use both trad-
itional and Western medicine ‘to satisfy their physical well- being, 
as well their social well- being’, in the words of Jean- Marie Bouron, 
utilising a medical pluralism that still marks the therapeutic regime 
in the region.78 In short, African patients did not consider that 
Western doctors held the monopoly in remedies for physical and 
mental problems.

Conclusion

In many ways, Belgian colonial medicine was very much typ-
ical of its time. The state medical system was strongly influenced 
by other colonialisms. The colonial administration made explicit 
comparisons and research into how its peers were running their 
medical administrations. France was particularly influential. But 
the British colonies, protectorates and mandates also offered some 
models that occasionally inspired practitioners and administrators.
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The colonisation of Central Africa in the late nineteenth century 
coincided with the birth of tropical medicine as a recognised med-
ical research speciality. Medical research expeditions in some senses 
grew out of geographical exploratory expeditions. While early 
research expeditions were largely foreign organised, as the Belgian 
colonial medical service grew, so too did its research capaci-
ties. The first medical laboratory in the CFS was set up in 1899 
in Leopoldville. Not surprisingly, many research expeditions were 
focused on sleeping sickness, including the well- known 1903– 05 
Dutton Todd Christy expedition conducted by the Liverpool School 
of Tropical Medicine. Medical officers could serve as part of wider 
imperial networks of scientific research, particularly in relation to 
sleeping sickness.79 However, the majority of medical doctors in 
the Congo were ancillary to these networks, working in difficult 
conditions in the bush, often in a public health surveillance role, 
with limited autonomy and low status. Colonial possessions enabled 
tropical medicine. They provided the resources, the rationale and 
the legitimacy for tropical medical research. African bodies were 
important source materials for such research.80

Certain other global trends in colonial medicine are repeated 
in Belgian Africa. Services dedicated to indigenous populations 
beyond colonial enclaves were created (sometimes only at first on 
paper) in Africa, South East Asia and Latin America in the first 
decade of the twentieth century, so- called native health services 
or assistances médicales indigènes. In the Congo, this would be 
called the SAMI, but its remit was much narrower than that of 
other contemporary medical services for indigenous populations. 
Further, as in other colonies, private charitable and religious 
institutions provided medical care, although this phenomenon 
was comparatively more pronounced and more enduring in the 
Congo. Professionalisation in the interwar period in Europe was 
also followed by pushes to professionalise medical staff in colonies 
around the globe, with more stringent accreditation and training 
requirements and the phasing out of lay health workers in state 
institutions. Again, in the Congo, this was done to a lesser extent. 
The use of certain metrics, such as under- five mortality, would 
come into vogue in the interwar period as a synecdoche for both 
the health of the general population and the effectiveness of the 
civilising mission of the coloniser.
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The Belgian case is also marked with several distinct peculiar-
ities. The Belgian colonial endeavour began through the ambitions 
of the Belgian King Leopold II and would become influenced by 
his excesses. When Belgium acquired the CFS, the blueprint for 
medical care laid down during Leopold’s abusive personal fiefdom 
continued in some fashion. For example, the military doctors who 
oversaw care of the Europeans working in the exploitative CFS 
became the ‘civilian doctors’ overseeing care of Europeans working 
in the ostensibly more enlightened Belgian Congo. The conserva-
tion of an entire cadre of men (and they were all men initially) 
complicit in a violent, oppressive system offers an interesting his-
torical lens to view how care evolved in the 1910s and 1920s. As 
Belgians in the metropole had little say in Leopold’s endeavours in 
Africa, so too did most continue to have little interest in a Belgian 
colonialism, unlike in neighbouring countries such as France and 
the Netherlands, where large swaths of the population had a vested 
interest in overseas ventures that extended beyond economic gain.81 
The metropole’s indifference is one of the striking distinctions of 
Belgian colonialism, as are its more restrictive immigration and 
emigration policies.82 Further, as Vellut has argued, the state was 
essentially hamstrung by a very strong industrial coalition that 
confined, if not dictated, its functioning.83

Medical training for indigenous personnel, usually planned in 
conjunction with the creation of a native medical service in colonies 
globally,84 was largely aborted in the Congo. While many colonies 
had difficulty creating such a cadre of workers, Belgium’s efforts 
were particularly ineffective. This was in part due to the thinness 
of resources from the metropole, but was also strongly influenced 
by the Catholic monopoly on primary school education in the 
region. Such education, critics argued, emphasised moral and social 
training rather than technical or administrative skills.85 Further, 
as in most colonies in the world, colonial officials in the Congo 
and Ruanda- Urundi repeatedly expressed their fear of educated 
Africans wishing to emancipate themselves from European tutor-
ship, and who would be disconnected from local people. Like 
France’s Instituts Pasteur, parastatal research institutes tightly 
connected to the metropole, such as Lovanium, began providing 
specialised education to so- called évolués, but this would be after 
the Second World War.86 Thus, unlike in colonies such as Algeria or 
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Indochina, such training would not be offered until what would be 
labelled the period of ‘decolonisation’. Was this development at this 
late date an effort at ‘catch- up’ by Belgium to what other colonial 
powers offered, or was it also an effort to meet the growing vocal 
demands of indigenous populations for education, a political voice 
and socio- economic opportunities? It was likely both.

As in other colonies around the globe, the Second World War 
heralded the beginning of the end of Belgian colonialism. Populations 
in both Ruanda- Urundi and the Belgian Congo began to agitate for 
independence in the 1950s. Medical care slowly passed into the 
hands of the évolués, and, indeed, medical doctors such as Gaston 
Diomi Ndongala and Pierre Canon would become prominent in the 
independence movement.87

Belgian colonial medicine, in the end, left strong traces in the 
current field of international humanitarian aid. In some ways, the 
public– private cooperation for healthcare pioneered by movements 
such as FOREAMI and FOMULAC have become the template for 
providing care in current, so- called fragile states. In such fragile 
states, because a robust political administration is lacking, public 
services are arranged through public– private partnerships that are 
largely independent of political processes. Bureaucratic and admin-
istrative authority was always weak in the Congo, arguably more 
so than in many other colonies.88 The indifference of the general 
metropole to the colony in the pre- Second World War era likely 
further weakened such authority. In addition, the disproportionate 
power of the Catholic Church subtracted from the administrative 
legitimacy of the colonial state. As Vellut observed, the power bloc 
of colonial companies and the administrators of the colonial state 
(and we would include the Catholic Church in this formulation), 
excluded effective political control.89 We could even, provocatively, 
call the Belgian Congo a hybrid of a colonial state and the modern 
fragile state.

The Belgian Congo’s answer to the call for a population- level 
health service was thus fundamentally different than that of other 
colonies. The colonial bloc would forcibly partner with private 
industries and charitable groups to achieve wider health action, 
bypassing the lack of political will. This is currently how inter-
national humanitarian organisations often approach provision of 
care in instable regions. Further, vertical programmes such as the 
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massive campaigns for sleeping sickness that begin in the first and 
second decade of the twentieth century could be seen as templates 
for later programmes such the hookworm eradication programmes 
of the 1930s and the mass vaccination programmes against 
smallpox in the 1950s. Belgium, starting a bit ‘behind the curve’ as 
a colonial power, had to innovate solutions for health problems in 
a colony that was poor in resources and political will.
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Public health, hygiene and  
social activism

Thomas D’haeninck, Jan Vandersmissen,  
Gita Deneckere and Christophe Verbruggen

In 1910, the Dutch physician Pieter Eijkman published L’inter-
nationalisme médical.1 In his introduction he referred to the German- 
born British physician August Schuster, who one year earlier, at 
the XVIe Congrès international de Médecine in Budapest (1909), 
strongly expressed the need for a coordination of the almost 
countless and often competing international efforts in the field of 
medical science and healthcare.2 Based on a typology of 30 cat-
egories, Eijkman listed 199 medical organisations and saw his 
extensive overview as a first step towards the establishment of an 
organisation of international organisations. In his overview, Eijkman 
praised three initiatives taken or supported by Belgians. The first 
was the Union internationale des Patronages, founded in Belgium by 
Henri Jaspar, secretary of the Commission royale des Patronages de 
Belgique. The union stressed the importance of health and hygiene, 
but went beyond purely medico- scientific practices by widening its 
scope to child protection, patronage of detained prisoners and ways 
of helping beggars and vagabonds. The second was the Concours 
pour un Remède contre la Maladie du Sommeil, an international 
prize installed in 1906 by King Leopold II, until 1908 sovereign of the 
Congo Free State (CFS). Sleeping sickness (human trypanosomiasis) 
was a devastating epidemic that in the first decade of the twentieth 
century ravaged entire populations, in particular in British Uganda 
and the CFS. King Leopold II turned to researchers of the Liverpool 
School of Tropical Medicine and awakened wider medical attention 
to sleeping sickness with the installation of a two hundred thousand 
franc prize for the discovery of a cure, thus cunningly presenting 
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himself on the world stage as a humanist and philanthropist, not as the 
aggressive exploiter he really was (see Chapter 3, p. 104).3 The third  
initiative was the Association générale des Ingénieurs, Architectes et 
Hygiénistes municipaux de France, Algérie- Tunisie, Belgique, Suisse 
et Grand- Duché de Luxembourg, of which the main objectives were 
to link the engineer’s ‘art’ to the precious skills of the municipal 
hygienist and to enhance international dissemination of knowledge 
about sanitary techniques and public works through, among other 
things, the journal La technique sanitaire et municipale.4

L’internationalisme médical hints at the importance of inter-
national influences on Belgian medicine and the intertwinement of 
Belgian social and medical initiatives in transnational dynamics. 
The (partially) Belgian contributions to medical internationalism 
mentioned by Eijkman connect to the leitmotivs of this chapter. We 
argue that the emergence of public healthcare in Belgium cannot 
be seen apart from cross- border exchanges, scientific innovations, 
social reform ambitions but also inter-  and intra- imperial dynamics. 
Although Belgian history of medicine and public health is clearly 
intertwined with dynamics that go beyond the borders of states, 
it has, however, often been studied within a national framework, 
focusing on an urban context5 and on processes of institutional-
isation and professionalisation.6 Recent research also emphasises 
that physicians were involved in transnational dynamics that went 
beyond their professional discipline.7 Cross- border dynamics 
between physicians and medical associations were part of a wider 
trend of transnational circulation of intellectual and cultural 
goods in the second half of the nineteenth century. The emer-
gence of so- called transnational spheres can be seen as a catalyst 
for the formation of many scientific disciplines, expertise and 
ideological frameworks.8 Thorough research into cross- border 
dynamics on public health policies and practices is lacking for the 
Belgian case, which is striking since scholars have been indicating 
the strong intertwinement of Belgian history with international 
dynamics in the nineteenth and twentieth century.9 Sources such 
as L’internationalisme médical are an ideal point of departure to 
include them.

At the end of the eighteenth century a modern view on public 
health and social medicine emerged. Due to the growing awareness 
that many diseases had socio- economic origins, physicians started 
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to collect information on the (urban) environment, searched for 
measures for the improvement of living conditions and advised 
policymakers on medical campaigns, prevention strategies and 
healthcare initiatives. In that way, physicians were drawn into 
a dynamic that seems to go beyond the scope of the individual 
body.10 They increasingly felt the urge to advocate for better living 
conditions and social change too.11 This process is referred to as 
the medicalisation of society. During the nineteenth century self- 
proclaimed experts with medical backgrounds perceived, diagnosed 
and declared social problems as if they were illnesses.12 Historians 
therefore share the view that physicians must be considered as a 
driving force for social change in the nineteenth and twentieth cen-
turies. The formation of medical professions and related scientific 
specialisms had wider repercussions, which also influenced society 
in general.

Physicians, however, were not the only advocates for social 
change and progress. Their growing social commitment cannot be 
dissociated from upcoming philanthropic and reformist advocacy 
networks.13 The medicalisation of society was strongly intertwined 
with both the overall scientification of society and the rationalisa-
tion of dealing with the social question on a pan- European scale.14 
Medical internationalism as described by Eijkman and Schuster and 
the medicalisation of society coincided with the formation of trans-
national reformist networks and the internationalisation of the 
social question.15 Hence, in this contribution we look at the social 
activism of medical doctors and hygienists in a twofold manner: first, 
as part of scientific and intellectual movements from which emerges 
the field of social medicine; second, as an essential formative 
element in the construction of expertise within reformist and social 
movements. We consider it impossible to make a rigid a priori dis-
tinction between science, knowledge and expertise. Whether know-
ledge is classified as expertise is ultimately premised on recognition 
as such by other actors in the field. We define expertise as forms 
of knowledge that are based on scientific ways of reasoning, while 
contributing to political and societal discussion and activism. Also, 
methodologically social and scientific movements can be addressed 
in a single manner, as both are constituted through collective action 
beyond borders.16 We therefore do not investigate social reformers 
and experts in local or national isolation, but we consider them as 
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actors in a global field of discourse and practice. Such an actor- 
oriented approach reveals the ways in which experts set in motion 
global processes of knowledge exchange and transformation, which 
ultimately fuelled processes of scientific discipline formation based 
on relationships of mutual recognition, support and mobility across 
boundaries. With regard to the nineteenth-  and twentieth- century 
colonial empires (including Belgium) these dynamics manifested 
themselves on an inter-  and intra- imperial scale. In this chapter 
we therefore widen the scope by including public health measures 
implemented in Congo.

This chapter consists of four parts, which will be structured in a 
chronological way. The first part starts in the late eighteenth cen-
tury and focuses on the emergence of ‘scientific medicine’ and the 
growing awareness that the study of many diseases could not be 
separated from the socio- economic context in which they originated. 
The second part discusses the impact of new bacteriological the-
ories and insights on public health questions in the 1870s, linking 
social medicine more profoundly to applied sciences and preventive 
healthcare; social medicine became increasingly entangled with 
other reformist movements. The third part deals with the further 
development of social hygiene and the rise of eugenics, national 
health protection and the improvement policies in the interwar 
period. Finally, the fourth part re- evaluates the period after 1960 
when national public health systems were strongly questioned, 
local community health centres emerged in the wake of 1968 and 
medical activism went increasingly beyond borders.

These four periods strongly overlap with what Pierre- Yves 
Saunier calls four different ‘circulatory regimes’ in the field of social 
reform and social policy. Saunier identified a first regime in the early 
nineteenth century, when the social question is defined in different 
places by observation of local conditions in relation to urbanisa-
tion and industrialisation processes.17 A second regime emerged 
at the end of the nineteenth century, when processes of special-
isation in social knowledge led to the emergence of institutions 
and disciplines, as exemplified by the typology given by Eijkman 
in L’internationalisme médical. Cross- border dynamics and trans-
national circulation of knowledge became essential features of the 
process of discipline formation.18 In the interwar period, a third 
regime arrived when (new) institutions ambitiously searched for 
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universal norms and standards for social policies, professions 
and practices, which were believed to lead to the ‘well- being of 
humanity throughout the world’.19 The League of Nations became 
an important actor within this field of social policy and many pre- 
war epistemic communities became further institutionalised.20 The 
fourth and last period is characterised by the presence of influential 
global players such as the World Health Organization (WHO), the 
emergence of new social movements and new international non- 
governmental organisations (INGOs) devoted to social medicine 
and global public health, on the one hand, and advocates of more 
efficiency and privatisation, on the other.21

The physician and the social question

The emergence of a modern view on public health and social medi-
cine dates back to the end of the eighteenth century. At the turn 
of the century, the interest in epidemiological research boomed.22 
There was a growing awareness that many diseases were caused by 
bad living conditions and baleful socio- economic influences, urging 
physicians to plea for the improvement of the urban environment. 
Also, it was a widely held view that illnesses caused disasters and 
poverty and therefore undermined the (physical) strength and via-
bility of both the individual and the state. In that way, physicians 
were drawn into a dynamic that went beyond the scope of the 
individual body23 and strongly stimulated a professional sense 
of belonging.24 In addition to the growing ‘professional’ interest 
physicians showed for social determinants, the ratio of physicians 
per capita increased in the course of time. Between 1831 and 1940 
the number of physicians in Belgium more than tripled in propor-
tion to the population.25 All of these factors lead to the enhanced 
social position of physicians26 and stimulated a process that is often 
referred to as the ‘medicalisation of society’: during the nineteenth 
century self- proclaimed experts coming from medical backgrounds 
perceived, diagnosed and declared social problems as if they were 
illnesses.27

Medical doctors in Belgium –  as in other countries in Western 
Europe –  became more and more convinced that the improvement 
of public health could not only be achieved via medico- technical 

  

 

 

 

 

 

 

 

 

 



139Public health, hygiene and social activism

139

and infrastructural innovations or scientific discoveries, but also 
by initiating, developing and steering social policies. A number of 
physicians pleaded for sanitation measures to be taken on a wide 
scale, and suggested actions that had to encourage personal and 
public hygiene and prevent epidemics. They reached an audience 
of fellow medical professionals, policymakers, but also members 
of the working class. Their ambitions strongly overlapped with 
initiatives taken by philanthropists and social reformers. Until the 
1870s, these groups must be seen as strongly intertwined because 
they fought for the same social causes, met each other in learned 
societies such as the Académie royale des Sciences, des Lettres et 
des Beaux- Arts de Belgique and wrote for and/ or read the same 
journals (e.g. Le Progrès).28 However, medical societies had emerged 
already in the 1820s in urban centres such as Brussels (Société des 
Sciences médicales et naturelles de Bruxelles, 1822), Ghent (Société 
de Médecine de Gand, 1834) and Antwerp (Société de Médecine 
d’Anvers, 1834).29 The differences between these private associ-
ations and newly founded public institutions such as the Académie 
royale de Médecine de Belgique (1841) were minimal, both with 
regard to their membership and the recommendations they made to 
the Belgian government and local authorities.30

The case of Adolphe Burggraeve, a practising surgeon and pro-
fessor of anatomy and surgery at the State University of Ghent, 
illustrates the emergence of a modern type of professionalised phys-
ician who used his medical training in his search for social reform 
measures (Figure 4.1). Burggraeve was renowned for his innovative 
treatment of wounds and fractures. His elegant style of presenting 
preparations appealed both to a scientific and a wider audience.31 In 
1835 he was appointed as professor of anatomy at his alma mater 
in Ghent, where in 1828 he had obtained a degree in medicine with 
a thesis on syphilis. Burggraeve belonged to an engaged urban elite. 
As a member the Académie royale de Médecine de Belgique and the 
Société Huet,32 and as a co- founder of both the Société de Médecine 
de Gand (1834) and the Société royale d’Histoire naturelle de Gand 
(1851), he was rooted in several associations that incarnated the 
changing spirit of the time.

Especially the Société de Médecine de Gand offered a platform 
where Burggraeve and fellow academics, hospital staff and mili-
tary physicians discussed both medical innovations and measures 
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to improve urban living conditions.33 They collected and published 
leaflets and handbooks on infections, epidemics and venereal diseases 
and on social issues such as food provision, the installation of public 
toilets or the softening of sickening smells. Moreover, they advised 
the Belgian government and local authorities on health policies and 
made suggestions for the improvement of the industrial environment. 
One of the most prominent studies in this field was written in 1845 by 
Daniel Mareska and Jean- Julien Heyman. Their investigation of the 
labour conditions and moral and physical situation of the workers 
employed in Ghent’s cotton mills34 stimulated further inquiries but 
also initiated social policies.35 In the 1860s, plagues of cholera struck 
several neighbourhoods in Ghent. Relying on the recommendations 

Figure 4.1 Portrait of Adolphe Burggraeve.
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he found in the old report of Mareska and Heyman, Burggraeve took 
action with a drastic sanitation of the Batavia quarter. This working- 
class neighbourhood, known as an ‘urban furuncle’, was demolished 
and rebuilt.36 The reuse of urban space would also shape new oppor-
tunities: the university reached an agreement with city authorities to 
build a prestigious Institut des Sciences (1883) on terrain that had 
been cleared.37

Burggraeve and his fellows at the Société de Médecine de Gand 
illustrate that the role physicians played in the development of 
public healthcare went beyond the scope of the individual body or 
the neutrality of their scientific training. The rise of public health 
resulted directly from the growing social commitment of physicians. 
By advocating social change and progress, their medical expertise 
could hardly be dissociated from upcoming philanthropic and 
reformist advocacy networks or political movements. Physicians in 
Belgium are therefore not to be regarded as neutral: they claimed a 
social position and influenced decision- making processes. Especially 
the upcoming progressive wing38 within the Belgian Liberal Party 
functioned as an ally for social physicians: the political programme 
proposed by the ‘progressisten’ for tackling the bad living conditions 
of the working class focused on improved housing, better nutrition 
and accessible education.39 Hence, the fact that Adolphe Burggraeve 
participated in the elections for Ghent City Council in 1858 and 
got elected for the Liberal Party was by no means an exception.40 
Physicians of Burggraeve’s kind were embedded in contemporary 
ideological discussions and as a group of expert professionals they 
became both an instrument for and a force behind the gradual 
expansion of the state and its social policies.41 In consequence, the 
rise of public healthcare was a process of negotiation between med-
ical professionals and state officials, whereby the difference between 
the physician and the  politician was sometimes paper- thin.42

It must be stressed that in nineteenth- century Belgium the devel-
opment of public health initiatives was first and foremost entrusted 
to local medical societies, authorities and institutions. The image 
of the Belgian night- watch state is related to the relative absence of 
interventions by the national state itself, at least up till the 1890s. 
However, the growing social engagements of physicians were limited 
to the local context. Many transnational connections between 
reform- minded citizens were established. The increased transnational 
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interlinking between learned societies, where the social question is 
defined in different places by observation of local conditions in rela-
tion to the urbanisation and industrialisation processes, has been 
identified by Pierre- Yves Saunier as the first circulatory regime. 
Clergy, political activists, entrepreneurs, academics and politicians 
exchanged words and experiences in the North Atlantic space.43 
In absence of INGOs, international congresses became the most 
important form of ‘scientific internationalisation’ in the early and 
mid nineteenth century.44 They were the venues par excellence for 
scientists, administrators, politicians, artists and others to meet and 
exchange ideas. Several Belgian physicians took leading roles at 
these events, but none as prominent as Adolphe Burggraeve. At the 
second meeting of the Association internationale pour le Progrès des 
Sciences sociales, held in Ghent in 1863, he presented his model for 
the ideal working- class quarter: a clean and healthy neighbourhood 
with many hygienic facilities and infrastructure for childcare and 
education.45 His plans were influenced by models in London and 
Mulhouse, which were also discussed at the association’s events. In a 
similar vein, these models linked the housing question of the working 
class to savings, mutual support and popular education. In his speech, 
Burggraeve grasped the opportunity to highlight the information on 
the situation in Ghent collected by his colleagues and himself and to 
criticise the small progress made by local politicians when it came 
to improving the workers’ living environment. The ‘battalions of 
disease and death’ in Ghent were believed to contrast strongly with 
the situation in Mulhouse.46 These international gatherings were not 
just fructifying meeting places for fellow socio- medical experts to 
exchange new ideas and practices. More so, here, an epistemic com-
munity was in the making. However, the congresses also offered a 
platform that strengthened the expert’s image and offered him an 
opportunity to build personal networks with fellow reform- minded 
elites. Burggraeve’s international engagements made sure that his 
voice was heard on a local and national level. His reputation as 
a leading man within the international scientific elite increased his 
influence in policymaking processes: by reporting facts (informa-
tion politics) he fostered change and by relying on his cross- border 
network while evoking foreign best practices, he had a consider-
able impact on the ways like- minded people would lobby for and 
 advocate social change.47
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Applied sciences and preventive healthcare

The establishment of the Ghent Institut des Sciences was a direct 
result of the growing sociopolitical role physicians claimed, but 
the construction of modern scientific laboratories inspired by the 
German polytechnical schools in several Belgian university cities 
also marked changing views on medical knowledge, the physician’s 
professional identity and public healthcare. In Liège, Leuven and 
Brussels similar institutions were built, inspired by model institutes 
in Heidelberg, Bonn and Berlin. In this new infrastructure experi-
ence and education were linked together (see Chapter 5, p. 185).48 
This maelstrom of building works was strongly supported by 
the first Belgian minister for education, the liberal Pierre van 
Humbeeck, who provided government funding for universities to 
modernise their scientific infrastructure. The investments of the 
state in modern science and laboratories indicate the shift from 
the local to the national level, which the Belgian liberals were 
trying to carry through, at least in the educational field, during the 
(short) period they were in power (1879– 84). The models of the 
polytechnic schools of Dresden and Berlin were widely discussed 
at the Congrès international de l’Enseignement held in Brussels in 
1880 and inspired the present elite educators and policymakers and 
certainly also members of the Ligue de l’Enseignement belge such 
as Van Humbeeck.49 The influence went beyond architecture: the 
German scientific innovations were fiercely discussed in Belgian 
magazines, many Belgian professors like Héger and Frédéricq 
established firm ties with German colleagues and German scientific 
journals became important models.50

The new insights obtained between 1870 and 1890 are part 
of what is generally called the Pasteurian or bacteriological revo-
lution. They stimulated the physician’s training and interdiscip-
linary research, which resulted in several scientific innovations, 
the improvement of diagnostics, cures and prevention strategies 
and the establishment of the laboratory as part of the physician’s 
infrastructure.51 The new university infrastructures not only left 
their mark on academic achievements, in Ghent, Leuven and Liège 
they were also used by the provincial authorities. In the absence 
of a Ministry of Public Health and given the local fragmentation 
of hygienic initiatives, these provincial authorities would, from the 

  

  

 

 

 



144 Beyond the nation state

1890s onwards, develop public laboratories for bacteriology. By the 
turn of the century provincial institutes were established in Liège, 
Mons, Namur and Brussels. Both the academic and the provincial 
laboratories would provide public services such as the inspection 
of potable water, the distribution of sera against infectious diseases 
and bacteriological diagnosis of cholera, diphtheria, tuberculosis 
and rabies. Local authorities, physicians, medical societies and 
veterinarians could make use of the services of these laboratories 
free of charge. An imagery of commitment to public service was 
cultivated by the medical professionals operating these laboratories, 
such as Ernest Malvos, Martin Herman or Achille Haibe.52

The bacteriological revolution had a strong impact on the social 
role of physicians and public health questions too, linking social medi-
cine more profoundly to applied sciences. More than merely advising 
policymakers on healthcare issues, physicians were employed by 
the government to implement hygienic measures. The private elite 
practitioners of the 1850s, rooted in philanthropic circles, slowly 
made space for public healthcare professionals. By the 1880s, local 
Belgian governments had taken over many of the medical services that 
were traditionally provided by private practitioners, denominations 
and beneficence houses. The number of physicians working in gov-
ernmental service significantly rose and they provided medical ser-
vice in working- class districts, prisons, schools, etc.53 This was of 
major influence for the professional development of physicians in 
general and healthcare experts and hygienists in particular.54 The 
institutionalisation of medical professions went hand in hand with 
the centralisation of social policies and healthcare provision. Due to 
the foundation of the Superior Health Council (Conseil supérieur 
de la santé) (1849), the Royal Society of Public Health (Société 
royale de médecine publique) (1876) and medical journals such as 
Le Scalpel or Le Mouvement hygiènique, local public medical ser-
vices and the national healthcare agenda became more aligned and 
coordinated. The campaigns and measures to improve public health 
became more extensive and no longer focused solely on problem 
solving but also on prevention. Public spaces with a high risk for 
raising epidemics or infections were closed and disinfected when 
possible. Medical checks were made mandatory for risk groups 
such as prostitutes, children, miners, etc. Nevertheless, the degree of 
state intervention in public health remained a contentious political 
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issue, which divided the liberal party between hesitant conservative 
liberals –  advocates of the nightwatchman state –  and their more 
interventionist progressive colleagues.55

Hence, the most far- reaching preventive health measures, such as 
the establishment of medical inspection services for public schools, 
occurred in the liberal strongholds of Brussels (1874), Antwerp 
(1882) and Ghent (1896).56 Here school hygiene was brought to 
the attention of policymakers due to the alliance of progressive 
(liberal) politicians and politically active physicians. The phys-
ician Eugène Janssens played a vital role in the development of 
Brussels’ health services,57 and his pioneering work in the 1870s 
was presented as a successful example by like- minded physicians in 
Antwerp, Ghent, Liège and Charleroi. Soon after, Janssens founded 
a service of medical inspection in public schools in Brussels as part 
of the city’s centralised health service (1874); the Antwerp phys-
ician Victor Desguin presented Janssens’s model and ideas to the 
Société de Médécine d’Anvers. Moreover, as a member of Antwerp 
City Council and later also as alderman for education, Desguin 
would plead for the improvement and modernisation of the local 
healthcare system, with special attention for children and educa-
tion. The networks of these physicians went beyond the borders of 
the Belgian nation state. Both Desguin and Janssens participated in 
the Congrès international de l’Enseignement (Brussels, 1880) where 
a section was dedicated to the matter of school hygiene. Two years 
later, Desguin established a medical school inspection in Antwerp, 
which he considered a model to be promoted actively abroad.58 At 
the sixth international hygiene and demography congress (Vienna, 
1887), Desguin presented the Antwerp model.59 The medical school 
inspection had to highlight the city’s modern, science- based educa-
tional policy. In general, these services came about when liberals 
were in power and were used as propaganda against the Catholics. 
The medical school inspection only had the authority to medic-
ally check the children of public schools. Catholic schools did not 
benefit from these centralised medical services and were therefore 
framed as unhealthy and unhygienic.60

Preventive medical campaigns were also initiated by private 
activists and organisations. The fight against alcohol was fought 
by (army) physicians, clergymen and teachers (rather than by local 
or national authorities), who joined forces and founded private 
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temperance societies in the late 1870s. Until 1889 no licence was 
needed for opening drinking establishments in Belgium. The first 
restrictive laws were voted only around 1900, and the Comité 
national antialcoolique was founded in 1912. The majority of anti- 
alcohol campaigners were rooted in urban progressive Catholic 
milieus, while a minority was socialist or claimed to be apolit-
ical.61 The anti- alcohol movement found an ally in the women’s 
rights movement. The Ligue belge du Droit des Femmes strongly 
believed that women could play a role in solving the problem of 
alcohol abuse. Wives were direct victims of the drunkenness of 
their husbands. Hence, feminists such as Marie Parent claimed 
that women had the important task to stop men from excessive 
drinking.62

More than a pure medical issue caused by social factors, alco-
holism was perceived in Belgium as a problem of the individual 
resulting from a lack of awareness and willpower. The Ligue patrio-
tique contre l’Alcoolisme was founded in 1879 by three physicians, 
Louis Martin, Hippolyte Barella and Théodore Belval. Their main 
focus was to spread anti- alcohol propaganda and establish local tem-
perance societies throughout the country. The Ligue was successful. 
After the violent strikes of 1886, the number of societies rapidly 
increased.63 They campaigned, among other things, via physicians 
who published both scientific works as well as practical leaflets 
that informed the population about the dangers of alcoholism 
and  countered prejudices and superstitions with scientific facts. 
One key work was De alcohol in’t licht der wetenschap, written 
by the physician Alfred De Vaucleroy, in which he disaffirmed with 
scientific experiments the popular beliefs that alcohol stimulates the 
digestive system or has healing properties (see Chapter 9, p. 339). 
He was actively involved in the transnational networks of the tem-
perance movements and discussed his views at many of the Congrès 
internationaux contre l’abus des boissons alcooliques. Although 
his thoughts were well perceived by the international audience of 
alcohol experts, De alcohol in’t licht der wetenschap was illustrative 
for the particular position of Belgium in the fight against alcohol. 
In contrast to protestant countries, many Belgian reformers were 
not in favour of total abstinence. They rather plea for moderation, 
by raising awareness and banning distilled drinks in general and 
absinthe in particular.
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In the Congo, preventive medicine followed the same dynamics 
of specialisation enhanced by transnational exchange of knowledge 
(see Chapter 3, p. 104). However, this occurred with some delay in 
comparison with things happening in Belgium. Understandably, this 
has to do with the fact that participation of Belgians in expansionist 
projects in Africa started only in 1876. The CFS, founded by King 
Leopold II in 1885 in the margins of the Berlin Conference, was a 
one- man business in many ways, in which the Belgian state did not 
participate officially. No wonder that it mobilised but a small body 
of medical experts and provided scanty means for the development 
of a service médical (founded in 1888).64 The Leopoldian exploit-
ation economy was dependent on private concessionary companies, 
investing, inter alia, in the construction of railways. These com-
panies recruited no more than a few doctors, mainly to keep their 
white staff healthy. They undertook little action to protect the health 
of African and Asian labour forces, and certainly did not take pre-
vention measures involving the rest of the population. In Belgium, 
the development of tropical hygiene and healthcare came late and 
one may say that it happened in an unstructured way, certainly 
when compared with countries with a much older imperial past 
such as France, where ‘colonial’ hygiene was shaped by provincial 
military institutions belonging to the navy; or the United Kingdom, 
which took advantage of its maritime medical tradition while at the 
same time relying on experience in combating epidemics in colonial 
India and the rest of the empire, thus leading, at the end of the nine-
teenth century, to the creation of schools for tropical hygiene and 
medicine in Liverpool and London.65

Nevertheless, in Belgium during the last quarter of the nineteenth 
century there was a gradual professionalisation in tropical hygiene 
and healthcare. In this respect, we should emphasise the importance 
of transnational knowledge exchanges through four channels: first, 
the international congresses on colonial hygiene and acclimatisation, 
where Belgians matched their experiences in Congo against those 
of other empires; second, a new intellectual ‘colonial’ sociability, 
comprising the geographical societies of Brussels and Antwerp, 
the Institut national de Géographie and the Société (royale) belge 
d’Etudes coloniales, which popularised and distributed knowledge 
in the fields of colonial hygiene and healthcare via lectures, courses, 
journals and books, thereby using information accumulated through 
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an extensive network of relationships with similar societies abroad; 
third, the CFS’s medical apparatus, consisting of Belgian and foreign 
staff, who initially managed a few poorly equipped sanatoria in the 
Lower Congo and focused exclusively on white state officials, but 
eventually also had a medical laboratory in Leopoldville, and from 
1906 onwards, received support from a school of tropical medi-
cine in Brussels, equipped with a bacteriological laboratory; fourth, 
inter- imperial knowledge exchange in combating major epidemics 
such as sleeping sickness, smallpox, leprosy and malaria, leading to 
prevention and vaccination campaigns, which initially focused on 
the white coloniser, but later on, when the human catastrophe was 
at its height and could no longer be ignored, became also oriented 
towards the African population.66

To understand Belgian appreciation of hygiene in an African con-
text during the ‘installation’ phase of Leopoldian rule, one has to 
split up the concept into two complementary types: ‘travel hygiene’ 
and ‘residential hygiene’. However, in the early years of Belgian 
presence, the first type prevailed, as exploration was at the heart 
of the African enterprise. The literature produced in the 1870s and 
1880s primarily aimed at making European explorers survive the 
‘hostile’ environment they had to cross, focusing on ‘healthy’ rules 
of conduct for white males while cruising the African rivers, the 
Maxim gun in hand … As more and more people were faced with 
death –  especially when the Free State’s first, unprepared agents 
were establishing stations for permanent residence –  attention 
shifted to ‘residential hygiene’. This included health education for 
state officials, guidelines for building houses, laying emphasis on 
good aeration of the premises, inspired by studies that highlighted 
the impact of climate on the health of Europeans in Africa. The 
explorer Jérôme Becker illustrates this shift at a Berlin congress 
on colonial hygiene in 1886. In his speech he stressed the import-
ance of physical training, clothing, balanced food and drinks and 
taking precautions against heat, cold and humidity.67 From the 
1890s onwards the discussion became more emphatically medical, 
with an increased participation of physicians in public debate and 
more pronounced attention given to linking fieldwork to labora-
tory research, and ultimately to prevention campaigns. Gustave 
Dryepondt’s career illustrates the various aspects of this transition 
period in a tropical context very well.
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Born in Bruges in 1866, Dryepondt graduated in medicine at 
the University of Brussels in 1890. The very same year he was 
recruited as physician to join the Van Kerckhoven expedition, 
initially destined to ‘pacify’ the eastern part of the Congo Basin, 
but known in later years as a violent imperialist attempt by the 
Leopoldian regime to gain access to the Nile Basin. During a stop 
in Leopoldville, Dryepondt was instructed to give medical aid to 
the white agents in this increasingly important station that gave 
direct access to the Upper Congo. Health reasons withheld him 
from continuing his work for the expedition, but in Leopoldville 
he lay the foundations of a small hospital. After a three- year stay 
in Congo, Dryepondt returned to Belgium in 1893 to recuperate. 
He immediately valorised his newly acquired medical knowledge, 
becoming an energetic speaker at learned societies, in particular 
the Société belge d’Etudes coloniales, where in 1894 he started 
the first medical courses for Belgians destined for a career in 
Congo. The content of his lessons was integrated in a Guide prat-
ique hygiénique et médical du voyageur au Congo, issued by the 
administration of the CFS, on behalf of which Dryepondt served 
as conseiller médical. Dryepondt paid particular attention to cli-
matic conditions. For many years Dryepondt’s guide had a major 
impact on the life of Belgian agents in Congo. In fact, the guide 
became the second part of the collective work Manuel du voyageur 
et du résident au Congo, published by the Société belge d’Etudes 
coloniales in 1897. Every ‘colonist’ was expected to read this 
book.68 Dryepondt returned to Africa several times, both as a phys-
ician and as an administrator of colonial companies. Eventually he 
started pleading in favour of creating a Belgian school for trop-
ical medicine following the British example. For this purpose, he 
established contacts with foreign experts, mainly at international 
congresses. Dryepondt shifted his attention to a more medical 
approach of tropical hygiene and healthcare. He became an advo-
cate of introducing a professionalised organisation of the medical 
services in Congo as well as of establishing a medical laboratory in 
Leopoldville. It should be stressed that only in the post- Leopoldian 
period did he become really interested in the hygienic conditions 
of the African populations, supporting large- scale  prevention 
campaigns.69 As Mertens and Lachenal have stressed, with the 
Belgian takeover of Congo the international significance of the 
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sleeping sickness in particular served as a leverage, at the national 
level, for the profession of tropical medicine to obtain support 
within the state. Moreover, in the interwar period physicians such 
as Jérôme Rodhain and Jean E. van Campenhout contributed to 
the embedding of Belgian knowledge in an international sphere of 
expertise, taking a prominent role in the coordination of the fight 
against sleeping sickness and other epidemics through the League 
of Nations Health Organization (LNHO).70 Several contributions 
stress the international dimension of medical care, highlighting 
the growing influence of pharmaceutical multinationals and inter-
national health organisations. Such internationalism, moreover, 
was not limited to the European mainland. Medicine in the Belgian 
Congo, as Sokhieng Au makes clear, cannot be understood without 
acknowledging the competing presence and influence of American 
Protestant missions in the region.71

National health protection and the well- being  
of the state and its citizens

At the turn of the twentieth century and especially after the First 
World War, medicine became the social science par excellence. The 
Polish- French medical doctor Petre Trisca wrote in 1923 that ‘there 
is no one better than the doctor to observe society, the physician 
is urged by his professional training to penetrate into all environ-
ments and to see everything. He truly understands the economic 
state of the country, the psychology of the various social classes, 
the moral diseases that use the energies, the physical diseases that 
destroy the body.’72 Trisca’s words reflected the growing awareness 
that there was a close relation between social and economic pro-
gress and public health. Therefore, physicians and policymakers 
were convinced that social medicine should be more than providing 
public healthcare, it should also be searching for ways to protect 
and improve national health. This resulted in the emergence of new 
scientific medical disciplines, domains and practices like eugenics, 
craniology, pre- marital check- ups, birth control for disabled people, 
periodic medical examination, the sterilisation of abnormalities and 
social prophylaxis in order to prevent venereal diseases and ‘racial 
hygiene’ (see Chapter 8, p. 287).73
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‘Pour prospérer, la nation a besoin de toutes ses forces’.74 This 
precept of the Belgian journal Revue d’eugénique reveals how social 
medicine was regarded as the solution to many problems and being 
healthy was turned into a moral duty. Physicians therefore felt the 
urge to claim a greater role in defining social/ health policies and pro-
tective laws.75 Indicative for the important role physicians played 
in Belgian society was the loi de défense sociale (9 April 1930), 
which allowed medical professionals to decide whether perpetrators 
of crimes were (ir)responsible because of their mental state. The 
purpose of this law was twofold: to provide those deemed insane 
with appropriate care and to protect society. In the first half of the 
twentieth century, social medicine further institutionalised, which 
resulted in a professionalisation of the healthcare system. In 1913, 
the Bulletin de l’Association belge de Médecine sociale was founded 
by the  physician René Sand (Figure 4.2), providing a platform for 
knowledge exchange on social questions within the field of medicine 
and advocacy for civil servants, members of various medical boards, 
‘hygienist physicians’ –  in 1908, a one- year postgraduate training for 

Figure 4.2 Portrait of René Sand. From an obituary notice 
connected with the International Congress of Social Work, 1953.
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physicians to obtain the degree of médecin hygiéniste was installed 
at the State Universities of Ghent and Liège –  and other medical 
professionals. The journal responded to the urgency of coordinating 
the proliferation of measures, initiatives, councils and (often local) 
semi- public and private medical associations dealing with public 
healthcare and social medicine. A major influence was the growing 
importance of labour legislation for which physicians played both an 
advising as well as an executing role.76

Historians have argued that during the twentieth century the 
domain of industrial medicine and industrial diseases has been a 
scene of crucial struggles at the transnational level.77 Although 
Belgium, like France and the Netherlands, was sometimes left 
out of major discussions in the industrial hygiene section of the 
International Labour Organisation (ILO), it was strongly involved 
in many transnational social medical exchanges.78 Already near the 
end of the First World War, in spring 1918, the Belgian government 
sent a mission to the United States to study the organisation of 
labour, industrial production, social services and American society 
as a whole. The mission included the physician, social worker 
and internationalist René Sand.79 In 1919 René Sand published 
his views on the methods and aims of social work in the United 
States and Britain in order to stimulate the professionalisation of 
social work in Belgium.80 In the same year, together with Marie 
Derscheid, he started building the first Belgian school for the educa-
tion of social workers (Ecole temporale de service social). In 1927, 
Sand translated and spread the work of Mary Richmond (What is 
Social Casework? An Introductory Description), which can be seen 
as a milestone in the professionalisation of social work.81

Professional social work stems from cognate scientific fields as 
social medicine and hygiene but also from a transnational know-
ledge exchange and the development of international organisations 
such as the Red Cross and platforms like the International 
Conferences of Social Work.82 Sand, who contributed to the resur-
gence of the Red Cross in Belgium after the First World War, was 
in 1921 appointed as general secretary of the Ligue des Sociétés de 
la Croix- Rouge, which stimulated the international cooperation in 
social work. Together with Alice Masarykova, Sand would play an 
important role in the establishment of the first Conférence inter-
nationale de Service social (Paris, 1928).83 He also contributed to the 
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international exchange of socio- medical knowledge as he travelled 
all over the world to lecture on social medicine. Already in the early 
1920s, Sand belonged to a group of socio- medical professionals 
including Alfred Grotjahn, Ludwig Teleky, Alfons Fischer, Adolf 
Gottstein and Andrija Stampar who gave social medicine a scien-
tific underpinning, stimulating the emergence of several university 
chairs for social medicine and the foundation of social hygienic 
academies.84

Sand’s initiatives are marked by a strong international scope, 
making him part of a wider trend identified by Saunier as the 
third circulatory regime, when social experts searched for uni-
versal norms and standards for social policies, professions and 
practices. They were strongly convinced that the universal spread 
of scientific social knowledge in general, and social medicine in 
particular, would lead to the ‘well- being of humanity throughout 
the world’. The third regime was marked by the emergence of 
new international players with worldwide responsibilities such 
as the Office international d’Hygiène publique (OIHP, founded 
in 1907) and the aforementioned LNHO (founded in 1922). The 
League of Nations became an important actor in this field of social 
policy and many pre- war epistemic communities became further 
institutionalised.85 Collectively, they formed the diverse landscape 
of the international health work of the interwar period.86 Among 
these newly found international players, the Rockefeller groups 
particularly distinguished themselves with their contribution to the 
circulation of technical knowledge in the field of social hygiene and 
social medicine and financing of several new initiatives.87 With the 
support of the Rockefeller Foundation, Sand managed to create the 
first academic chair for history of medicine and social medicine at 
the Université Libre de Bruxelles (1945).88

New activism, new public health systems?

As it has been stipulated throughout this book, the medical his-
tory of Belgium in the twentieth century has been to some extent 
underexposed and this has also been the case with the history 
of social medicine and the public healthcare system. The public 
healthcare system was expanded and became more regularised and 
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institutionalised in the wake of the Second World War. The Belgian 
government initiated an obligatory health insurance (Ziekte  en 
Invaliditeitsvoorziening, ZIV 1944) which came into the hands 
of a new central government agency, the Rijksdienst voor Ziekte-  
en Invaliditeitsverzekering. The national unity government also 
launched the so- called social pact, which bundled legislation on 
sickness and invalidity insurance, unemployment, pensions, child 
benefit and annual holiday for employees with the aim of improving 
the social security system and implementing the measures more effi-
ciently (see Chapter 6, p. 224).89

Physicians were integrated in the system as mediators between the 
state, the patient and the health insurance agencies. They determined 
whether someone needed medical care (financial) support, but 
they were also expected to act as financial watchdogs to prevent 
abuse. Already from the start, ZIV caused a lot of problems. On 
the one hand, the law was full of gaps, leading to serious financial 
deficits.90 On the other hand, ZIV caused political controversy. The 
public healthcare system became politicised to a far greater extent 
than before. In Belgium several attempts were made to control the 
constantly expanding healthcare budget.91 As it had been the case 
everywhere in Europe in the period after 1960, the Belgian public 
health system was strongly questioned, leading to continuous pol-
itical debate about the healthcare system’s sustainability.92 Western 
healthcare systems were facing spiralling costs that needed to be 
kept within reasonable limits without losing the principle of dis-
tributive justice in the welfare state.93 But also the relation between 
the physicians as a professional group and the government became 
at times tense due to debates on the efficiency of medical service, 
savings in costs or the negations of the physicians’ fees.

The postcolonial period is characterised by policies of efficiency 
and privatisation. At the same time, the field of social medicine took 
a global dimension thanks to initiatives launched by WHO, and 
planetary debates and actions concerning public health ignited by 
social movements and INGOs.94 Global health implies the consid-
eration of the health needs of people of the whole planet above the 
concerns of particular nations. The term ‘global’ is also associated 
with the growing importance of actors beyond governmental or 
intergovernmental organisations and agencies, for example the 
media, internationally influential foundations, non- governmental 

  

 

 

 

 

 



155Public health, hygiene and social activism

155

organisations (NGOs) and transnational corporations.95 The work 
of contemporary players of ‘global’ stature such as the microbiolo-
gist Peter Piot, who discovered the Ebola virus in the 1970s, or 
the world- renowned fertility expert Marleen Temmerman, is clearly 
rooted in the ‘Belgian’ context of social activism, although both 
soon widened the scope of their scholarly and social commitments, 
first to Africa and its most vulnerable citizens, and finally to the 
entire planet.

The Institute of Tropical Medicine in Antwerp in particular gave 
the children of May 1968 wings to support their solidarity with what 
was then called the ‘Third World’. Their engagement was embedded 
in the broader activism of the emerging ‘new’ social movements of 
the 1970s, the Third World movement in particular. Development 
work meant exercising social commitment. In the Belgian medicine 
faculties of the 1970s, this was certainly not a central concern. The 
number of initiatives was rather limited and they were not really 
‘carried’ by the corps of professors, only by a minority of socially 
driven scholars within the faculties. In the fall of 1976, Peter Piot 
moved to the village of Yambuku on the Congo River to investigate 
the outbreak of an unknown disease that caused high fever, diar-
rhoea and severe bleeding. Piot had joined the Institute of Tropical 
Medicine in Antwerp two years after graduating and he specialised 
in microbiology.96

In September 1976, a blue thermos flask from Kinshasa arrived 
at the Antwerp laboratory for microbiology, containing blood 
samples from a Flemish missionary sister. An electron microscope 
survey showed that the deadly disease was not a normal virus, but 
a giant worm structure that had never been observed before. The 
then twenty- seven- year- old Peter Piot, who had never visited Africa 
before, boarded a C- 130 aircraft, and flew from the capital of Congo/ 
Zaire to the rainforest. His mission was to diagnose the mysterious 
virus in its local context and stop the epidemic. After three months 
of improvising on the spot, he succeeded in observing how the virus 
was transferred. The virus was named after a neighbouring river, the 
Ebola. Forty years later, the sociopolitical circumstances in which 
the Ebola virus thrives has hardly changed. Political destabilisation, 
a dysfunctional health system, superstition, denial, poverty: the 
classical curative approach with vaccines, medication, isolation 
and quarantine is not enough if political, social and cultural factors 
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are not taken into account. In addition, international organisations 
such as WHO fail to safeguard universal human rights. When in the 
summer of 2014 a very serious Ebola epidemic again broke out in 
West Africa, WHO was only seriously alerted after two American 
citizens had been flown home in alarming conditions. Meanwhile, 
more than a thousand dead victims were counted in Africa. At that 
moment Peter Piot had acquired the moral authority to denounce 
this scandalous fact worldwide.97 In Piot’s opinion, science cannot 
be separated from activism and politics.

In October 1983, six years after the discovery of the Ebola 
virus, Piot discovered more than fifty acquired immune deficiency 
syndrome (AIDS) victims –  men and women –  in the Mama Yemo 
Hospital in Kinshasa. This confirmed the hypothesis that the infec-
tion was also transmitted through heterosexual contacts. For Piot 
this was a eureka moment of tremendous importance. Project SIDA 
in Zaire –  an American– Belgian– Zairian research mission –  became 
the world’s first international AIDS campaign. In the 1990s Piot 
made the move from medicine to international institutions ‘to 
change the world’. He took leading positions in the International 
AIDS Society, the AIDS programmes of WHO and UNAIDS, of 
which he was the founding executive director, combining his 
work with the position of assistant secretary- general of the United 
Nations. In Belgium itself, AIDS had initially appeared as an 
‘imported’ disease, which was thought to be limited to (American) 
homosexuals and Africans. As a result of this, as Hans Neefs has 
shown, AIDS policy first developed largely outside the established 
public health structures. It was a new terrain of public health that 
developed from below through the work of medical experts such as 
Piot and Jan Desmyter. These medical experts developed policies of 
testing (surveillance), AIDS education, contact tracing, etc. In the 
second half of the 1980s, grass- roots AIDS organisations succeeded 
in reframing AIDS as a wider public health problem, not limited to 
gay people. Politicians now followed in setting up campaigns on safe 
sex, tackling ideologically difficult questions of sexual morality.98

Marleen Temmerman, a gynaecologist, women’s rights activist 
and professor at Ghent University, followed a similar course. In 1987 
she went to Kenya in the context of an AIDS research project set up 
by Peter Piot at the Kenyatta National Hospital in Nairobi. There 
she examined if and how women and children could be infected 
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with human immunodeficiency virus (HIV). In 1992, the year she 
returned to Ghent, she received 2.4 million ECU from the European 
Commission to build an institute. It was seed money for starting up 
the International Centre for Reproductive Health (ICRH), founded 
in 1994. The ICRH was anchored in Ghent, with branches in Kenya 
and Mozambique. More than twenty- five years later it has grown 
into one of the largest centres of excellence in the field of repro-
ductive health in the world. It has projects on a range of issues such 
as AIDS, sexually transmitted diseases, contraception, abortion, 
family planning, maternal mortality, genital mutilation, women’s 
and children’s health and sexual violence. The centre’s strength 
is the dynamic interaction between  multidisciplinary science and 
development cooperation and the implementation of research 
results into policy. It is no coincidence that Temmerman has been 
involved in politics. She was a senator for the Flemish Socialist 
Party from 2007 to 2012. She believes that scholars have the moral 
duty of giving politicians a language to speak and ask the right 
questions about public health. The UN Sustainable Development 
Goals provide a good guideline. From 2012 to 2015 Temmerman 
was a director at WHO. Since 2015 she has returned to Kenya, 
where she is leading the Department of Obstetrics and Gynaecology 
at Aga Khan University and continues to address women’s health 
issues through the Aga Khan Development Network.99

In conclusion, it is clear that Piot and Temmerman are part of 
a long- standing tradition of social and medical activism. The his-
tory of public health and social medicine was a dynamic process of 
interaction between policymakers, physicians, medical and other 
professionals (civil servants, teachers, publicists, etc.), on the one 
hand, and social activists and reform movements, on the other. 
Moreover, public health is also a process of negotiation between 
various medical professionals and other experts on the issues of 
what public health was supposed to be, how it could be studied and 
how it needed to be improved. Both Adolph Burggraeve and Victor 
Desguin illustrated that in this process of negotiation no clear dis-
tinction could be made between the state, private practitioners 
and physicians who were never neutral and did not only influence 
decision- making processes but also became politically engaged, 
as they conducted policies and became a cog in the machinery of 
government. Many early local urban initiatives were launched by 
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both medical professionals (in the making) and statisticians, thus 
trying to identify and explore socio- economic determinants for 
disease outbreaks.100 Regarding the late nineteenth century, it has 
been observed that these local dynamics evolved towards more 
centralised actions targeting the containment of epidemics, thus 
resulting, in the course of the twentieth century, in the emergence of 
national medical policies that aimed at improving public health.101

At the same time, social and medical activists negotiated their 
theories and policies and exchanged their thoughts and practices in 
an increasingly globalising world. As Eijkman had already noticed, 
these dynamics in the nineteenth and twentieth century were barely 
restricted by the borders of the (Belgian) nation state. Therefore, we 
have argued that the emergence of public healthcare in Belgium cannot 
be seen apart from cross- border exchanges, scientific innovations, 
social reform ambitions, but also inter-  and intra- imperial dynamics. 
A similar story can be told in regard to social reform, starting with 
the initiatives taken by urban philanthropic circles. These initiatives 
contributed to the institutionalisation of social action, the emer-
gence of national social policies and the development of social legis-
lation. With the rise of the modern welfare states in the course of the 
twentieth century and the internationalisation of social politics, the 
entanglement of social and medical policies became even stronger. 
The role the physician René Sand played in the professionalisation 
of social work clearly illustrated that in the early twentieth century 
no strict distinction between medicine, public healthcare and social 
welfare could be made. The changing circulatory regimes, scientific 
development and sociopolitical circumstances had a profound influ-
ence on the evolving concept of social medicine, but in essence public 
health and hygiene initiatives and locally rooted social activism 
remained closely intertwined. In this chapter we have shown that 
in Belgium sociopolitical interventions were more coordinated than 
argued before. Nineteenth- century Belgium has indeed predomin-
antly been described as a nightwatchman state. But when hygienists 
and the like are approached as part of a (transnational) movement, 
we should nuance and even doubt this. Historians have shown that 
already in the early nineteenth century private and public actors tried 
to improve public hygiene and living conditions, increasingly seeking 
government support from the second half of the nineteenth century 
onwards. Especially at the local level, many social interventions and 
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actions took place in nineteenth- century Belgium. Furthermore, 
recent studies have shown that locally active physicians and the 
like belonged to a wider (transnational) movement, transcending 
their professional and disciplinary borders.102 This is similar to the 
upcoming labour unions and health insurance funds, which were 
also firmly rooted in international epistemic communities.103
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Ways of knowing medicine

Renaud Bardez and Pieter Dhondt

An ideal physician should meet many different requirements. The 
person in question should have a vigorous mind, he or she should 
possess a large degree of common sense, be capable to act judi-
ciously and decisively, have a well- balanced personality of high 
moral standing, combined with social consciousness and a practical 
knowledge of psychology, he or she should have a pleasant manner, 
a sympathetic appearance, a broad general culture, profound expert 
knowledge, and besides some non- negligible practical skills, if pos-
sible, it should be someone who can rely on the experience of a 
family tradition, and without doubt the person should also enjoy 
good health.1

Jean- Jacques Bouckaert, the dean of the medical faculty of Ghent 
University, gave this speech at the Royal Academy of Medicine in 
1958, during a debate on the preparation of a reform of the med-
ical curriculum. His words illustrate the high expectations that 
were put on physicians. Of course, the dean was aware that it is 
almost impossible to combine all these qualities in one and the same 
person. Nevertheless, his list aptly illustrates his view on what a 
medical education ideally should provide, at a time when he was 
urging for a thorough reform of the educational system at the end 
of the 1950s.

Bouckaert’s characterisation of the ideal physician points to a con-
tinuous tension in medical education from the end of the eighteenth 
century onwards. Indeed, within the medieval and the early modern 
university, even the practically oriented field of medicine adopted a 
largely philosophical approach in line with the other disciplines –  
namely, not dealing directly with practical occupational skills and a 
study method consisting of the study of texts and empirical observa-
tion.2 Medical degrees in the southern Netherlands –  the region that 
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became Belgium in 1830 –  were primarily obtained at the University 
of Leuven, yet other types of medical education existed as well in a 
society built around corporations. This was especially the case for 
the professions of barber surgeons or midwives. Likewise, practical 
teaching in and close to hospitals remained a widespread practice.3

However, due to the obsession by the French revolutionaries 
with ‘usefulness’ (utilité), the focus in medical education briefly, yet 
 radically, shifted towards vocational training. The Restoration of 
1815 resulted in a partial return to practices of the Ancien Régime, 
but obviously the clock could not be turned back completely. 
Therefore, according to the ‘Regulations on the Organisation of 
Higher Education in the Southern Provinces of the United Kingdom 
of the Netherlands’, issued in 1816, the aim of the new medical fac-
ulties was to provide future physicians both with a broad general 
education and a profound practical training.4

During the second half of the nineteenth century, a third dimen-
sion was added: scientific schooling. Comprehensive medico- 
philosophical systems such as Brunonianism and Broussaisism, 
which explained the vital functions of their patients by indisput-
able physio- chemical processes in the humours and firm parts of 
the body, gradually gave way to treatment methods that were based 
on extensive medical research.5 The treatment of symptoms and 
diseases by withdrawing excesses or bad humours from the body 
(through bloodletting and the use of laxatives and emetics) was 
increasingly replaced by the systematic detection of pathogens.6 
Moreover, students had to become familiar with this new approach 
through the introduction of practical courses in, for instance, micro-
scopic pathological anatomy and in anatomy of the bronchial tubes. 
However, this modernisation process was clearly not welcomed 
by everyone. The scientification of medical education was not a 
straight- line development, but rather an evolutionary process with 
ups and downs. The increasingly dominant form of ‘scientific’ med-
ical knowledge was sometimes highly contested as its opponents 
wished to return (at least partly) to the idea(l) of medicine as an art.

This chapter will focus on the shifts in the balance between gen-
eral education, vocational training and scientific schooling at the 
medical schools and later the faculties of medicine in the southern 
Netherlands/ Belgium from the end of the eighteenth century up 
until today. Bouckaert’s opening quotation nicely illustrates how 
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medical scientists also in his time were searching for a balance 
between these different dimensions. In their search for the perfect 
medical education, Belgian policymakers often took inspiration 
from German, French and English regulation, since their colleagues 
abroad were all struggling with the same issues. How, for instance, 
could the practical training at the bedside in increasingly specialised 
clinics be combined with the theoretical- scientific training offered in 
the laboratories? What kind of attitude did future physicians have 
to adopt in the discussion between, on the one hand, a specialised 
focus on the disease and its causes, and, on the other hand, the 
holistic approach of medicine, which paid attention to the indi-
vidual patient with his or her entire medical and psychological 
background? And to what extent was there still room for ‘medical 
uncertainty’ within the ‘objective’ science of medicine? Generally 
speaking, the developments in medical education in Belgium largely 
resembled those in other European countries. And yet, specific 
choices and peculiar circumstances, both at the national and the 
local level, sometimes led to a unique outcome, as will become clear 
in this chapter.

Obviously, professors and university administrators played a 
major role in the discussions on medical education, but consist-
ently they had to consider the preferences and interests of other 
parties concerned, such as the government, medical societies, pro-
fessional associations and expert bodies like the Royal Academy of 
Medicine, which distinguished itself as a very active player from its 
foundation in 1841.7 The opening quote is a good illustration of this 
situation. With regards to the nineteenth century, a literal transcrip-
tion of most of these debates was included in the Bulletin, though 
during the twentieth century the continuous serial publications 
by the Academy also formed crucial primary sources for writing 
the history of medical education in Belgium, precisely because of 
the academy’s highly influential role in educational matters. When 
it came to tackling the question of the training of specialists, for 
instance, it appears that the universities’ manoeuvring strategy was 
rather limited due to the strong position of the academy in this case.

The rise of specialist education in medicine has received some 
specific historiographical attention,8 but articles that focus on the 
transition from the nineteenth to the twentieth century are rather the 
exception to the rule with regard to the historiography on medical 
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education in Belgium. First, apart from a few books that present a 
general overview of the issue and some typical jubilee publications, 
research that covers the entire last two hundred years is scarce. 
Second, the extensive list of studies discussing developments during 
the (long) nineteenth century is in great contrast to the extremely 
limited interest for the twentieth century. Among the most recent 
publications in the former category are undoubtedly our own 
 doctoral dissertations, respectively on the history of the medical fac-
ulty of the Université libre de Bruxelles and on the debates around 
 university education in Belgium (with a focus on the faculties of arts 
and medicine).9 In 2019, Tinne Claes made an important contribu-
tion to the history of anatomical education with her extensive study 
on the history of anatomy in nineteenth- century Belgium.10 Finally, 
two researchers wrote about the history of the medical faculty 
of  the University of Leuven. Liesbet Nys’s book retraces the his-
tory of the faculty since 1960, while Joris Vandendriessche’s book 
focuses on the twentieth- century history of the academic hospital of 
the University of Leuven. The latter work gives a good insight in the 
organisation of practical education inside the hospitals.11

Learning to heal during the French occupation12

The transitional period around 1800 has been studied in detail.13 
On 1 October 1795, the French administration approved the 
annexation of the Belgian provinces and thereby extended all legal 
provisions and ‘fundamental freedoms’ to its territory. At that time, 
the University of Leuven was the only institution in the area that 
trained physicians. Its defiance of the republican command and its 
refusal of new political ideas led to its closure in October 1797. 
The training of surgeons offered during the Ancien Régime within 
the collegia medica subsequently disappeared a few years after the 
annexation due to the introduction of several new laws. The result 
was a period of wide- ranging freedom for the medical profession, 
although this came to an end in 1818 when the country was under 
the Dutch regime.14

Following the closure of the University of Leuven, the stage was 
set for several schools to open under private initiative in order to 
meet the demand for medical training in Brussels, Antwerp, Ghent, 
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Leuven and Bruges. These institutions were often modest, run from 
the physician’s home and offering a rudimentary knowledge of 
medicine, surgery and obstetrics. Between 1804 and 1812, some (in 
Antwerp, Ghent, Brussels and Liège) were individually granted rec-
ognition by the French government. In these schools the body (sick 
or dead) became the centre of medical training, and it was essential 
to see, touch and transform it.15

These new concepts had started to circulate after the foundation 
by decree of écoles de santé (‘health schools’) in Paris, Strasbourg 
and Montpellier on 4 December 1794. The new way of learning 
embodied in these specialised schools was based on the acquisi-
tion of medical practice, and no longer mainly of philosophical- 
speculative medical knowledge.16 The reorganisation was headed 
by Antoine Fourcroy, director of public instruction during the era 
of the French Consulate. His reform was based on a simple pre-
cept: ‘read little, see and do much’.17 This maxim illustrates the 
necessity to offer a vocational training that was useful to society. It 
stood in opposition to the purely theory- based teaching of the past, 
even though in practice the old ways often still dominated.

The officially recognised private medical schools in the provinces 
of the southern Netherlands were not granted permission to train 
physicians or surgeons but only ‘medical officers’, a military rank 
transferred to civil society by law in 1803. One could attend a prac-
tical medical school for three years or become an officer by assisting 
a private physician for six years, or for five years as a student in 
a civil or military hospital.18 Even though they were considered 
second- class practitioners for a long time, these medical officers 
played an important role in bridging the gap between medicine and 
surgery because, for the first time, they were legally authorised to 
combine internal and external medicine. Medical officers formed 
the majority of the medical body up until the establishment of new 
universities in 1817 under the Dutch regime. Many physicians, sur-
geons and future professors practised medicine and surgery well 
before officially obtaining a university degree. Joseph Seutin, a 
powerful figure in the Belgian medical world during the first half of 
the nineteenth century, is a prime example of this practice.19

The fundamental change during the French occupation consisted 
of the institutionalisation of hospital- based schools, in line with the 
dominant practical orientation of (medical) education. Naturally, 
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in- hospital training had existed before, but the full integration of 
schools into the hospital environment changed the way in which 
medical knowledge was taught. The first hospital- based schools 
were created in 1806 in Antwerp, Brussels and Ghent, developed 
from the previously existing private schools. In some cases, espe-
cially for those towns or cities without easy access to an école de 
santé, the hospital was the prime institution for the training of med-
ical practitioners. The transformation of the hospital structure and 
the integration of teaching cemented the link between education 
and hospitals.

The hospital became the place where modern clinical observa-
tion techniques and the approaches used in anatomical pathology 
came together. The introduction of the new form of practical bed-
side teaching in the clinic as the base for medical training had an 
influence on the understanding and the treatment of healthy and 
diseased bodies, resulting in the very subtle and gradual transition 
from a focus on the diseased patient as a whole to a focus on the 
disease itself (see Chapter 7, p. 254). These conceptual changes 
took shape in the post- revolution years and quickly arrived in the 
provinces of modern- day Belgium. From the perspective of know-
ledge acquisition, however, the introduction of internships and 
externships (on- the- job training in the hospital) in 1808 was the 
biggest ‘invention’ in terms of medical education in the first half of 
the nineteenth century.20

Offering vocational training within a broad general  
education, 1815– 76

Even though the Dutch administration copied the French system 
of internal and external students connected to the hospitals and 
increased the number of clinics, at the same time a much less prac-
tical approach once more returned to the medical faculties of the 
newly established state universities from 1817, in Ghent, Leuven 
and Liège. First, students in the clinics were no longer allowed to 
treat the patients themselves, but only to passively observe. Second, 
in most hospitals the number of patients was too small to offer 
enough variation of diseases (this was especially the case in the 
small city of Leuven, where it was a huge problem). And, third, 
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in counter- reaction to the French practical orientation, the uni-
versity system in general was characterised by a more scholarly- 
philosophical approach, inspired by some leading Prussian 
universities and realised through the appointment of many young 
professors from mainly smaller German- speaking institutions.

Yet, with regard to medical issues, most criticism was directed 
towards the reintroduction of the distinction between internal 
and external medicine in the law of 1818. The existing écoles de 
médecine remained open, but they acquired a new role. They now 
trained the future countryside chirurgeons by focusing on external 
medicine and the acquisition of practical knowledge. Only in cases 
of exceptional urgency were these chirurgeons authorised to treat 
internal diseases, but in principle internal medicine became an exclu-
sive prerogative of the doctors of medicine educated at the univer-
sities. After obtaining a general degree in medicine, students could 
specialise in surgery, obstetrics or pharmacy, but they were never 
permitted to practise these different branches of medicine cumula-
tively. Also, when it came to the theoretical conception of medicine, 
the French approach was no longer continued, at least not every-
where. Whereas the medical school in Brussels and the faculty of 
medicine in Leuven still adored the ideas of the French physician 
François Broussais, it was quite the opposite in Ghent, where Jean- 
Charles van Rotterdam became one of his strongest opponents.

After Belgian independence and the complete reorganisation of 
the university system in 1835, the discussion concerning the div-
ision or unification of internal and external medicine continued. 
According to the law of 1835, students at the medical faculties still 
had to acquire a degree in medicine previous to their possible spe-
cialisation in surgery or obstetrics (pharmacy was thus no longer 
considered a university subject until its return at university level in 
the latter part of the 1840s). The hierarchisation underscored the 
predominance of (internal) medicine, but also hinted at a first step 
towards a future unification of degrees. Belgium was actually the 
first European state to create a common national university cur-
riculum in 1849, culminating in the award of a single degree, the 
‘Doctorate of Medicine, Surgery and Obstetrics’. It was followed by 
Prussia in 1852, the Netherlands in 1865, and the United Kingdom 
in 1886. The formal unification of these programmes can be 
explained by the impact of the reforms introduced under the French 
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and Dutch regimes, the innovative work of clinical study and the 
new role in medical training played by the hospitals.21

The doctoral degree in medicine consisted of a one- year prepara-
tory degree in sciences, a one- year undergraduate degree in medi-
cine and two years of study at the doctoral level, extended to three 
years from 1849. In addition to the preparatory degree in sciences, 
students had to pass a possible entrance examination and an add-
itional  literary test consisting of Greek, Latin, history of philosophy, 
logic, anthropology and moral philosophy, which was clearly a con-
tinuation of the broad general- philosophical education introduced 
by the Dutch government in 1816. However, in consequence of the 
continuous changes concerning the general entrance conditions, the 
preparatory education was gradually reduced to basic courses in 
chemistry, physics, botany, zoology and mineralogy (i.e. the curric-
ulum of the preparatory degree in sciences, which barely changed 
between 1835 and 1876).

Similarly, the programme for the actual two- level medical 
degree also remained largely the same during this period. It 
consisted of classes in anatomy (and its various divisions), physi-
ology, internal and external pathology, and also such related 
subjects as the theory of childbirth, hygiene and forensic medicine. 
In terms of the teaching of practical knowledge, the law of 1835 
took a step backwards in comparison with the situation at the end 
of the Dutch period. The only obligatory attendance now was for 
anatomical demonstrations and for clinics in internal and external 
medicine and obstetrics. To sit the exams, one simply needed to 
present a certificate from the head of clinics which stipulated 
that the student had attended the clinics and acted  diligently 
and successfully. However, this does not mean that clinical study 
was neglected by the universities, but the format of the given 
training changed into a more passive learning experience, despite 
the programme’s general intention to offer a proper  vocational 
training.

This curriculum was adopted by the state universities of Ghent 
and Liège, and largely copied by the free universities that had come 
into existence during the chaotic years between the independence of 
Belgium in 1830 and the introduction of a new law on higher educa-
tion five years later. The establishment of the liberal Free University 
of Brussels and the Catholic University of Leuven (which replaced 
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the state university in that city) presented the new Belgian govern-
ment with a unique problem, which demanded a unique solution. 
How could universities under a different authority (the state, a 
group of freethinking liberals, or the church) and with a different 
curriculum grant the same degrees, especially when they had social 
implications, as was the case for degrees in law or medicine? The gov-
ernment did not have the right to inspect the free universities, but on 
the other hand, it did want to supervise professions, at least to some 
extent. After long- lasting debates, independent boards were created 
that would examine the students and grant the diplomas. Whereas 
the introduction of these boards enjoyed wide support, the compos-
ition of them and the question of who would appoint their members 
were heavily discussed in parliament between Catholics and liberals 
(see Chapter 2). The jury system was more than once overhauled and 
reconstituted, and became a constant stumbling block.

Nonetheless, by reserving the right to issue degrees and con-
sequently control access to the profession, the state forced the 
otherwise free universities of Brussels and Leuven to conform 
to its logic and curricula. There were, however, some differences 
in the programmes and subjects on offer from one university to 
the other, due to the constitutional freedom of education. State 
recommendations were not always adhered to with regard to the 
subjects that were required. For example, the teaching of ophthal-
mology was speedily adopted by the state universities, while the free 
universities dragged their feet over whether to add it to the curric-
ulum. In contrast, in 1855, professors in Leuven offered classes in 
mental illnesses, while at the same time, their colleagues in Brussels 
introduced a course on the ‘illnesses of the elderly’. While the state 
controlled the granting of academic honours, the manoeuvring 
space for the free universities was limited.

The creation of an educational framework laid out by the state 
played a fundamental role in the definition of an orthodoxy of 
knowledge. This was determined through a debate among the 
different authorities concerned, namely the universities, the Royal 
Academy of Medicine, the provincial medical commissions, sci-
entific societies and official medical journals issued by the state. 
Recent research by Vandendriessche has also emphasised the 
fundamental role played by the scientific societies as the most 
important space for sociability and for the regulation of science 
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and scholarship.22 The force of this orthodoxy became visible in 
controversies surrounding the teaching of disciplines that were 
considered minor (such as ophthalmology) or heterodox (such as 
homeopathy or animal magmatism). As a result, the alignment of 
doctrines became the cement between the medical profession and 
its social order. (The level and kind of) education thus undoubt-
edly occupied pride of place in the definition of a theoretical- 
professional order for the social group.23

From 1830 to 1870, medical orthodoxy was largely made up 
of general anatomy classes based on gross anatomy. Anatomical 
learning was both materialist and mechanical in nature, and was 
studied on a large scale, with scalpel, rather than with the aid of a 
microscope. Anatomy was heavily linked to physiology and path-
ology in this period and made the human body the focal point 
around which other branches revolved. The exam for the primary 
degree in medicine was heavily focused on anatomical branches 
such as general, descriptive and comparative anatomy and anatom-
ical demonstrations and dissections.24 Dissections became funda-
mental in the acquisition of anatomical knowledge. It contributed 
to the complete recognition of surgery, where teaching started to 
go beyond the skeleton, amputations and bleedings. Future sur-
geons were required to learn all the techniques and knowledge 
of what was known as ‘modern’ anatomy. In this context, ana-
tomical specimens and cadavers were of educational importance 
for universities. The emphasis given to the collection of medical 
specimens was both the product of ‘scientific prestige’ and a com-
petition between, and indeed within, universities. Each university 
sourced these ‘raw materials’ from their partner hospitals and the 
most interesting specimens were used as visual support in their 
theory classes (Figure 5.1). In this way, in the anatomical museum, 
theoretical and practical learning came together. Considered 
within the context of a history of medical learning, the first half 
of the nineteenth century is the era of anatomical museums and of 
the dissection amphitheatre, the latter becoming the place where 
a doctor in training could learn the basic gestures from his master 
or a fellow colleague.25 The anatomical approach to medicine thus 
gradually transformed from being the core of ‘scientific medi-
cine’ at the beginning of the nineteenth century, to being a typical 
 characteristic of a rather practical orientation.
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Belgian universities, while having no problem with the teaching of 
practical anatomical knowledge, did struggle to combine it with sci-
entific instruction. This was true across Belgian universities, where 
the majority of professors were also practitioners. Consequently, 
the university authorities were forced to recruit teachers from 
abroad, and especially from German- speaking areas, for courses 
in physiology and pathological anatomy in particular. German 
recruits included Karl Windischmann in Leuven, Vincent Fohmann 
and Antoine Frédéric Spring in Liège, Theodor Schwann who 
moved from Leuven to Liège and Gottlieb Gluge in Brussels. The 
influence of these German physicians, professors and researchers 
on the popularisation of pathological anatomy, as well as on new 
research in physiology, was immediately recognised by contem-
poraries. In his Essay on the History of Contemporary Belgian 
Medicine (1886), Léon Marcq, for instance, underscored their role 
from an educational point of view and their impact on the circula-
tion of new knowledge in Belgium: ‘The works of Fohmann on the 
lymphatic system, Schwann on cellular evolution, Spring on cardiac 
functions, … Gluge on physiology, histology and particularly on 

Figure 5.1 Anatomy lesson at St- Pierre Hospital, 1892.
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pathological anatomy have spread and created an entire world of 
new understanding’ (see Chapter 9, p. 321).26

Professors like Gluge and Schwann had attended the classes of 
Johannes Müller, the most notable figure in terms of experimental 
medicine in Germany in the first half of the nineteenth century.27 
The training that they received focused heavily on experimental 
laboratory research; thus realising the interconnection and inter-
dependence of teaching and research.28 In Belgium, on the other 
hand, at that time teaching was considered merely as the acqui-
sition of practices and an entitlement to enter the profession. 
As a result, a course such as the ‘Encyclopaedia and History of 
Medicine’, which was introduced following the German example, 
never really took off, despite the support of a number of scientists 
such as Pierre van Meerbeeck. The course was intended to sensitise 
the students to the acquisition of a scientific and critical mindset. 
However, because many of them increasingly dropped out, it was 
subsequently abolished from the curriculum, first in Ghent, later 
in Liège and Leuven, and finally also in Brussels. The students, as 
was the recurring complaint, simply wished to obtain their dip-
loma as soon as possible and did not have time for such ‘useless’ 
subjects. Repeatedly the debate on the utility of teaching history 
of medicine was taken up in the Belgian medical faculties. It was 
generally considered a way to combat a vision of medicine that was 
too positivist.29

So, up until the last quarter of the nineteenth century, most of 
the attempts of these German professors to introduce some kind 
of scientific schooling to the medical training remained largely in 
vain. The general ambition was rather to offer a vocational training 
within a broad general education. In order to realise the former 
part of this target, increasing emphasis was put on the clinics and 
on practical education in general. Clinical study became of critical 
importance in the relationship between the hospital and the univer-
sity, and thus a permanent link was created between the towns (as 
the administrators of the hospitals) and their universities. The Free 
University of Brussels, enjoying a large number of patients in the 
hospitals of the capital, clearly was at the forefront in this regard, 
closely followed by Ghent University. Liège and particularly Leuven 
lagged behind due to the ongoing lack of patients. Nevertheless, 
in the early 1870s, in addition to the mandatory clinics, most of 
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the universities had introduced clinics for mental illnesses, ophthal-
mology, syphilitic and cutaneous diseases and for the treatment of 
children and elderly people.

Practical, clinical education revolved around three complemen-
tary approaches. The first is intimately linked to the reorganisa-
tion of the hospital structure in the mid-nineteenth century and the 
launch of free consultations. This made a plethora of interesting 
cases available, giving the most advanced students the opportunity 
to make their first diagnoses. It should be noted though that the 
consultations were mostly done by ‘privileged’ students who had 
managed to obtain an intern-  or externship in the hospital, rather 
than by ‘normal’ students. The second approach, which is part of 
collective memory, is that of crowds of twenty to thirty students 
charging through the wards together with the professor, making 
the diagnosis and discussing the treatment of six to eight patients 
within an hour. The third approach was located in the amphi-
theatre, away from the open clinical wards. In a private setting, 
particular cases were studied through physical examination, and 
a review of their medical history and applied treatments, by com-
bining inputs from different medical disciplines. Ideally the three 
approaches were joined together to ensure an optimal result. The 
intensity and urgency of consultations called for rapid decision 
making, whereas the study of patients in bed allowed for wider 
considerations.30 The role of the poor within this system should 
be highlighted. They were used as subjects for clinical teaching or, 
after their death, as cadavers for dissection.31 Often, discussions 
arose between the hospital administration and the professors about 
the allocation of patients for clinical education, to such an extent 
that in 1874 the minister of public education intervened by deciding 
that all non- paying patients were allocated automatically to the 
university services.32 However, as before, real practical experience 
could only be acquired by a selective group of internal and external 
students. Therefore, some professional medical associations made 
a plea for the introduction of obligatory apprenticeships for all 
medical students because ‘medicine was based on observation and 
experience and was much more an art than a science’, yet they 
could not stop the prevalent transition towards a more scientific 
(i.e. laboratory) approach of medical education.33
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Searching for a new compromise between general education, 
vocational training and scientific schooling, 1876– 1918

By the dawn of the 1860s, a physician’s education was still widely 
seen as the acquisition of some practical knowledge and a pro-
fessional right. And yet, a few professors from the universities 
of Ghent and Brussels began to develop another vision. Similar 
to their colleagues in Italy, the United Kingdom, Russia and the 
Netherlands, they turned their attention to German, particularly 
Prussian, universities. It was there that they found the spaces, 
the knowledge and the know- how that transformed their com-
prehension of sickness and medical practice. Concretely, the 
German influence was visible, for instance, in the introduction of 
the doctoral dissertation in medicine at the end of the 1850s, an 
evolution that signals a will to encourage medical students to par-
ticipate in the production of knowledge. Very quickly, the debate 
focused on the issue of whether a more scientific approach had to 
be introduced through separate practical classes (in the labora-
tory) or rather within the existing theoretical lecture courses. For 
many professors in Liège, the transition was happening too fast 
and they therefore opted mainly for the second choice, largely 
because they feared an overload in the curriculum once new 
courses were added.

The first impulses for change clearly came from below, on the 
initiative of a handful of individuals, among whom were many of 
the German professors and a number of Belgian colleagues who 
had made a research trip to Germany. After completing their doc-
toral dissertation, they visited German and other European scien-
tific institutes and attempted to introduce new technologies to their 
home universities, as well as the experience and knowledge that 
they had acquired during their trips. Gluge, for instance, became 
known for the introduction of the microscope at the University of 
Brussels because, as he put it himself, ‘the microscope has become 
to the physician and the naturalist what the telescope is to the 
astronomer; one must learn to use it’.34

The ‘German model’35 of the scientific laboratory remained the 
ideal example for many of the professors at Belgian universities 
until the outbreak of the First World War. Gradually the labora-
tory developed into the perfect means to offer scientific schooling. 
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In order to realise this transition, a visit to German universities 
and/ or research institutes became almost mandatory. It clearly 
demonstrates the link between centre and periphery in medical 
teaching. On the one hand, German universities embodied the 
archetypical scientific values pursued by Belgian institutions, but on 
the other hand, the system could only be implemented to a limited 
extent as it was subject to financial and national constraints; par-
ticularly the fact that the government only had an indirect impact 
on the curriculum at the free universities and that, concerning the 
state universities, huge differences of opinion between Catholics 
and liberals had to be overcome within parliament. The result was a 
typical Belgian compromise in 1876 consisting of a new law, which 
only introduced some elements of a scholarly training in science 
and medicine, such as an obligatory course in microscopic patho-
logical anatomy.36

The importance of this change in the curriculum cannot be 
denied. However, just as its introduction had been the result of 
tough discussions and was certainly not welcomed by everyone, 
the implementation of the law of 1876 was not straightforward 
during the following decades. Its principal driving force was the 
development of laboratory science, but, first, academic expansion 
was not limited to the construction of laboratories and, second, 
the availability of laboratories was largely dependent on financial 
resources, which differed hugely from one university to the other. 
Jean Joseph Crocq, a professor at the medical faculty in Brussels, 
was one of the main proponents of a purely practical form of 
medical education. In his view, the German universities were any-
thing but the model to copy because there, future physicians were 
offered a far too theoretical, specialised and unworldly scholarly 
training, as he explained during a debate at the Royal Academy 
of Medicine in the middle of the 1870s. Belgian students were 
already overwhelmed with theoretical courses, while the time 
spent in clinics with the patients was too limited to ensure a solid 
practical training.

In addition to cordial concerns about the necessity of an excellent 
vocational training for future physicians, Crocq’s plea was at least 
partly inspired by the consideration that the university in Brussels 
was not able to carry the burden of the financial implications of 
organising proper scientific schooling. In consequence, he revealed 
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himself as one of the major proponents of a division of education 
and research into two separate institutions. The choice to assign 
the vocational training to the university and the scientific schooling 
to a separate Institut central des hautes études was thus based 
on profound arguments as regards content, as well as on purely 
materialistic motivations. Because the funds to establish specialised 
laboratories and institutes were largely lacking, Crocq and some 
of his colleagues preferred to focus on the traditional strength of 
medical education in Brussels, namely the large number of hospitals 
and patients available for practical teaching. Instead of organising 
practical scientific exercises, they tried as much as possible to give a 
scholarly interpretation to the clinics.

Among differing reasons, the need also for a stronger philosoph-
ical embedding of the studies was once again increasing, resulting 
in more attention being paid to the general education of students. 
At the beginning of the 1870s, some professors repeated the plea 
for the introduction of a course on the history of medicine. In 
Germany, its importance to stimulate a scholarly attitude among 
the students had already been recognised for a long time, as was the 
case in Paris where a chair within this discipline had recently been 
founded. However, for most of the students the connection between 
history of medicine and the scientific study of this discipline was 
still too indirect. Nevertheless, Richard Boddaert, professor of sur-
gery in Ghent, who was clearly one of the forerunners in a more 
scientific interpretation of medical education, defended the (re)
introduction of some philosophical courses in the curriculum of 
natural sciences and medicine. His views were mainly determined 
by scientific concerns, and not so much by attempts to secure the 
general education of the students. According to Boddaert, just as 
in the famous medical school of Salerno in southern Italy, a course 
in logic and philosophy should be provided in order to enable the 
students to gain some insights into the human soul and to treat 
nervous and mental illnesses from a more theoretical background. 
The German philosophische Fakultät, in which human and natural 
sciences were combined, also functioned as one of his examples in 
this regard.

The rector in Leuven, Alexandre Namèche, supported the ideas 
of Boddaert, but primarily on moral grounds: ‘If the study of natural 
sciences does not rest on the cultivation of human sciences, it easily 
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leads to absolutism and materialism’, he explained.37 A colleague 
of Namèche, in his turn, justified the attention to human sciences 
in the education of physicians by appealing to ‘an “exterior” 
reason: the conservation of their social rank’.38 Anyhow the result 
was the same. The law of 1876 introduced obligatory courses in 
logic, moral philosophy and psychology in the preparatory degree 
in sciences. On its own initiative, the University of Leuven added 
obligatory courses in religion and general philosophy for those 
students who aimed for a legal degree; and anthropology, history of 
philosophy, Greek and Latin for the very small number of students 
who strived for a so- called scientific diploma.

The same law introduced obligatory practical scientific exercises, 
yet even though Namèche acknowledged the usefulness of these 
exercises, at the same time he warned against exaggerating their 
importance in the educational programme as a whole. It was his 
clear opinion that scientific interests should not exceed profes-
sional interests. A prerequisite for the well- being of the country 
and of society was, according to Namèche, that medical studies 
should not focus on the training of scholastics, but of smart 
practitioners who were educated in all aspects of the conscien-
tious and complicated art of medicine. In a later speech of 1880, 
Namèche deliberately referred to the rectorial address of the by 
then deceased Antoine Frédéric Spring, who had been known for 
his tendency towards reform. Approximately a decade before, 
this famous pathologist of Liège had also argued in favour of 
paying more attention to the literary and moral education of 
future physicians. However, despite all of these attempts, by 
around 1880 vocational training was still at the forefront within 
the medical faculties, to the detriment of scientific schooling and, 
more particularly, of a general education.

In order to realise a more scientific interpretation of medical 
training, a significant extension of the curriculum was absolutely 
necessary. A large number of professors, along with a remark-
able group of recently graduated doctors, offered optional subjects 
on their own initiative, often dealing with a very specific field of 
research. Furthermore, students should be offered the oppor-
tunity to specialise in subdisciplines such as ophthalmology or 
legal  medicine.39 Such a kind of specialisation, however, could only 
happen after having obtained the general doctoral medical degree. 
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Indeed, the struggle for the introduction of a common degree in 
medicine, surgery and obstetrics, which had taken place over many 
years, should not be in vain. It was the general opinion that because 
of the close connections between the different branches of medi-
cine, all future physicians should receive a profound basic training 
in all three disciplines. Only afterwards could they then choose 
to  focus on the treatment of a particular disease or a number of 
(more complicated) diseases. (On the access of women to medical 
 education in Belgium, see Chapter 1, p. 37.)

And even then, the professional associations of physicians, 
which increasingly intervened in debates during the last quarter of 
the nineteenth century, pointed frequently to the danger of students 
losing their way in the case of a too early or a too extensive spe-
cialisation. In their opinion, specialisation was perhaps desirable 
from a scientific point of view, but certainly not from a profes-
sional angle. Along the same line of thought, they also warned 
of the danger of attaching too much importance to the scientific, 
practical exercises. These should not jeopardise the excellent 
vocational training as it existed up to that day. Possibly, obliga-
tory internships should be included in the curriculum in order to 
secure practical training. The main concern of the associations of 
physicians in this period, however, was the assumed oversaturation 
of the market. The medical unions even accused the government of 
raising the number of physicians intentionally in order to weaken 
their competitive power and thus to undermine their material and 
social position.40

The realisation of all of these proposals, be it the introduction 
of philosophical courses to ensure the general education of the 
students, of practical scientific exercises or specialised subjects with 
a view on their scientific schooling, or of a more practical orien-
tation to guarantee their vocational training, required more staff, 
more classrooms and more money, according to the physicians 
and professors Guillaume Rommelaere, Louis Deroubaix and 
Paul Heger in Brussels. Even though there were some important 
differences between the four universities with regard to the intro-
duction of practical exercises, and even though each university 
emphasised different branches of specialisation, the diverging 
development of the medical faculties happened primarily in conse-
quence of the huge differences concerning the availability of staff, 
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classrooms, buildings and, crucially, money. The free universities 
suffered directly from the financial impact of the freedom of edu-
cation and the lack of subsidies, this being the price to pay for the 
absence of government supervision. Nonetheless, according to the 
Brussels professors, it was of the utmost importance that they adopt 
the German model to some extent and avoid lagging behind in the 
scientification of medical education.

What could be seen, however, was the implementation of a 
system of common values between two entities. The peripheral 
position of Belgium in medical teaching in general can be observed 
from Abraham Flexner’s 1925 report titled Medical Education: A 
Comparative Study.41 At the European level, Belgian universities 
were slow to set up scientific institutions. In the early 1890s 
there were two sides from a university perspective. On the one 
hand, the state universities enjoyed a comfortable position in 
this regard. Between 1879 and 1893, the state earmarked almost 
ten million Belgian francs for the foundation of laboratories and 
institutes in Liège and Ghent. This funding enabled the creation 
of institutes of biology in Liège and Ghent and, more notably, an 
institute of physiology in Liège, headed by Léon Frédéricq.42 On 
the other hand, there were privately founded institutes such as the 
Montefiore Institute in Liège (1883) and the Errera Institute (1892) 
and Solvay Institute (1895) in Brussels. The University of Leuven 
also jumped on the partnership with the industrial sector band-
wagon, establishing its own medical and applied science labora-
tories. In 1890, for instance, the Jean- Baptiste Carnoy Institute 
was founded in this vein. The result was a shift away from theory- 
based training with little practice, towards a system based around 
practical classes, in- ward teaching and laboratory work. The edu-
cational paradigm shift also resulted in more autonomy given to 
the students, who were encouraged to reflect on case studies. So 
gradually a new generation came to the fore, being skilled in the 
use of the microscope and trained in laboratory studies. It also 
led to a wider appreciation of an independent ‘scientific spirit’.43 
Obviously, the laboratory system did not limit itself to medicine, 
but was introduced elsewhere too.44 The laboratory became an 
instrument of state building that went beyond questions of health 
and education and thus developed into a new political instrument 
(Figure 5.2).45
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Pure science during the interwar period

This trend, which typified the interwar period, began at the end of 
the nineteenth century when universities gained access to new ways 
to legally open their own laboratories. This was made possible in 
1911, when they were granted the status of legal personality, enab-
ling them to enter into contracts, own property, etc.46 The First World 
War did not put an end to the importance of research in education. 
Wars in general lead to a rise in medical practices and research, 
and the First World War was no exception to this rule. During the 
war, research was done in several fields such as surgery and blood 
transfusion as well as in the design of prosthetics (on the post- war 
treatment of injured soldiers, see Chapter 8, p. 298). In Belgium, 
research essentially took place at the Ambulance de l’Océan in La 
Panne, which was founded by Antoine Depage. The institution’s pri-
mary goal was to treat wounded soldiers close to the battlefield, 
but it additionally became a place for the procurement and circula-
tion of knowledge during wartime and was conceived as a place of 
learning for students who were finishing up their education.

Figure 5.2 The Anatomical Institute of Brussels University, 1895.
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The new hospital fitted Depage’s idea of a modern hospital. The 
building, which contained several clinics, research laboratories 
and teaching and conference rooms, was managed by physicians 
and trained nurses.47 The gradual replacement of nuns in hospitals 
by professionally trained nurses at the beginning of the twentieth 
century was an important factor in the competition between the 
secular and Catholic milieus (Figure 5.3; see also Chapter 2, p. 69). 
This change led to a revolution in the hospital sector: gradually 
the hospital itself was seen as a learning place both for physicians 
and nurses.48 In the same way, the interwar period also marks a 
transition from hygienist policies to a global approach based on 
the education of public health in order to improve national health. 
Following a eugenic vision, the state, physicians, scientific societies 
and non- profit organisations worked together to promote med-
ical educational policies and spread their knowledge on sickness 
and health to Belgian children and the working classes. The Red 
Cross, for instance, played a major role in this educational effort by 
publishing papers, leaflets and posters, organising conferences and 
even offering training courses for paramedics.49

At the end of the First World War, the Royal Academy of 
Medicine again took up its preponderant role in the debates around 
medical training. As mentioned previously, in its early decades 
the academy actively intervened, for instance, in the discussion 

Figure 5.3 Pin of G[odelieve] Perneel, one of the nurses who graduated 
from the Catholic St Elizabeth School in Bruges, 1924.
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on medical specialties that were considered ‘unorthodox’, such as  
homeopathy.50 Its activities after the First World War can be viewed 
within the context of the reconstruction of Belgium and the funding 
allocated to the country by the Commission for Relief in Belgium 
specifically for higher education. Consequently, the medical academy 
distinguished itself again as a fundamental player in the reorganisa-
tion of teaching by the state. For the universities, this offered the 
unique opportunity to continue their efforts to introduce the scien-
tific approach in medical education. With the influence of Germany 
now gone, the door was open for American, British and Dutch uni-
versities to be heard.51 Over a period of two years, debates at the 
academy were led by Jules Bordet, recipient of the Nobel Prize for 
Medicine in 1919 and chief director of the Brussels Pasteur Institute. 
The central question was to determine the place given to pure science 
in medical teaching.52 Yet one should not assume that clinical and 
laboratory medicine were in competition. The success of the former 
paved the way for the introduction of the latter, as a supplementary 
asset, while a student’s deepening of practical understanding in turn 
improved the circulation of concrete knowledge.53

For Bordet and a number of fellow physicians, the future of 
medical education was in the hands of ‘full- time’ academics who 
were focusing on teaching and research instead of aiming for prac-
tical knowledge. This view was not immediately embraced by 
the majority. Some strong personalities were required to impose 
this idea on the medical landscape, among them Bordet himself, 
along with Joseph Denys, Pierre Nolf, Albert Brachet and Ernest 
Malvoz.54 Thanks to their laboratories, Belgium was able to pos-
ition itself among the elite of the European scientific nations, even 
though it still remained a secondary centre. Nevertheless, Bordet’s 
Pasteur Institute became particularly attractive to foreign students 
despite the material poverty of Belgian laboratories in general, as 
described by some American students in their study reports.55 This 
new vision on medical training remained marginal when compared 
to the dominant opinion that focused on the completion of manda-
tory theoretical learning by clinics, along with a number of optional 
courses for specialisation.

Around the same time, however, the various medical specialisa-
tions took on a more dominant position in the medical field and 
inevitably influenced medical training as well.56 These specialisations 
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questioned a unitary view of medicine. They prevailed in hospitals as 
well as at the universities, and at the same time specialist physicians 
created their own federations to hasten their official recognition 
inside the medical community. Both specialist societies and journals 
were created, their role being the legitimisation of the specific spe-
cialist discipline. Located at the crossroads between marketing 
and scientific strategy, these societies were the cornerstone for the 
defence and development of medical specialties.57 Nevertheless, it 
was not yet possible to create separate, specialist study programmes, 
as the unitary perception of medicine and the weight of the general 
practitioners still prevailed in the debates. This led to years of long, 
yet ultimately unfruitful discussions, caused in part by friction with 
the Fédération Médicale Belge. The legal recognition and regulation 
of medical specialisations was eventually ordered by royal decree 
on 12 September 1957. Before this date, anyone could call himself 
a specialist.58

A cautious countermovement, hampered  
by neo- liberal developments

An increasing number of different specialist courses was continu-
ously added to the programme, but without abandoning the uni-
tary degree. Even though students were generally encouraged to 
specialise, this could only happen after having obtained the degree 
of doctor in medicine, surgery and obstetrics. This, according to a 
growing group of dissenting voices from the middle of the 1950s, 
resulted in an overloaded curriculum and an excessively long period 
of study. The training of surgeons, for instance, lasted for thirteen 
years: seven years for the general medical degree, followed by six 
years of specialisation. Might it not be possible to shorten the gen-
eral programme specifically for those students who wanted to spe-
cialise afterwards, which was the case for almost 50 per cent among 
them? Moreover, the ever- progressing specialisation had also led to 
a focus on memorisation and the loss of an integrative or holistic 
approach, a challenge with which colleagues abroad were struggling 
as well. On the occasion of an international symposium on med-
ical education at the Royal Academy of Medicine, William Hobson 
(education and training officer at the World Health Organization) 
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complained that ‘there is general dissatisfaction in many quarters 
with the present medical curriculum. It is felt that too much factual 
detail is being taught, particularly in such fields as anatomy and 
biochemistry, and that the training does not fit the future doctor for 
his role in society … There is a strong need for more integration of 
the teaching of different subjects.’59

In this regard, the first attempts at change in Belgium already 
dated from shortly after the Second World War. In 1948, an internist 
at the University of Leuven, Jozuë Vandenbroucke, published a 
study about medical education (awarded by the Royal Academy), 
in which he argued for the shortening and simplification of basic 
medical education. In his view, two years of undergraduate study, 
followed by three years for graduation and a one- year internship 
had to be enough.60 However, for more concrete proposals one had 
to wait for at least another decade. Many of these proposals were 
suggested on the common initiative of the French- speaking and 
Dutch- speaking sections of the Royal Academy. The academy had 
already split in 1938, and at the end of the 1960s the universities of 
Brussels and Leuven were also divided in two separate institutions. 
Despite this division along linguistic lines, the national curriculum 
in medicine was largely preserved, but more detailed research about 
possible local differences in the medical programme is missing.

During the long- lasting debate at the academy, the dean of 
the medical faculty in Ghent expressed the opinion of many of 
his colleagues: that medical knowledge had become so diverse 
and so extensive during previous decades that the educational 
programme could and should no longer strive for exhaustivity. 
It was also during this discussion that Bouckaert presented his 
views on the ideal physician, referred to at the beginning of this 
chapter. Most important was to sharpen the critical mind of the 
student, for instance by adding an obligatory course in philosophy. 
According to the final report of the mixed commission: ‘Without 
neglecting the aspect of information that is necessary for the prac-
titioner, the training should focus mainly on fundamental ideas of 
educational value.’ Furthermore, ‘future practitioners should no 
longer learn only “how” to act, but also understand the “why” 
of their actions. They can no longer limit themselves to applying 
standard procedures, “recipes” so to say, when coming into con-
tact with different situations.’ Or, as the German physician Hans 
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Schulten explained: students had to be taught to make a distinction 
between what they know and what they believe.61 Through inte-
grative lessons in which different specialists presented their own 
view on the same subject, a more holistic approach of medicine was 
promoted once again.

A large part of the reform proposals aimed for a revaluation 
of the profession of general practitioner, which had lost a degree 
of popularity due to the ongoing pressure to specialise. As faculty 
dean, Vandenbroucke not only scheduled the year of internship one 
year earlier (so that the last year of training could function as a 
kind of pre- specialisation), but he also allowed students to take 
their internship at a local family doctor’s surgery instead of exclu-
sively at the hospital, in order to experience a normal doctor’s prac-
tice. Concerning the hospitals, an increasing number of regional 
hospital centres were integrated into the educational system.62 
Associate professors in family medicine were finally appointed, 
which happened exceptionally early in an international perspec-
tive. When Leuven took the lead in 1968, only Edinburgh and 
Utrecht had preceded it. Antwerp followed in 1972, Ghent in 1980 
and Brussels in 1987, as the last Dutch- speaking university in this 
regard.63

In several European countries, a similar cautious counterm-
ovement against the dominant scientific and specialist approach 
in medicine could be seen. The new medical faculty in Maastricht, 
for instance, experimented in the middle of the 1970s with 
a model of so- called problem- oriented education with ‘self- 
activity’, ‘permanent evaluation’ and ‘attitude- development’ as 
its key words. The transfer of knowledge stood no longer at the 
centre, but actively acquiring it.64 In Finland, the orientation to 
society was strengthened in the same period by introducing more 
social and preventive medicine and work with patients outside 
of hospitals. Practical, clinical studies were given a higher pri-
ority, whereas theoretical parts of the curriculum were reduced. 
Medical students strongly promoted these developments all along 
the way.65

In Belgium also, the majority of students supported the changes, 
but at the same time many of them were quite disappointed that 
often the reform proposals remained dead letters. Student soci-
eties had, for a long time, called for a shift in attention within 
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the medical curriculum to the social role of the physician and the 
psycho- social dimension of medicine, but somatic medicine never-
theless clearly remained at the centre. Despite the pioneering work 
of the University of Leuven in comparison to the other Belgian 
universities in reducing the heavy theoretical elements of the pro-
gramme, the ever- growing number of students largely prevented a 
more personal approach. Also, the ongoing discussion within the 
European Economic Community about the mutual recognition 
of diplomas at the end of the 1980s delayed some of the actual 
changes.66 It clearly shows how the local, national and international 
level were closely connected to each other.

Another reason why many suggestions to shift the focus away 
from the theoretical, scientific part of the programme were never 
realised, was the succession of major breakthroughs in medical 
science during this period; breakthroughs that the students needed 
to be aware of, according to their professors. On the one hand, the 
still ongoing specialisation was ‘solved’ to some extent by moving 
specific disciplines to separate medical faculties of, for instance, 
pharmaceutical sciences or movement and rehabilitation sciences. 
Yet, on the other hand, in order to become good practitioners, 
students had to be at the same time excellent researchers, not only 
familiar with recent findings in virology (e.g. human immuno-
deficiency virus (HIV)), genetics (e.g. the human genome project) 
or oncology, but also be able to critically access the increasingly 
complicated kind of research practices in these fields.

This last skill is essential within the concept of evidence- based 
learning, which became popular from the 1980s. However, it 
proved to be almost impossible in the Belgian context to replace 
the tradition of so- called authority- based learning. Professors 
themselves complained about the lack of a proper research atti-
tude among the students, but did not manage sufficiently to 
encourage them to assess or develop new knowledge critically.67 
The ambition of a psycho- social and more holistic approach was 
replaced by continuing specialisation and discipline formation, 
processes that could not be countered by existing attempts of 
interdisciplinarity, which moreover too often only had a rhet-
orical character. In order to be able to develop critical thinking 
(being included in the idea that future physicians should not 
only be trained, but also be educated), a certain degree of 
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interdisciplinarity was needed, particularly the ability to escape 
from prevailing theories in one’s own discipline. To what extent 
were future physicians still made aware of the uncertainty 
of medicine, which itself raises doubts about the infallibility 
of  evidence- based medicine?68 Medical students sometimes had 
the impression that they were taught to consider their textbooks 
the ‘medical bible’.69

The neo- liberal policies from the last quarter of the twentieth 
century changed the way knowledge is produced, exchanged and 
taught. The new market economy, new ways to fund research, the 
development of new technologies, sciences and organisational pol-
itics have profoundly modified the way we produce and acquire 
knowledge. A good example of this trend is the recently gained 
strategical importance of research and development departments 
within the health industries. These departments are in direct com-
petition with the university laboratories for both fundamental and 
applied research. However, the pharmaceutical industries and the 
Belgian universities quickly developed durable links that are vis-
ible in the production and financing of research at the universities. 
A significant part of fundamental research is thus ‘subcontracted’ to 
university laboratories for directed research.

Besides doing fundamental research, university hospitals are 
present at other levels in the production of new products and 
knowledge. A good example of this practice is the collaboration 
between hospitals, laboratories and physicians in the field of clin-
ical research. Here, the doctors and universities play a primordial 
role in approving products or practices that come forth out of a 
knowledge- based economy. This shift in research conditions was 
accompanied by a rise in the number of people who produce know-
ledge and invent new practices. Chemists, biologists, statisticians 
and computer scientists have joined the doctors in the field of 
research, as ‘experts’ of all kinds have gained a central role in the 
process. Applied research thus takes more and more space in the 
production of medical knowledge, both inside and outside the uni-
versities.70 As the academic and industrial fields have grown closer 
since the Second World War and the era of neo- liberalism, so too 
has the production of knowledge taken on a more ‘businesslike’ 
approach. Researchers not only publish and protect their results 
and discoveries, but they also develop distribution and commercial 
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strategies in close relation with the health industries, an approach 
that is characteristic of the first decades of the twenty- first century.71

The specificity of medical education in Belgium

However, one should be careful when making broad statements 
about medical education in Belgium during this period as research 
assessing these recent developments is largely missing. In fact, 
this applies almost to the twentieth century as a whole. Indeed, 
publications focusing on a particular institution during a specific 
(often short) period of time do exist, but they enable us to have 
a view on changes in medical education only to a limited extent. 
Particularly, possible variations between different universities or 
between Dutch-  and French- speaking Belgium remain somewhat 
underexposed. In consequence, we can only hint at the tension 
between the local, regional, national and European level, yet unfor-
tunately we are not able to develop this interesting and promising 
approach extensively. Nevertheless, it has become clear how the 
attitude towards medicine as an art or a science in medical educa-
tion has been continuously reciprocating, in relationship with chan-
ging political, social and cultural circumstances.

On the one hand, medical education in general followed a 
similar line of development in Belgium as in most other European 
countries, yet on the other hand, many specific circumstances also 
created a unique situation. Most important in this regard was, first, 
the early introduction and the exceptionally long preservation of 
the unified degree of doctor in medicine, surgery and obstetrics. 
Second, the competition between state and private universities often 
resulted in small differences in the curriculum, yet sometimes the 
policy of the latter was decided not so much by choice, but rather 
out of necessity due to their long- lasting difficult financial position. 
Finally, the traditional conflict between Catholics and liberals led 
to specific conditions, such as the somewhat more holistic approach 
at the Catholic University of Leuven (also shown by its pioneering 
role in the countermovement of the 1960s and 1970s). Classroom 
history and other methods and concepts from the discipline of the 
 history of education could be helpful in expanding this kind of 
more detailed research further.72
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Medicine, money and mutual aid

Dirk Luyten and David Guilardian

In 2015, average out- of- pocket patient payments would amount 
to some 18 per cent of healthcare expenditures, almost 80 per cent 
being paid for by the national compulsory health insurance scheme, 
while revenues from voluntary insurances fund less than 5 per cent 
of the total amount.1 Two hundred years ago, a patient would have 
to pay the total bill by themselves or turn to local public welfare. 
In the last two centuries, the financing of healthcare obviously went 
through major changes. This chapter will highlight the shift of both 
healthcare and hospital financing, from local welfare to state inter-
vention through the creation of private schemes and institutions, 
especially mutual aid societies.

Economic and financial issues in medical history have not 
received as much attention in Belgium as compared to the 
Netherlands, Great Britain or France.2 And most of the time they 
have been touched upon indirectly. In the 1990s sociopolitical lit-
erature on the history of social security, for instance, the financial 
aspects of medicine in Belgium have been analysed at macro level, 
but always in the context of a larger political and social history. 
Publications on the history of the mutual aid sector are another 
place to look for indirect examinations of the Belgian healthcare 
economy. The history of public healthcare institutions constitutes 
a third field of research that has allowed historians to peek at the 
financial realities of medicine in the past.

The economy of the private healthcare sector and the study 
of social groups financing medical care through their own means 
remain a blind spot in current research. And although the develop-
ment of private health insurance companies has been less significant 
in Belgium than in a neighbouring country such as the Netherlands, 
the specificities of the Belgian private health insurance sector are 

  

 

 

 



207Medicine, money and mutual aid

207

still to be studied in detail.3 Drawing from the existing historiog-
raphy, this chapter will thus mainly explore the public or semi- 
public spheres of healthcare.4

Healthcare and hospitals before 1795

If we divide the population roughly between the wealthy, the poor 
and the middle class, there are three different possibilities as to 
healthcare consumption. To the higher classes, private home care 
was the norm. The wealthiest paid in full the remedies of their 
pharmacist, the visits of their physician or the rare operations that 
the surgeon would perform in their living room. For the poor, public 
and private welfare would intervene, especially in cities where the 
local authorities paid for a doctor and surgeon whose task was to 
care for the poor, and where a hospital would offer them nursing 
care.5 As for the craftsmen and workers who were neither rich nor 
poor, membership to a craft guild or a brotherhood often offered 
the benefit of some form of mutual assistance. The most thriving 
among these organisations set up ‘sick funds’ or even built their 
own almshouses to spare their members the humiliation of having 
to resort to charity in time of sickness.6 An alternative would be 
to turn to home care congregations such as the Black Sisters or 
Alexians.7

Institutional healthcare, provided by hospitals, was limited to 
nursing care provided essentially by religious congregations, with 
very little physician involvement. Financially, they relied almost 
entirely on the income of their estate and gifts from wealthy 
patrons.8 All who could afford it avoided these establishments for 
they bore the mark of poverty and death. Local public author-
ities in main cities only intervened when they feared for public 
health and security; they, for instance, funded the construction 
of ‘pesthuyskens’ (plague houses) or institutions for the mentally 
ill.9 What percentage of the population would turn to a doctor 
in the Ancien Régime? Considering most people in the country-
side would resort mainly to religious or superstitious relief (e.g. 
quacks), a doctor would only be called for by the bedside when 
death already approached. In cities, doctors were more frequently 
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consulted. In Brussels, extrapolations on the basis of a series of 
practitioner records around 1780 would indicate that some 16 per 
cent of the population would ask for a doctor.10

The French reorganisation and the dual society  
(1794– 1850)

The French Régime would fundamentally change the financing of 
healthcare by introducing two new ideas. The first idea contended 
that the well- being of citizens could no longer be left to the good-
will of philanthropists and charitable organisations but needed 
to be a major concern to the nation as a whole. The French 
Revolutionary Constitution of 1793 asserted: ‘Public relief is a 
sacred debt. Society owes subsistence to its less fortunate citizens.’11 
Although the French Assemblée quickly realised that free universal 
healthcare was financially unviable, it ordered the nationalisation 
of all private care institutions, foundations and almshouses (décret 
du 23 messidor II).12 Institutional healthcare would be automat-
ically public, and directed by a newly created local board called 
civil hospitals (hospices civils). At the same time, poor relief and 
healthcare were entrusted to the new local welfare bureaus (bureaux 
de bienfaisance), who appointed the ‘poor doctors’ (Figure 6.1). 
Placed under the control of local authorities, welfare did not rest 
directly on the purse of the central state; only the care of certain cat-
egories of destitute people (blind people, profoundly deaf people, 
or prostitutes arrested by the police, for instance) remained state- 
financed.13 The reform did cause welfare institutions to lose parts 
of their traditional incomes (tithes, feudal rights, annuities from 
guilds, etc.).14 In Leuven, the annual income of the city hospital and 
hospices dropped by 38 per cent (from almost 120,000 F before 
the French annexation to less than 75,000 F in 1800), a deficit that 
municipalities would have to compensate.15

The second idea had to do with the new role of the revolutionary 
state: it was believed that the state should be the main recourse of its 
citizens in time of need and that private intermediary organisations 
should be done away with. Craft guilds, brotherhoods and their 
mutual aid systems were abolished. Those who could not afford the 
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cost of private care would now have to turn automatically to public 
welfare, which acquired some kind of monopoly. The ‘French 
system’ would be maintained but challenged, especially after 1850, 
both by the return of Catholic charities, and by the need for new 
mutual aid societies.

Figure 6.1 Poor doctor’s certificate, issued for the director of St- Pierre 
Hospital in Brussels, indispensable for admission, 1837.
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Private charity returns (1850– 1900)

The medical marketplace in mid- nineteenth- century Belgium was 
an unregulated space in which qualified doctors competing for 
‘clients’ were free to determine their fees and (paying) patients 
free to choose among a growing range of healthcare providers. 
Although expensive physician fees (in 1850 a visit to a doctor 
cost the daily wage of a worker), cultural resistance to  medical 
consumption and availability of free public medical  services kept 
the largest part of the population on the fringes of the market,16 
options for medical care slowly expanded for the poorer class too.

In the second half of the century, the weight of individual phil-
anthropy, such as that of local elites or of upper- class Catholic 
women’s societies, decreased to give way to large- scale organised 
forms of philanthropy. As public welfare institutions grew 
in size and number, Catholic private charity developed too.17 
From 1841 on, the Catholic Society of St Vincent de Paul, for 
instance, established local ‘conferences’ in many parishes all over 
the country and built outpatient hospitals in small villages (see 
Chapter 2, pp. 70–1).18 This shift to organised charity brought 
about rationalisation, gains in efficiency and an enhanced control 
over the poor it served.19

In theory, all hospitals were and had to remain public  welfare 
institutions dependent on local governments. The continued 
presence of Catholic nursing personnel within their walls, how-
ever, often led to growing tensions between religious staff and 
lay  boards of directors. This is one of the reasons –  coupled 
with the fast expansion of religious orders in the nineteenth 
century –  why the Catholics kept pushing for the establishment 
and financing of their own private institutions. New private hos-
pital foundations with independent boards had, in fact, been 
authorised under French ruling (Arrêtés from the years X, XII 
and 1806), provided that they were placed under the supervi-
sion of public welfare.20 Unlike the situation in France, religious 
charity in Belgium was allowed to keep a crucial place in the 
national landscape of healthcare. It would also take part in the 
mutual aid system.
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Workers’ health insurance: social control and a first step 
towards collective responsibility, 1850– 94

In the first half of the nineteenth century, most workers lived at a 
subsistence level. After 1850, a modest rise in salary rates allowed 
the better paid among them to start saving modestly. Most then 
elected to invest in small- scale initiatives of the labour movement 
such as mutual societies or cooperatives.21 Mutual societies grew out 
of the principles of reciprocity and resource pooling. They allowed 
workers with too low an income to mutualise limited savings to no 
longer rely on public assistance in time of sickness.22 Outside of 
the paternalistic, charitable, partisan sphere of liberal and Catholic 
organisations, some mutual societies had been set up by workers 
themselves with a different set of rules and aspirations. Workers 
belonging to one specific occupational group, especially craftsmen, 
would pool a fraction of their income together to cover the risk of 
sickness of their peers, thus somehow picking up the thread that 
had been cut by the French reorganisation.23

In the mid nineteenth century, most mutual aid societies only 
paid their members a daily sickness allowance when illness, old 
age or an accident prevented them from working. They also par-
tially compensated the cost of the funerals of deceased members. 
Considering the limited efficacy of orthodox therapeutics at the 
time, the rarity of practitioners in the countryside and the high 
cost of medical treatment, monetising was, in working- class cul-
ture, often more oriented towards the dead than the living. Proper 
funerals, with the social and religious obligations they entailed,24 
were prioritised over the receiving of standard medical care.25

Despite mutual aid alleviating some of the pressure put on Welfare 
funds, the 1851 law on mutual societies ratified by a wary Liberal 
government in the wake of the social protest of 1848, hints at the 
authorities’ distrust and prudent ways of dealing with these new 
types of organisations. For the latter, legal recognition and fiscal 
advantages came at the price of direct control by the municipality 
and sanctions in case of non- compliance with the law.26 While phil-
anthropic (liberal or Catholic) mutual funds, or societies set up by 
employers and factory owners, were tolerated, the authorities did 
not hesitate to enforce the 1791 coalition ban against organisations 
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of factory workers, arguing that they sometimes functioned as secret 
trade unions. The mid- nineteenth- century textile sector in Ghent 
counted 12 factory- based mutual societies, with a total membership 
of 2,200.27 In 1886, mutual aid funds in Belgium served 65,000 
affiliated members (of a national population of about 6 million in 
1890); this was less than in 1850 (70,000 members for a total popu-
lation of 4.3 million in 1846). For the government, the moralisation 
of workers needed to be the primary goal of these organisations; 
prizes were awarded to those, particularly of bourgeois origination, 
most successful in educating the poorer classes.28

Moralisation was central to the mission of Catholic mutual 
societies created in the 1850s and 1860s too, just as was the 
preservation of the Catholic faith in the face of the secularisa-
tion policies adopted by a succession of Liberal governments. 
Organised at parish level and often embedded in charity structures, 
Catholic mutual societies were managed and partly funded by 
members of the elite, or so- called honorary members who contri-
buted high membership fees without being entitled to any benefits. 
Both liberal and Catholic developments in the field of mutual 
aid sought to prevent the emergence of socialism and workers’ 
organisations.29

But the social unrest of the late nineteenth century forced new 
issues into the conversation. Spurred by a severe economic reces-
sion in the industrial regions of Wallonia, the violent strikes of 
1886 brought the appalling working and living conditions of 
Belgian workers to national attention. As a political response to 
the strike, the Parliamentary Inquiry Commission tasked with 
investigating this state of affairs advocated in favour of mutual aid 
funds as tools of social pacification. Even further, it encouraged 
class cooperation and worker involvement in the management of 
these organisations.

The issue of mutual aid came at the forefront of public attention 
again in 1895 during the debates on the reform of public assistance. 
Socialists from the newly founded Labour Party (the Parti Ouvrier 
Belge, or Belgische Werkliedenpartij) favoured a system of com-
pulsory social insurances as an alternative to public assistance. 
They were of the opinion that obligation should stem from soli-
darity: such a system would entail the redistribution of the national 
income and contribute to the advancement of society as a whole 
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rather than providing insurance solutions for isolated individ-
uals.30 The Catholics had already raised the idea of a compulsory 
health insurance during their annual Catholic Congresses in the late 
1880s, but only for low- paid industrial workers and financed by 
the industry itself.31 At that time, concern of the governing class for 
the moralisation of working- class citizens and for their learning of 
simple principles of financial caution trumped technical issues of 
funding and sparse medical considerations. In addition, a curtailing 
of the free market still seemed an undesirable prospect for most.32 
For the first time, however, the idea of a nationwide system of 
shared responsibility for healthcare costs had been put forth.

Subsidised liberty (1894– 1944)

All in all, the last quarter of the nineteenth century was a period of 
growth in healthcare thinking and strategising. Economic crises and 
social unrest demanded that the state face up to the situation of the 
working class and spurred a national public reflection on the issue 
of healthcare for all. As a growing number of people and political 
organisations looked to forms of organised solidarity to remedy the 
costly plague of ill health, the state sought to unburden the load of 
public assistance by acting as a distant unifying force in a sector 
still mostly livened up by Catholic initiatives. At the same time, the 
growing influence of the socialist movement forced most political 
families to adopt one or other aspect of the socialist agenda, lest 
they lose a portion of their constituency. This set off a century- long 
search for more democratic and universal solutions to the problem 
of healthcare financing.

In public debates about the health of the Belgian population, 
the focus moved away from moral concerns towards the cost of 
care in and of itself: the possible ways to calculate it, to contain it, 
to share or allocate it. New techno- financial tools and arguments 
were introduced into healthcare planning and mutual aid thinking. 
All the while, the idea of a national system of compulsory insur-
ance kept resurfacing time and again, but political and ideological 
discords prevented it from materialising into more than words.

With the new 1894 law on mutual aid societies, direct control 
and threats of sanction gave way to a new regime of ‘subsidised 
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liberty’. The central state preferred to restrict its role to the 
subsidising from afar of independent organisations. From 1898 
on, mutual societies with an official accreditation could qualify 
to receive state subventions. Municipal control abated. This new 
system, in combination with the rise of workers’ living standards 
and renewed efforts –  particularly from the Catholics –  to set up 
more organisations, led to an increase in mutual aid membership. 
In 1890, Belgian state- accredited mutual funds counted 54,347 
members. In 1900, this figure reached 185,201.33

In the two last decades of the nineteenth century, habits of 
medical consumption changed due to the democratisation of the 
medical market,34 the development of antiseptic surgery and the 
increase of purchasing power. Mutual aid offers transformed as 
workers became more willing to invest part of their income in med-
ical services that they could not afford or were not interested in 
before. In the late 1880s in the province of Namur, mutual societies 
started to trade the system of daily sickness allowance for a system 
of reimbursement of medical expenses.35 A series of factors –  state 
subsidies, centralising and rationalising incentives, industrial acci-
dent risk coverage transferred to private insurance companies 
(1903) and disability insurance passed on to the more generously 
state- funded federations of mutual organisations –  enabled local 
mutual aid funds throughout the country to propose an expanding 
range of options, starting with a basic ‘medical- pharmaceutical’ 
coverage (reimbursement of doctor fees and pharmacist bills). Some 
promoted preventive healthcare or offered additional coverage for 
specialised treatments like surgical operations.36

Inevitably, the growing involvement of mutual societies in med-
ical care led to conflicts with a fast- organising medical profession 
still bent on defending a patient’s free choice of practitioner and a 
physician’s right to freely set his fees. To contain the cost of medical 
care, mutual societies offered physicians contracts with fixed fees 
to take up the care of all their members.37 Medical practitioners 
resented this type of agreement. Some accepted, however, to ask less 
for the treatment of workers but not for that of the craftsmen who 
made up a large part of mutual aid membership. In their dealings 
with pharmacists, mutual societies used as leverage the threat of 
opening their own ‘people’s pharmacies’.38 In 1912 in Antwerp, dis-
gruntled physicians organised a strike against the (liberal) society 
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Help Uzelve (Help yourself). The latter offered free basic, and later 
specialised, medical care to a growing membership, steadily eroding 
the independent practitioners’ share of the medical market.39

But the better organised the medical profession became, the 
greater weight it was able to hold in its negotiations with mutual 
aid funds. The firmer demands of physicians constituted a new 
unpredictable variable in the system of healthcare financing. 
By comparison, the costs of daily sickness allowance paid to a 
society’s members were easy to control: the fee lowered the longer 
the sickness lasted, always had a time limit (often six months) and 
decreased on a sliding scale the older a member got. Often mem-
bership was denied to applicants over forty- five or fifty years old.40 
But since payment for medical care had a more open- ended char-
acter, mutual aid organisations had to establish new strategies of 
cost limitation. To solidify their position, Brussels mutual societies 
organised in 1863 into a federation; the pooling of local mutual aid 
resources and cooperation between contracted physicians helped 
pushing the development of healthcare provision further.41 In 
Ghent, the local mutual aid society took on the payment of sickness 
allowances, while the coverage for medical care was organised at 
the federation level and funded by a separate contribution from 
members.42 The most radical solution to skyrocketing and unpre-
dictable costs consisted simply in no longer offering members the 
‘medical- pharmaceutical’ coverage and to increase the amount of 
the daily sickness allowance instead, which could then be used to 
pay a doctor. An alternative was to put an upper limit –  per year and 
per member –  to the coverage of medical expenses, which would 
then allow mutual funds to extrapolate their maximal budgets for 
each year.43 In the countryside, physicians and mutual aid soci-
eties often opted for an alternate subscription system: the organ-
isation paid a fixed fee per member to a number of local physicians 
between whom healthcare- seeking members were free to choose. 
This was an interesting solution that provided practitioners with a 
stable income in areas with low medical demand.44

The development of mutual funds must also be studied in the 
political context of what is termed today the ‘pillarisation’ of 
Belgian society; a process of fragmentation and reorganisation of 
the country’s social life around the three main dominant political 
families competing for national dominance. Most organisations 
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and institutions belonged to one of the three political ‘pillars’ –  
whether socialist, Catholic or liberal –  and each of these pillars 
controlled a large part of the social and cultural infrastructures 
of the country. Because it privileged organisations over the state, 
pillarisation impeded direct state intervention and state institution- 
building. Unsurprisingly, it agreed with the idea of subsidiarity, 
the cornerstone of Catholic social ideology and of the social policy 
of the Catholic governments in office between 1884 and 1914. 
The expansion of mutual aid societies was one of the numerous 
expressions of this pillarisation process, a process that would 
deeply inform the shape of care provision and preventive medi-
cine in the twentieth century. While Catholic congregations and 
organisations used this situation to expand their institutional and 
medical reach,45 socialist mutual societies started building small 
surgical facilities –  they were not able yet to support the building 
of a comprehensive  infrastructure –  to offer healthcare to workers 
potentially interested or already invested in socialism and challenge 
the Catholic  dominance in this field.46

Although the system of subsidised liberty improved health 
coverage at the turn of the twentieth century, it left three population 
groups vulnerable. First, in rural regions, mutual societies predom-
inantly organised the wage earners and had difficulties attracting 
the self- employed, particularly farmers. Similarly, rural elites, 
unlike their urban counterparts, were little inclined to support the 
development of mutual aid. Local authorities, too, felt no urgency 
to bolster mutual funds because they did not have to cope like cities 
had with fluctuating poverty resulting from the business cycle. The 
usually lenient positions adopted by public assistance institutions 
towards the needy in sparsely populated rural communities further 
tempered the perceived need for such solidarity mechanisms.47 In 
the rural province of Namur, the farmers’ lack of interest in mutual 
aid was attributable to the influence of local priests who favoured 
traditional charity too, and did nothing to stimulate the foundation 
of Catholic mutual funds.48

The second underrepresented group among mutual aid members 
were women and children. As a general rule, mutual societies only 
covered (male) breadwinners. Insuring every member of a family 
was far too expensive and women were considered to be at higher 
risks than men. In 1900, women made up only 5.5 per cent of 
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the total number of members in mutual societies.49 The creation 
of women and children’s, or so- called familial, mutual societies 
provided a first solution to this problem.50

Low- paid workers constituted the third group, among which 
mutual society membership was rare, a group whose situation the 
proponents of a compulsory system of health insurance particularly 
wanted to see improve.51

The political debate about the possibility of implementing such 
a compulsory system provided various occasions to discuss the 
financial coverage mechanisms of medical care for the lower social 
classes. The 1912 project of the Catholic government, inspired by 
the British system (Lloyd George), defended the continuation of 
subsidised liberty. In that system, workers who could not pay or 
were refused membership to a mutual aid fund were to be insured, 
with lower benefits, via state mutual funds organised at regional 
level. Those outside the labour market would remain dependent 
on public assistance.52 Liberals and socialists criticised the Catholic 
scheme by using new arguments based on financial methods such 
as risk assessment: these ‘regional councils’, they asserted, could 
not be financially viable since their members combined a high- 
risk profile with limited financial means to pay their contribution. 
According to them, this type of risk should be covered by reparti-
tion, and thus solidarity.

The 1913 project of socialist politician Camille Huysmans hints at 
a growing consciousness of the cost of care as well; it contended that 
a compulsory sickness insurance scheme could be financed simultan-
eously by employers, their employees and the state. But employers, 
resisting the idea of state intervention and of their own responsi-
bility towards their workers, opposed actuarial risk principles to 
that socialist notion of solidarity: young wage earners should not 
contribute the same amount as their older counterparts, since they 
were less likely to get sick; the risk of illness was purely personal and 
premiums should be calculated on an individual basis, using mor-
tality and sickness tables. Additionally, the cost of ill health should 
be borne by the workers alone.53

The First World War brought a new awareness of the vulner-
ability of the population and of the need to preserve the productive 
forces of the country. Belgium had always relied on international 
imports for a significant portion of its food needs. Suddenly plunged 
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into deep economic disarray and weakened by trade embargoes, 
the country under German rule faced massive unemployment rates, 
a general impoverishment of the population and a risk of famine 
on an unprecedented scale. Many people could no longer afford 
medicine or the visit of a physician. In September 1914, to prevent 
the worst, several members of the Belgian economic elites founded, 
with the support of the exiled Belgian government, the National 
Relief and Food Committee, a ‘parallel social state’ that gathered 
and distributed national and international aid within the country. 
The committee coordinated social policies in cooperation with 
organised labour. In addition to food, it provided free medical care 
to the unemployed and redistributed funds to mutual aid societies, 
but this time on the condition that they offered coverage not only 
to individual male breadwinners, but also to every member of their 
family, for the lives of women and children needed protection too. 
The committee organised care for babies and children, and supplied 
meals to expectant mothers. Preventive care (against tuberculosis 
among others), too, became central to the committee’s efforts and 
continued well after the war.54

After 1918, despite the achievements of the innovative National 
Relief and Food Committee, the Belgian government resumed its 
policy of subsidised liberty. Catholic opposition to state interven-
tion in an area that had historically been the prerogative of religious 
organisations was partly responsible for the status quo. Catholic 
pushbacks also ensured that the creation of a standalone Ministry 
of Health would not come to be until after the Second World War.55 
State financial support to mutual aid organisations increased after 
1918, however, and became a permanent feature of interwar gov-
ernmental policies. The National Committee’s efforts towards the 
coverage of the working- class and families were carried on by 
the various coalition governments that followed the end of the war 
(and often included the Socialist Party). The largest part of this 
support went to the financing of medical- pharmaceutical services.56 
Specialised structures for women within mutual aid organisations 
took over the role of independent women’s mutual societies.57 
Large sums were invested in tuberculosis prevention. Other cat-
egories of preventive care had to do with pregnant women, babies 
and children: open- air holiday camps, for instance, were offered as 
part of tuberculosis preventive efforts. Since the receipt of subsidies 
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was subject to compliance to certain conditions, the system of state 
subsidies led to more uniform practices in healthcare provision.58 
The financing of mutual aid and the development of healthcare 
infrastructures also resumed at province and local level, primarily 
through subsidies or cooperation with private actors.59

More and more people gained access to health coverage, which 
became relatively less expensive. In 1934 a visit to a general prac-
titioner costed 8 BF, while an unskilled worker in the building 
industry in Brussels earned 4,10 BF per hour.60 In 1926, 75 per 
cent of the rural Kempen population already enjoyed membership 
to a local mutual aid fund.61 In the 1920s, generous state sub-
sidies initiated by the socialist minister of labour Joseph Wauters, 
as well as a slow reorganisation and centralisation of mutual aid, 
allowed for the pooling of resources at regional level.62 This pro-
cess contributed to the general expansion of the medical offer,63 
including to the construction of brick- and- mortar facilities, to the 
multiplication of prevention initiatives and of specialised services.

The introduction of universal male suffrage in 1919 and the 
country’s post- war swing to the left positively impacted the devel-
opment of the socialist flank of the mutual aid sector. To keep 
abreast of the growing specialisation of medical care, socialist 
mutual organisations built their own polyclinics, offering specialised 
care and the benefit of up- to- date technological equipment to the 
working class at a fixed affordable fee.64 Socialists also built clinics, 
such as the People’s Clinic in Ghent, one of the strongholds of 
socialist organised labour. In that specific clinic, cost control was 
achieved by applying the principles of division of labour: each 
patient was examined by a general practitioner before being sent 
to a specialist and each patient had a personal file. Maintaining a 
healthy financial balance, however, proved to be difficult; the price 
of medical care had to be raised and patients were expected to pay 
an entrance fee in addition to the cost of their treatment.65 In the 
1920s, as a countermove to the flourishing of socialist structures, 
industrial employers created at company level a parallel network of 
mutual aid organisations that similarly contributed to the general 
expansion of health coverage: in 1931, however, about a million 
workers still remained uninsured.66

As for the Catholic labour movement, it first lagged behind 
but soon caught up, broadening and diversifying its medical 

 

 

 

 

 

 

 

 

 



220 Institutions and beyond

infrastructure, building clinics and sanatoria like their political 
rivals. In this context of growth, cost control and the regula-
tion of the health market became crucial. Individual mutual aid 
organisations each implemented their own system of cost con-
tainment, usually involving the hiring of physicians with fixed- fee 
contracts. In 1920, attempts to conclude a national agreement 
between the medical profession and the mutual aid sector pushing 
for the standardisation and capping of medical fees, failed. 
Conventions at regional and provincial levels, however, were suc-
cessfully negotiated.67 While socialists like the leader of the national 
federation of socialist mutual funds, Arthur Jauniaux, argued again 
for the existence of one single mutual society with a unified fee 
policy, Catholics advocating organisational pluralism still stood in 
the way of a compulsory health insurance scheme.68 Nevertheless, 
healthcare financing and the mutual aid sector, now enjoying the 
full and permanent support of the state, were moving towards cen-
tralisation and standardisation.69

Hospitals no longer only for the poor (1890– 1944)

By the end of the nineteenth century, the private healthcare 
institutions would not only be organised by a Catholic congrega-
tion or a mutual aid society, but sometimes founded by surgeons 
or specialist physicians, for a middle-  and upper- class population 
eager to benefit from new technologies originally developed in 
hospitals. Operating outside of what had been thus far the char-
itable logic of institutional medicine, these establishments initiated 
a new financing model resting entirely on patient- paid revenues. 
Although the admission of occasional wealthier paying patients had 
been customary in Belgian public hospitals in the nineteenth cen-
tury, it had always been with the understanding that the better- off 
did not really belong there.

In contrast to the development of private medical services and 
mutual aid clinics, municipalities experienced great difficulties in 
sustaining and growing their network of public hospitals. The cost 
of hospital construction –  especially of new specialised facilities –  
and of everyday hospital management was as prohibitive as ever. In 
the Brussels area, a few hospitals built after 1883 (Laeken, Forest, 
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Molenbeek) closed after the First World War. Few municipalities 
banded together to create inter- municipal institutions; most kept 
sending their poorer residents to the better- equipped city hospitals.70 
The search for private –  sometimes foreign –  funds was one of the 
ways municipalities got around their lack of capital. To rebuild the 
city’s historic St- Pierre Hospital according to the new scientific and 
technological standards of the time, for instance, the Brussels Public 
Welfare and the Brussels University successfully sought the support 
of the American philanthropic Rockefeller Foundation directly 
after the First World War.71

The provision of affordable healthcare through mutual aid 
clinics and polyclinics negatively impacted the rate of public hos-
pital use since mutualists no longer depended on public assistance 
physicians and institutions. One of the solutions available to muni-
cipal hospitals experiencing a decline in their user population was 
to open their doors to paying patients. While not doing so explicitly, 
the 1925 Law on the Reform of Public Assistance (which merged 
each municipality’s welfare bureaus and hospitals into one single 
Commission d’Assistance Publique (CAP)/ Commissie van Openbare 
Onderstand) and the ensuing debates admitted the necessity of 
attracting and accommodating a wider array of patients, mutual 
aid members and insured individuals included.72 Hospitals could 
become an affordable option for lower- middle- class and middle- 
class patients seeking specialised and technological treatments; in 
return, patient- paid revenues would constitute a significant input 
to the finances of public institutional medicine. Now CAPs were 
free to open clinics for paying customers with comfortable private 
rooms.73

Paying public hospital users were charged the basic legal daily 
rate, plus a series of additional charges for blood transfusion, 
medicine, nursing material, radiography, laboratory analysis, 
radiumtherapy, transportation, etc. They also paid their physician’s 
or surgeon’s fees separately, especially if the latter did not belong 
to the hospital staff.74 Between 1926 and 1934, the proportion of 
paying patients treated in the two main CAP hospitals of Antwerp 
(St- Elisabeth and Stuivenberg) would range yearly from 8 per 
cent to almost 25 per cent. In 1934, private CAP clinics opened 
in both hospitals.75 In Brussels, CAP welcomed a proportion of 
paying patients of nearly 16 per cent and 12 per cent in its two 
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major hospitals during the year 1926.76 However, the income from 
paying admissions only amounted to 8 per cent and 5 per cent of 
the hospitals’ global expenses (Figure 6.2 and Table 6.1).77

In 1935, a wing of the freshly rebuilt St- Pierre Hospital, named 
Clinique Héger, was exclusively dedicated to paying patients while 
the main building itself remained allocated to the poor. Four years 
later, the new specialised Cancer Institute Jules Bordet combined 
four floors for the poor with three floors for paying patients (who 
occupied one- third of the beds).78 Despite these changes the public 
healthcare system kept losing money. By 1933, the CAP hospitals 
of the capital suffered a deficit of 9.5 million F.79

Notwithstanding the hardships of public healthcare financing, 
the development of medical institutions carried on, galvanised 
by the mushrooming of mutual aid clinics and private health 
institutions, the general public’s interest in safe surgery, techno-
logical innovations and the antibiotic revolution of the 1930s. The 

Figure 6.2 Two possibilities in the 1930s: either the common sick ward, 
free (as in this picture), or the single room with private bathroom,  

for paying patients. Ward 14, St- Jean Hospital in Brussels,  
around 1935.

 

 

   

 

 



Table 6.1 Paying patients in the two main Brussels hospitals (1926)

Hospital Number 
of beds

Total number of 
patients admitted 
during the year

Number of paying 
patients admitted 
during the year

% Income 
from paying 
patients

Total hospital 
expenditure

%

Brugmann 760 5,657 891 15.8 546,671 F 6,735,902 F 8.1

St- Jean 570 5,410 642 11.9 256,255 F 5,166,126 F 5.0

Source: Rapport Annuel de 1926 (Brussels: Assistance Publique, [1927]), 24– 5.
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number of hospital beds (psychiatry included) grew from 40,000 
in 1933 to nearly 52,000 in 1940, showing a growth rate of about 
1,700 beds a year.80

Regulation and control: the Belgian welfare  
state since 1944

During the Second World War, German occupiers considered 
implementing a compulsory health insurance in Belgium resem-
bling that of the German healthcare system. This vision was 
frustrated by Catholic civil servants from the Ministry of Labour 
and Social Affairs who feared that marginalising the role of mutual 
organisations would undermine Catholic efforts in healthcare and 
weaken Catholic presence in the life of the Belgian people.81 It is, 
instead, a clandestine pact of social solidarity concluded just before 
the end of the war between some Belgian union and employer 
representatives assembled under the name Comité patronal- ouvrier 
that brought about change. A blueprint for a national social security 
policy, the pact served as a draft for the Social Security Act for sal-
aried workers of December 1944. The decree law that followed 
instructed that all Belgian employees, regardless of their wage 
level, be protected by a compulsory health insurance that would be 
funded by the state, employer contributions and deductions from 
employees’ salaries. For the first time in the history of the country, 
all employers had no choice but to support the general provision of 
medical care for the men and women they employed.82 Despite the 
fears of the Catholics, mutual societies were to remain central to the 
functioning of the system: insurance payments would be channelled 
through them. For the self- employed, an obligation to contract a 
basic insurance –  to cover ‘major’ medical ‘risks’ at least –  followed 
in 1964. A year later, the same requirement applied to civil servants, 
and in 1969, to the whole population.83

The new compulsory insurance scheme of 1944 transformed the 
role of the state. The financing of healthcare became part of public 
service and authority in the matter was progressively delegated 
to a new administrative body: the National Institute for Health 
and Disability Insurance, or INAMI/ RIZIV. But if the system was 
based on the principle of national solidarity between wage earners, 
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risks were unevenly spread among mutual organisations since they 
catered to social groups with different risk profiles. Because blue- 
collar workers made up most of their membership, socialist mutual 
aid funds, for instance, had to deal with higher risks than their 
Catholic counterparts while also taking in far less income since 
member contributions were wage based. This resulted in early finan-
cial problems for the new system: in 1948, it registered a deficit for 
the first time, which rapidly acquired a permanent character. Rising 
expenses were caused by demographic expansion, the development 
of medical sciences and expensive technologies, as well as by the 
inclusion into insurance services of social groups entitled to health 
benefits despite not being able to pay their share. Deficits varied 
across the mutual aid market: in 1949, for instance, most mutual 
societies were losing money, except for the Catholic organisations 
united within a federation of Christian mutual funds (De Landsbond 
der Christelijke Mutualiteiten/ La Mutuelle Chrétienne).84

Belgian historian Guy Vanthemsche has offered a sophisticated 
analysis of the compromise reached in 1949 to bridge the Catholics’ 
and socialists’ opposing views on solidarity. For socialists, who still 
wished for the creation of a single mutual society, national soli-
darity should prevail over all other concerns (i.e. the state should 
close the gap between incomes and expenses by granting more sub-
sidies to mutual organisations in deficit). To the Catholics, solidarity 
should be organised only among the members of each individual 
mutual society. The 1949 compromise specified, on the one hand, 
that contributions to health insurance funds should be distributed 
among all mutual societies, taking into account the risk profile of 
each society’s membership (organisations with members more in 
need of care received a bigger part of these contributions); on the 
other hand, mutual societies had a financial responsibility and –  this 
was a demand coming from the Catholic side of the sector –  in case 
of deficit, should ask an extra contribution from their members or 
lower the benefits that they offered. In the 1950s, a period of great 
political polarisation, the unstable compromise was called into 
question; it is only in 1963 with the implementation of the Leburton 
law on sickness and invalidity insurance that a long- lasting reform 
could be achieved (Figure 6.3). The latter pushed the separation 
of benefits compensating the loss of wage and reimbursements of 
healthcare expenses, and it secured higher financial support from 
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the state. All the while, the mutual aid sector agreed to assume a 
greater level of financial responsibility.

The transformation of healthcare after 1944 impacted the med-
ical profession too. To maintain the financial viability of the system, 
medical fees, for general practitioners as well as for specialists, had 
to be regulated, with a central role for the state. This restricted 
the freedom of doctors to determine their fee: as a consequence of 
the compulsory character of sickness insurance for wage earners, 
regulated fees covered more patients: a medical journal estimated the 
expansion of people covered by a sickness insurance after the intro-
duction of social security from 3.5 to 5 or 6 million.85 Regulation 
attempts met with resistance as conflicts between the state, the 
medical profession and mutual funds –  acting, in the name of their 
members, as a pressure group –  multiplied. In 1961 an agreement 
about official fee rates was concluded between the mutual aid sector 
and associations of medical professionals, but was opposed by the 

Figure 6.3 Edmond Leburton (1915– 97), the minister who gave his name 
to a law on financing of the sickness insurance in 1963. Screencap from 

video ‘Conseil des Ministres sur la grève des mineurs du Limbourg’, 1970.
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League of Belgian Physicians. Another organisation, the Syndikale 
Kamers der Geneesheren, reacted by staging a doctors’ strike 
against the provision of the 1963 law that encouraged fee regu-
lation through the signing of conventions between mutual funds 
and physicians’ organisations and provided penalties for doctors 
who did not respect the agreed fees.86 It took nearly twenty years 
to bring about stabilisation in the financing mechanism of the new 
public healthcare insurance system.

The post- 1944 transformations had consequences for mutual 
societies as well. Competition between them changed in nature. 
Since all the wage earners were now insured and entitled to equal 
benefits,87 expansion was only possible at the expense of a com-
petitor. As a result, mutual organisations redirected their competi-
tive energy to the so- called free insurance market (i.e. the selling 
of additional health coverages not included in the compulsory 
social security package, such as the reimbursement of funeral costs 
or home nursing). Often, they shaped their ‘free’ offer to attract a 
particular profile of wage earners. Some Catholic insurance funds, 
for instance, organised pilgrimages to attract the most pious among 
the Belgian workers. Up to 1964, free insurances were also key to 
the health coverage of the self- employed, farmers and civil servants, 
whose medical expenses were not covered by social security. 
Because it lined up with Catholic ideas of subsidiarity, precaution 
and solidarity, Catholic mutual aid organisations prioritised the 
development of that particular market and soon became the biggest 
player in this field. During the Trente Glorieuses, the breadth of 
health coverage expanded in all sense of the term: the number of 
insured individuals grew, just as did the variety of risks covered.

The economic crisis of the 1970s put a halt to further expan-
sion of the post- war system. In the following decade, major budget 
cuts in state support increased the share of healthcare costs payable 
by users, driving up the prices of medical services and stirring up 
calls for privatisation. In that impoverished context, the situation 
of healthcare workers degraded. In 1988, a law proposal from 
Flemish minister Jan Lenssens triggered an unprecedented wave 
of protest throughout the whole healthcare sector. Nurses, social 
and hospital workers, youth and disability care workers took to the 
streets, mostly of Flanders, in a movement of ‘White Fury’ (‘Witte 
Woede’, as it was referred to at the time) to denounce low and 
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unpaid salaries, high work pressure due to short- staffing and a gen-
eral lack of recognition for their work (Figure 6.4).88

In the same period, private insurance companies that had 
entered the market of complementary insurances in the late 1960s 
established themselves as serious competitors for mutual funds. 
They offered hospital insurance (an insurance that was progres-
sively coming to be seen as a necessary component of any salary- 
related benefit package) or insurance for those who sought the 
security of an additional sickness allowance in case of ill health. 
Mutual societies reacted by turning the non- compulsory hospital 
coverage into a complementary insurance product themselves, 
taking it out of their basic coverage and thus pushing it outside 
of the solidarity mechanism binding together their membership. 
On the other hand, the growing share of patient financial par-
ticipation in healthcare costs, the reduction in social security 
reimbursements and the freedom physicians still enjoyed in some 

Figure 6.4 Construction of a new building for the INAMI inaugurated in 
1974, when the economic crisis of the 1970s started.
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areas in the fixation of their own fees, created conditions in which 
the healthcare market could resume an easier expansion. In the 
late 1980s, the mutual aid sector broke into the market of inter-
national health coverage, which had been dominated up to then by 
private companies.89

In the past decades, the system has become more selective. Even 
though special supplementary benefits are directed at lower- income 
groups,90 individuals and families with insufficient means of subsist-
ence have found themselves pushed progressively to the margins of 
healthcare. Despite efforts from the mutual aid sector to develop an 
offer aimed at the poorest, remedying the gaps in medical care has 
fallen more and more to non- governmental organisations (NGOs) 
such as Médecins du Monde/ Dokters van de Wereld (Doctors of 
the World), a non- profit organisation that provides direct medical 
support to drug addicts, the homeless, undocumented and other 
people who have fallen off the healthcare radar.91 In other areas 
of public health today, NGOs will focus on specific diseases, like 
cancer for instance; by means of large- scale public campaigns, often 
with support from the media, they raise money to finance research 
and provide financial support to cancer patients.92

Hospitals increasingly under state control after 1944

The compulsory health insurance scheme had an immediate effect 
on public hospital finances. In the years following the 1925 reform 
of public assistance and the opening of public health facilities to 
paying patients, the patient population of the St- Elisabeth Hospital 
in Antwerp, for instance, was still made up of 60 to 80 per cent of 
indigent patients whose treatment had to be supported by muni-
cipalities. In 1945, that figure dropped to 10 per cent and stayed 
between 8 and 12 per cent the following years.93 This meant that 
roughly 90 per cent of the St- Elisabeth Hospital users now belonged 
to the ‘paying patient category’; they could pay for their treatment 
themselves or, more likely, had insurance. The new compulsory 
system of health insurance generated a financial windfall, flowing 
directly from the state and the mutual aid sector to public hospital 
accounts. Hospitals were not used to receiving such large amounts 
of capital for the services they provided. In Brussels and in Antwerp, 
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the local CAPs split the sums that they received from the INAMI in 
two, one half going to their hospitals, the other half to the salaries 
of public assistance physicians. A pool system was set up to redis-
tribute the latter half between the CAPs’ various departments; part 
of it was also reserved for medical equipment. However, this devel-
opment did not solve the depth of the global public assistance def-
icit: in 1948, the shortfall of the ordinary accounts of all the CAPs 
was still estimated at 1 billion BF. As a result, the state created 
a new ‘Fonds communal d’Assistance publique’ (Vermeylen Law 
of 24 December 1948)94 –  later referred to as the ‘Fonds spécial 
d’Assistance publique’ (law of 27 June 1956) –  to help municipal 
CAPs reduce their debts. By 1962 the cumulated yearly deficit of 
the CAP hospitals was cut down to 755 million F.95

The salaries of public assistance –  and, in particular, hospital –  
physicians were another point of contention in the financing mech-
anism of the new healthcare system. In the first half of the twentieth 
century, hospital work was still considered charity work and the 
function of ‘hospital doctor’ was attractive mostly for the research 
possibilities it offered, the prestige it afforded and as a springboard 
for a career in private medicine. Hospital physicians were granted 
a temporary mandate, earned nothing more than a small symbolic 
compensation for their services and had to rely financially on their 
private practice to earn their living. That is the reason why most 
doctors in this period would only spend two hours a day at the hos-
pital, generally in the morning, and few hospital medical activities 
took place in the afternoon.96 After the Second World War, the system 
of temporary mandates with limited compensation no longer seemed 
acceptable. Doctors aspired to become full- time employees and to 
fully take part in the daily life of their hospital. It took twenty years 
for this goal to be achieved, as is exemplified by the cases of Brussels 
(1967) and Antwerp (1971), both resulting in the creation of a pro-
fessional union of hospital physicians. In Brussels the reorganisation 
of public assistance physician contracts and salaries was influenced 
by the new Centres Hospitaliers Universitaires (CHU) (university 
hospital centres) reform in France (1960), which pushed for finan-
cial support from universities and sought to define a better balance 
between on- site curing, teaching and research activities.97 In the after-
math of the physician strike of 1964 and a successful compromise 
on state- regulated medical fees, a national Joint Commission was 
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tasked in 1967 to create a statute for hospital physicians but failed 
to reach a definitive solution. Minister Jean- Luc Dehaene settled the 
issue twenty years later, in 1986.98 In the meantime, the total number 
of physicians in all branches of medical services multiplied by three, 
going from 8,000 in 1950 to 24,000 in 1980.99

With the introduction of social security, the hospital sector 
became subject to more state regulation. Hospital accreditation 
appeared in 1945, funding the (re)construction of hospitals in 1950 
(public) and 1953 (private).100 The Custer’s law on hospitals of 
1963 was the final step in the reorganisation of the Belgian health 
insurance system. Its purpose was, among others, to keep hos-
pital admission free of charge for those who met the conditions 
of the compulsory health insurance policy. It was also to subsidise 
hospitals by contributing to the payment of daily hospitalisation 
fees (now calculated on a national basis), and to help abate the 
budget gaps burdening local CAPs and the municipalities that they 
were tied to. In that same movement, hospitals all came under state 
supervision.101 To be part of the system, each institution had to 
apply for accreditation, keep up with quality requirements, as well 
as adopt nationally standardised bookkeeping methods that would 
allow a comparison of hospital rates and statistics for the whole 
country. The standardisation of hospital administrative practices 
such as accounting was both a consequence of, and a condition 
to, the implementation of a national public healthcare system. In 
Belgium, the art and science of hospital management emerged as an 
issue before the Second World War and became a specialised field 
around the major post- war healthcare reforms. In the academic 
institutes of the St Raphael Hospital in Leuven, for instance, pro-
fessionalisation began in 1940 and led to the creation of the first 
Centre for Hospital Sciences of the country in 1961.102

In the 1970s, the Ministry of Public Health was also compelled 
to reduce hospital funding, and initiated programmes supporting 
merger operations or aiming at reducing the number of hospital 
beds in Belgium. In 1976, the CAPs in charge of welfare and public 
healthcare in each municipality were renamed Centre Public d’Aide 
Sociale (CPAS) or Openbaar Centrum voor Maatschappelijk 
Welzijn (OCMW), but this did nothing to improve the indebted 
situation of public healthcare institutions. To allow more flex-
ible governance practices and alternative financing sources and 
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methods, hospital administrations were offered the possibility of 
a transfer into new administrative structures. In Brussels, all CPAS 
hospitals were integrated into the new Interhospitalière Régionale 
des Infrastructures de Soins (IRIS) hospital network in 1996. 
Antwerp followed in 2004, gathering its public hospitals together 
into its own Ziekenhuis Netwerk Antwerpen (ZNA) network.103 
After years of debating the issue, CPAS themselves are now grad-
ually being incited (Wallonia) or forced (Flanders) to merge with 
their municipalities. Tendencies towards cost control are hardening 
after the sixth state reform and the announcement of a necessary 
cut of 1 billion euros in healthcare expenditures. Among the actions 
taken recently is the grouping of all existing Belgian hospitals 
within a maximum of 25 different ‘local- regional networks’, each 
with their own legal personality and management body. One of the 
many objectives of this ongoing reform is to foster more effective 
coordination and collaboration between facilities, and allow the 
elimination of duplicate departments within the same network.

To replace the old subsidy system based on hospital daily rates, 
the law of 7 August 1987 created a new administrative body –  
the Budget of Financial Means or Budget des Moyens Financiers 
(BMF) –  tasked with determining the subsidy amount to be allocated 
yearly to each accredited hospital. The new calculations were based 
on each facility’s number of ‘certified’ beds and on the total number 
of hospitalisation days recorded each year. That calculation scheme 
changed again with the law of 14 January 2002. Concurrently, 
a complex new system of financing was implemented: state sub-
sidies would no longer be drawn from the budget of the Health 
Ministry, but instead would come from ‘alternative financing’, in 
this case VAT revenues (2004).104 In 2018, the main sources of hos-
pital income can be summarised as follows: BMF subsidies from the 
health ministry (40 per cent), INAMI funding for healthcare and 
medical drugs (60 per cent).105

Concluding remarks

The sources for financing individual care multiplied as industri-
alisation made its way and social protection became a political 
issue. In the early nineteenth century, public authorities, charity 
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and personal financial means financed care. Mutual societies were 
a means to pool small savings for investment in health, initially on 
a professional and segmented basis. The development of mutual 
societies and the financial support of public authorities included 
more and more people in the healthcare system. It was only after 
1944 that employers had to contribute in a structural way to 
finance the health insurance of the wage earners. Even if since the 
late nineteenth century, it was argued that healthcare was a matter 
of national solidarity, it took some time for this idea to make its 
way. The two world wars were factors of acceleration in this pro-
cess: after the First World War, the national state intervened more 
systematically in healthcare, while with the Second World War 
came the idea of social security.

Medical care can be thought of as a product to be consumed in 
the marketplace. This is the dominant point of view adopted by 
most researchers working on the history of social protection today. 
According to that perspective, social protection is a service offered 
by a series of market actors (mutual societies of various kinds, com-
mercial insurance companies, etc.).106 In Belgium, the mutual aid 
sector, working within the three political pillars (Catholic, socialist 
and liberal) that structure Belgian social life, became the biggest 
provider of health coverage, for wage earners in particular. This 
dominant position is partly due to the system of subsidised liberty 
and the ever- increasing financial support of the state throughout 
the twentieth century. The implementation of the Belgian social 
security system after the Second World War changed very little 
in that regard because mutual aid funds retained their position as 
intermediary between the new public healthcare financing scheme 
and consumers.

Moreover, the fact that all the wage earners and not only those 
with a modest salary as in the Netherlands were covered limited 
the market for private companies. Those who were integrated later 
in the social security system such as the self- employed and civil 
servants could be served by the so- called free insurances offered 
by the mutual societies. This might explain the limited role of com-
mercial insurances, as compared for instance to the Netherlands.107 
The situation changed when after the crisis of the 1970s the coverage 
of the financial cost of care via the public system diminished: there 
was a market for additional insurances, covering hospital care. This 
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market is a secondary market, not replacing basic care, and mutual 
societies are active on this market as well.

The provision of medical care in Belgium today is carried out by 
a mixture of public institutions and private non- profit initiatives 
springing from the mutual aid and Catholic sectors. This is the 
result of a long historical evolution. In the nineteenth century, local 
public relief institutions organised according to principles dating 
back from the French Revolution constituted the core of healthcare 
infrastructures. To counter the development of public intervention 
in the healthcare sector, Belgian Catholics expanded their own net-
work of medical institutions. At that time, the central state had very 
little involvement in the provision of medical care. From the end of 
the nineteenth century on, it used the system of ‘subsidised liberty’ 
as a policy instrument and favoured private initiatives from mutual 
aid societies and Catholic organisations. Although state involve-
ment grew significantly after the First World War, this tendency 
toward supporting and leaning on private initiatives was never 
fully reversed. As a result, Catholic institutions obtained a dom-
inant position in the national field of healthcare.

Though it is very difficult to encompass the cost of care, now-
adays it is assumed that both health and social care represent some 
10 per cent of the GDP.108 The ‘unbearable’ burden of this cost is 
constantly being stressed in the media, which justifies the cuts in 
state subsidies.109 For half a century, the state has been struggling 
with the challenging equation between maintaining the solidarity 
principle of the post- Second World War social security and applying 
business logic to all aspects of society, especially healthcare.110 Is it 
possible to monetise the body?
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The material culture of caring  
and curing

Valérie Leclercq and Veronique Deblon

Brussels, 1930. Bedridden patients, nurse and physician of the 
Hôpital St- Jean pose for a photograph (Figure 7.1). The picture 
presents a clean, well- ordered sick ward with frames hanging on 
the walls, beds, chairs and bedside tables. A piece of furniture as 
seemingly inconsequential as a bedside table can tell us a lot about 
the historic reality of such institutions. Bedside tables, just as their 
adjoining beds or chairs, were elements of comfort. They delineated 
an intimate, individual space that, even in its humble narrowness, 

Figure 7.1 Photograph of a sick ward of the psychiatric facilities  
of the St- Jean Hospital in Brussels (1930).
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not everyone could afford on the outside. In the drawers or on the 
tabletop, patients kept the few precious possessions that made them 
feel themselves: purses, administrative documents, but also small 
objects and images of sentimental value. Pieces of food (to be eaten, 
sold or slyly handed over to visiting family members) or pleasurable 
items such as cigarettes, pipes and alcohol also frequently found 
their way into the table drawers, in defiance of hospital rules. But 
if bedside tables allowed patients to retain some degree of joy and 
privacy in everyday ward life, they were also vulnerable to insti-
tutional intrusion. To curtail food trafficking, for instance, nuns 
and hospital wardens were often free to check the content of the 
tables whenever they pleased and to punish patients found at fault.1 
This invasion was all the more brutal because often the items 
stored in their bedside tables were all that patients had, the only 
material extension of themselves authorised in the spacious wards. 
Patients had no wardrobes or lockers. They wore uniform. Their 
civilian clothes had been disinfected and stored away in hospital 
cloakrooms.

As shown here, the tension between individual dynamics and 
institutional control that characterised the situation of public hos-
pital patients in interwar Belgium is all there, contained in this 
object sitting at the side of patient beds. Looking at it closer gives 
us a glimpse of what it meant to be treated in a hospital; and it tells 
us what was believed –  by hospital administrators and the larger 
society –  to be a poor patient’s rights, needs and duties in the early 
twentieth century.

Narratives of teleological progress and of social control have for 
a long time dominated the analytical discourse of medical historians. 
Since the 2000s, these narratives have been challenged through the 
consideration of the material aspects of medical culture and the 
ways that these aspects tie to the complex ideological, social and 
economic organisation of society. This ‘material turn’ in the history 
of medicine –  and in history in general –  set out to reconstruct what 
anthropologist Arjun Appadurai termed ‘the social lives’ of objects.2 
It surmises that artefacts (objects made or modified by humans) 
are ‘historical events’ that, like other historical events, do not ‘just 
happen’ but have a social history and are the product of multiple 
causes.3 In addition to their intended function, artefacts reflect ‘dir-
ectly or indirectly, the beliefs of the individuals who commissioned, 

 

 

 



246 Institutions and beyond

fabricated, purchased, or used them and, by extension, the beliefs 
of the larger society’.4 The case of the bedside tables exemplifies 
how material culture can add layers and nuance to the history 
of medical institutions. The ways pieces of furniture, domestic 
objects, scientific instruments and architectural environments 
are built, used and adapted give us insight on everyday practices 
detached from the text of the rules and laws that regulated them. 
They also often engage a rich array of historical actors –  patients, 
nurses, servants or other medical professionals –  who have often 
been overlooked by traditional historical narratives. Complicating 
the history of institutional social control, recent material studies 
have, for instance, highlighted the ‘domestic ideology’ prevalent in 
nineteenth- century hospitals, pushing the idea that institutions (and 
society as a whole) should be modelled after middle- class home life 
and mirror family hierarchy.5 To study material culture also means 
to learn, as historians, to interpret the absence of objects as well as 
their presence.6

In Belgian medical historiography, material culture has only 
recently turned up on historians’ radar. Previously, studies of the 
material aspects of medicine in Belgium have mostly focused on 
two areas: hospital architecture and museum collections (on ana-
tomical museums and health exhibits, see Chapter 9, pp. 326–31).7 
Hospitals in particular have received considerable attention, espe-
cially after the creation of the Société Belge d’histoire des hôpitaux/ 
Belgische Vereniging voor de Geschiedenis van de Hospitalen in 
1963, but the resulting studies mostly focused on the history of 
individual institutions.8 Benoît Majerus and Sophie Richelle were 
among the first to explicitly approach their subject through the 
lens of material culture. Both looked at spaces and artefacts to rec-
reate a poignant history of twentieth- century psychiatric hospitals 
and nineteenth- century nursing homes.9

Building from the existing historiography, this chapter will stay 
mostly in the institutional space of hospitals and asylums but will 
attempt to move beyond the study of architectural design. It will 
shed light on the ways the different materiality levels of the hos-
pital –  built environment, spatial organisation, artefacts –  reflected 
ideas of cure and care, and can offer glimpses of past healthcare 
practices. Hospital design evolved in conjunction with scien-
tific development, although it has continuously been subjected to 
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other influences too, be they social, economic, religious or other. 
Historian Annmarie Adams showed that medical spaces, in add-
ition to materialising medical theories, were also ‘produced’ by all 
social groups partaking in the everyday life of the institution (from 
patients, to caregivers and visitors).10

The material and architectural history of hospitals in Belgium 
has been heavily shaped by wider trends in hospital design and 
international architectural theories that were themselves informed 
by scientific progress and socio- economic changes in the Western 
world. Throughout the nineteenth and twentieth centuries, Belgian 
architects and physicians travelled out of the country to study the 
features of foreign institutions and imported new design models 
from abroad. What specificities, then, could be ascribed to Belgian 
healthcare institutions? Local context is key here, as prevailing the-
ories on design could rarely be adopted without adjustments to in 
situ conditions. The persistent and imposing presence of religious 
congregations in the Belgian healthcare system, for instance, had 
a huge impact on hospital organisation in the country. Belgian 
hospital material culture points to the interconnectedness of care 
and cure, the tensions between freedom and control, and makes 
obvious the different meanings medical professionals and Catholic 
caregivers assigned to these concepts.11 This chapter will raise fur-
ther questions about domesticity, privacy and hygiene in connection 
to institutional medicine, and explore the local, practical solutions 
found to address these issues.

The first section of this chapter will focus on the topic and 
practices of good ventilation, a central concern in the management 
of nineteenth- century medical institutions. Next, the ideology of 
domesticity told through the materiality of hospitals and asylums 
will be discussed. We will then go on to observe how the domestic 
ideal came to be supplanted by a new imperative of cleanliness 
that impacted hospital architecture, environment and furniture. 
However, the crusade against germs and the development of new 
scientific technologies did not alone shape nineteenth- century medi-
cine. Hospital design and organisation also depended on moral and 
social norms, materialised through physical segregation and reli-
gious symbols. Finally, the emergence of the block hospital marked 
a turn in modern medicine; hospitals evolved to answer the social 
transformations of the twentieth century and new healthcare needs. 
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The last section of the chapter will explore the businesslike man-
agement style of these new institutions and the impact it had on 
their design.

Hospital organisation

Up until the nineteenth century, care for the ill and destitute in the 
southern Netherlands was in the hands of Catholic congregations. 
Daily life in the hospital partly replicated the strict daily structures of 
convent life and hospital architecture mimicked religious buildings. 
For example, the medieval Bijloke Hospital in Ghent was modelled 
after its adjacent Gothic convent. After the French Revolution and 
the annexation of the southern Netherlands to France, healthcare was 
radically reformed and charitable establishments were placed under 
the supervision of local governments. In municipalities with a hos-
pital, a local board on civil hospitals was in charge of public medical 
care (see Chapter 6, pp. 208–9).12 In the years following the French 
reorganisation, members of Catholic congregations returned to the 
hospitals and hospices, where they stayed active as nursing personnel 
until the mid twentieth century. As such, the hospital functioned as 
more than just a place of cure. Hospital work was part of the charit-
able and spiritual mission of religious congregations (see Chapter 2, 
pp. 68–75), while the interest of the state in taking over healthcare 
lay partly in the safeguard of public health and social order.13

In the early nineteenth century, old hospitals proved insuffi-
cient to provide medical therapy and failed to prevent contagion.14 
One of their substantial drawbacks was their odour. Bad hospital 
smells not only determined visitors’ negative view of the institu-
tion –  which at the time was exclusively dedicated to the care of 
the poor15 –  but these scents were also seen as an active threat 
to patients’ health. The medical community identified foul odours, 
or miasma, as a cause of infection; putrid odours were associated 
with the dangers of contagious disease and epidemics.16 The fear 
of miasmic infection instigated medical professionals to reorganise 
hospitals and eliminate as much as possible the contagious odours 
of disease.

The search for a design that allowed air circulation, space 
and light led to the introduction of the pavilion plan. The use of 

  

  

 

 

 

 

 



249The material culture of caring and curing

249

pavilions (or long ‘blocks’ isolated from each other) resulted in the 
installation of unconnected sick wards, with enough space to sep-
arate patients from each other. High windows flooded the ward 
with natural light and enabled good ventilation. In both psychiatry 
and general healthcare, the idea that architecture itself was cura-
tive gained traction. Nineteenth- century physicians became actively 
invested in hospital planning. The Ghent psychiatrist avant la lettre 
Joseph Guislain advocated for medical professionals to serve as ‘the 
architect’s guide’.17 A well- organised hospital or hospice was not 
only designed to facilitate air circulation, but also to make possible 
the classification and segregation of patients according to their type 
of disease, gender or social status. Discipline, order and the discrim-
ination of diseases, were thought to prevent the perpetuation of ill 
health and contribute to the healing process.

In Brussels, the St- Jean Hospital (1843) was known as Belgium’s 
first pavilion construction. Its architect, Henri- François Partoes, 
was influenced by the latest standards in hospital design and had 
researched the organisation of several foreign facilities during study 
trips to Paris, Lyon and Plymouth.18 Although the very first English 
and French pavilion hospitals dated back from the late eighteenth 
century,19 pavilion construction only gained popularity in the nine-
teenth century. The St- Jean Hospital consisted of nine pavilions, 
connected by a two- storey covered gallery, where some patients 
took their walks. The design included separate floors for men and 
women and allowed segregation between contagious patients, 
patients with fevers and injured patients.20

Hospital style and appearance also came under increasing dis-
cussion. More and more voices turned against overly aesthetic 
hospital architecture. The surgeon André Uytterhoeven defended 
St- Jean’s sober neoclassical style, stating that ‘splendid ornamen-
tation only adds to the cost [of the hospital], and does nothing to 
achieve its sanitary goal’.21 In the second half of the nineteenth 
century, functional buildings should be prioritised. This was also 
the opinion of the Superior Health Council (Conseil supérieur de 
la santé), a commission of non- medical administrators founded 
in 1849 to supervise city planning and the construction of public 
buildings (see Chapter 4, pp. 144–5). Compelled by the poor 
hygienic circumstances of Belgian institutions, the council created 
national guidelines concerning the location and spatial organisation 
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of hospitals.22 They recommended the use of open galleries for the 
connection of hospital wards (instead of covered courtyards) and 
encouraged the use of pavilions. Although strict regulations for 
architects were imposed, once the council approved the plans of 
a hospital, there was no leverage to ensure the rules were actually 
followed.23 Architects and administrators therefore retained some 
autonomy, even enjoying some room for experimentation.

Frans Baeckelmans, the architect of the Antwerp hospital 
Stuyvenberg (1884), for instance, designed circular patient wards.24 
The absence of corners was thought to prevent the accumulation 
of pathogens in typically dirty room areas. The sick ward radial 
plan also facilitated nursing supervision: caregivers could keep 
every patient in sight from their post at the centre of the cylindrical 
space.25 Although Stuyvenberg’s plan met both the hygienic and 
surveillance concerns of the time, the Superior Health Council was 
reluctant to approve its experimental design. The council favoured 
instead the layout of the Mons civil hospital (1869), made of four 
semi- detached pavilions connected through a pedestrian bridge.26 
The need to distract patients from their surroundings also pre-
occupied hospital administrators. The austere architectural style of 
the St- Jean Hospital was enlivened with flowerbeds and courtyard 
plants.27

Despite their modernity, nineteenth- century hospitals had an 
image problem. The indigent class perceived them as places where 
‘they [w] ere used for experiment, and after death … for instruc-
tion’.28 Indeed, public hospitals allowed clinical research in their 
wards and the dissection of its non- paying population in their ana-
tomical theatres (see Chapter 5, pp. 180–3).29 Due to their limited 
recovery rate, hospitals were often seen as places of last resort. 
However, some medical professionals believed that this percep-
tion could be improved by opting for the luxurious architecture 
some of their colleagues decried. Physician Constant Crommelinck, 
for instance, claimed that, although hospitals ‘evoke repugnance 
among the poor’, beautiful facilities would encourage the destitute 
not to postpone medical care.30 Inspired by foreign hospital archi-
tecture, physicians saw beautiful hospital architecture as a way to 
legitimise institutional healthcare in the eyes of the reluctant poor.

Hospitals’ (luxurious) appearance manifested the benevolence of 
their patrons and founders. The choice of a particular architectural 
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style could also express an institution’s ideological ties. Architect 
Adolphe Pauli, in charge of Ghent’s new Bijloke Hospital (1863– 
78),31 matched part of his eclectic design to the Gothic architec-
ture of the medieval Bijloke convent32 and in doing so, highlighted 
the Catholic identity of the hospital; other neo- Roman elements 
echoed Ghent’s nineteenth- century urban landscape and pointed to 
the hospital’s link to the (liberal) city council.

The domestic ideal: between home and institution

When the new asylum in Ghent opened in 1857, the press praised it 
as a ‘Byzantine palace’ and stressed its material comfort.33 Its rich, 
eclectic architectural style answered to the bourgeois taste of the 
nineteenth century. As in most hospitals, the furniture and spatial 
organisation of sick wards were guided by the domestic ideals of 
the middle and upper class. For example, every patient had their 
own bed. Having one’s own bed was a self- evident fact for the 
upper class, yet remained unusual in the homes of the destitute. 
Extreme deprivation was not uncommon in nineteenth- century 
Belgium.34 Crowded unsanitary housing, dampness and coldness 
were the unfortunate lot of many families, who usually lived in 
one-  or two- room dwellings where all family members shared the 
same bed. The degree of material comfort and privacy enjoyed by 
institutional patients can only be judged in relation to this broader 
material context. In 1845, a visitor to the newly opened St- Jean 
Hospital particularly lauded the unexpected cosiness of the heating 
system in the galleries: ‘by way of precaution, which resembles ten-
derness, they have conducted the hot air under the benches so the 
sick can sit without catching a cold’.35 The domestic ideal was fur-
ther translated to the style of hospital furniture. Beds and bedside 
tables were painted to imitate wooden oak furniture.36 Many hos-
pital beds had closable curtains that separated patients from the 
rest of the ward (Figure 7.2). Curtains around the bed were meant 
to turn the space of the bed into a ‘personal refuge’ for patients 
and shielded their agonies and (painful) treatments from other 
patients.37

Medical professionals further embraced the domestic ideal in the 
organisation of institutional care, as is evidenced by two competing 
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regimes that structured Belgian psychiatric care: asylum care and 
community care. In Gheel, a village in the rural Campine region, 
the mentally ill were placed with local foster families. There, they 
enjoyed a relative amount of freedom and were allowed to move 
around freely in the village. In exchange for their care, lodgers 
helped out with household chores or performed agricultural 
labour.38 In general, family care in Gheel was lauded for its phil-
anthropic spirit, yet some medical professionals dismissed it and 
proclaimed asylums the only suitable place for psychiatric treatment 
(see Chapter 8, pp. 294–8).

The nineteenth century saw the rise of ‘moral treatment’, the first 
institutional therapeutic approach to madness. Moral treatment was 
based on the idea that the mentally ill could be cured if they were 
talked to, reasoned with and if a strict set of moral beliefs and a rou-
tine of order and labour were imposed on them. Chains and other 
forms of restraint were avoided as much as possible. Architecture 

Figure 7.2 Vue d’une salle de malade (patient ward of the St- Jean  
Hospital in Brussels), painting on paper (1863).
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was crucial in the reform of the nineteenth- century psychiatric land-
scape and proved an important tool to the propagation of moral 
treatment. Joseph Guislain, one of Belgium’s first advocates of moral 
treatment, campaigned for new, purpose- built pavilion asylums 
and translated his medical ideas into elaborate architectural plans. 
The ideal asylum was situated in a rural area –  far away from the 
pathogenic influence of the industrial city. Guislain called the new 
institution Maison d’hommes aliénés, a ‘home’ for alienated men. 
Mechanisms of confinement were concealed as much as possible 
from patients and the public. Windows were enhanced with ‘dec-
orative bars’, which were aesthetically pleasing but still prevented 
escape. The wall around the domain was designed to recall the con-
vent wall rather than the prison wall and it was camouflaged with 
a hedge.39 All these manoeuvres were intended to distract patients 
from their confinement. Nineteenth- century asylum architecture in 
general aimed to create a feeling of domesticity,40 while in Belgium 
the institutional orientation towards domesticity also allowed it to 
compete with community care.41

Despite the fierce medical critique, the public opinion remained 
favourable towards community care or family treatment. To the 
government, it was much cheaper to lodge the (insane) destitute 
with families than to provide (often lifelong) institutional care. Yet, 
physicians and government administrators agreed on the necessity 
of reforming Gheel’s community care and ordered the installation 
of an ‘infirmary’ or sick bay. Guislain’s influence on the reform of 
the colony was accordingly brought to bear through the construc-
tion of this infirmary.

Controlling mechanisms similar to those of the Ghent asylum 
were employed. For example, patients were classified in different 
categories (from ‘tranquil’ to ‘agitated’) and accordingly housed in 
different parts of the village; similar windows with decorative bars 
were installed. The infirmary served as a disciplinary space where 
patients were observed, isolated and received therapy. The colony’s 
director, Jean Bulckens, explained to his peers: ‘the patients are 
not free, but at least they have the illusion of freedom’.42 After the 
reform, the enthusiasm grew for family care and the organisational 
model of the Gheel colony was exported to several foreign coun-
tries such as France, Germany and even Japan.43
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Medicine after the Pastorian revolution and its  
impact on hospital architecture

Up to the 1930s, the pavilion plan remained the norm for hospital 
design in Belgium. It was still strongly favoured by the Superior 
Health Council in its 1928 instructional leaflet.44 The history of 
Belgian hospitals in the wake of the ‘Pastorian revolution’ is thus 
not that of a radical transformation of architectural spaces. What 
we observe instead is the constant upgrading and readjustment 
of structures still firmly rooted in nineteenth- century hygienist 
principles. While elements such as ventilation and light remained 
central to the reasoning of hospital building experts, the new leit-
motiv of ‘decentralisation’ encouraged the gradual division and 
isolation of hospital units. Furthermore, the application of new 
scientific knowledge and inclusion of new medical technologies 
gave shape to a material environment more and more unique to 
the hospital. To understand the slow permutation of the pavilion 
system, we must distinguish between various interconnected areas 
of medical development. Each had an impact on hospital design 
and organisation.

First, the evolution of medical knowledge itself was decisive. The 
work of Pasteur, Lister and Koch in the second half of the nine-
teenth century redefined our understanding of disease. No longer 
caused by an undetermined miasmic manifestation, it was now 
revealed to be the product of a variety of microorganisms. The 
germ theory led to new hygienic practices. Dust, rather than elusive 
miasmas, came to be seen as the new pathogenic force to oppose.45 
From then on, hospital cleanliness would rely on the creation of 
easily washable and disinfectable environments. Architects still 
wanted their hospitals flooded with natural light too, for sunlight 
not only allowed hospital cleaners to better spot dusty areas but 
also ‘exert[ed] a sterilising influence on bacteria’.46

For the most part, the pavilion model seemed to satisfactorily 
accommodate the hygienic ideas and practices derived from the 
bacterial theory. It also allowed the containment of different germ 
types (i.e. groups of patients) in separate pavilions. The principle 
of ‘decentralisation’ adopted by most hospital administrations at 
the time encouraged, for sanitary reasons, the strict separation of 
departments, each forming their own independent unit.47 In Brussels 
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and its surrounding municipalities, the Military Hospital (1888), 
the Brugmann Hospital (1923), including its Psychiatric Institute 
(1931), or the Reine Élisabeth Hospital (1930) were all comprised 
of a large set of ground- floor pavilions.48

Between 1880 and 1930, the traditional two- department structure 
of the earlier healthcare institutions (medicine and surgery) was also 
confronted with the gradual emergence of new medical specialties 
such as ophthalmology, otorhinolaryngology, gynaecology, psych-
iatry, urology, etc. As medical knowledge and teaching grew more 
specialised, physicians demanded that distinctive spaces be created 
within the hospital to accommodate the new specialties. In existing 
hospitals, this often led to the reorganisation of the internal layout 
of the buildings. But administrators and physicians often struggled 
to maintain the coherence and practicability of their hospital’s ori-
ginal design and to provide clear separations between the various 
departments.49 The construction of new buildings was far easier.

Luckily, the pavilion system allowed for a convenient expansion 
of an institution’s housing capacity. The last decades of the nine-
teenth century and the early decades of the twentieth thus saw an 
impressive multiplication of pavilions on hospital grounds. As a late 
example of pavilion construction, the Brugmann Hospital perfectly 
illustrates the expansive logic of a system that became increasingly 
more costly over time: designed by art nouveau architect Victor 
Horta, it consisted of no fewer than sixteen different departments, 
each comprising of one to five individual pavilions. Its myriad of 
buildings sprawled out across a twenty- hectare park located in one 
of the peripheral neighbourhoods of the capital.50 The ever- growing 
number of individual pavilions not only demanded the purchase 
of bigger and bigger hospital lots, but also meant the pricey dupli-
cation, for each edifice, of a series of utilitarian spaces (entrance 
hall, kitchen, consultation areas) and building features (roof, 
cellars, walls). This phenomenon, of course, was affecting hospital 
construction everywhere. In Lyon, France, the colossal Edouard- 
Herriot Hospital had twenty- three departments located in twenty 
different pavilions. By the time the hospital was ready to open its 
doors to the public in 1933, it had cost 206 million francs instead 
of the budgeted 13 million.51

The development of the medical profession and the exponential 
number of medical students also increased the need for teaching 
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spaces within public or university hospitals. Clinical lessons moved 
from the patient wards to makeshift classrooms, to auditoria. 
Technological innovation demanded the further moulding of hos-
pital space to accommodate new tools, therapeutic procedures and –  
often cumbersome –  equipment (i.e. X- rays, blood and urine testing 
laboratories, hydro-  or electrotherapy, etc.), sometimes even neces-
sitating the creation of whole new departments.

Germs and easily washable surfaces: a new cleanliness

The material environment of hospital and asylum patients changed 
drastically after the ‘bacterial revolution’. It soon came to be defined 
by three distinct characteristics: smoothness, imperviousness and 
sparseness. Because Belgian physicians imported antisepsis methods 
and theories at least a decade later than their French or British 
counterparts,52 that transformation mostly began in the 1890s and 
early 1900s. The discovery of germs demanded a redefinition of 
what constituted a salubrious environment.

First, the walls and floors of the patient wards could no longer 
be made out of absorbent, dust- catching or friable material. Walls, 
often the object of crude whitewashing in the past,53 were now 
stripped of their wooden panelling or mouldings, covered with 
cement, enamel, stucco or earthenware tiles and received multiple 
layers of light- coloured paint and varnish.54 The cheap and soft 
pinewood floors of older hospitals, which were dry scrubbed with 
coffee grounds or moist sand,55 were also discouraged. Preference 
was given to watertight and seamless materials.56 The Superior 
Health Council and the Brussels Hospital Administration favoured 
oak or ‘ bituminous wood’ floors coated with specific waxes.57 In 
the early 1900s, the new public hospital in Charleroi opted for 
torgament imported from Leipzig: a compressed mixture of magne-
sium chloride, sawdust, resin and cement.58 Floors had to withstand 
repeated washing with disinfectant solutions. In 1928, the Superior 
Health Council specifically recommended that pieces of furniture 
be ‘constructed so that they may be washed and disinfected without 
deteriorating’, preferably in iron or (treated) wood.59 In a report to 
the city authorities dating from 1903, physicians from the Brussels 
public hospitals explained the measures they were about to take 
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to ensure a safer ward environment: ‘Furniture will be reduced 
to what is strictly necessary (beds, chairs, benches, night tables, 
fireplaces, large tables, spittoons, washbasins, mirrors) … Most 
cabinets can be placed in separate rooms. The carpets, curtains, and 
table- cloths which you can still find in some [places] will be done 
away with.’60 Indeed, heavy fabrics caught dust and germs easily. 
So did non- human organisms, which also had to be removed from 
the patients’ direct environment. New regulations forbade keeping 
‘plants or live animals which at the present time … are reintegrated 
into the rooms [after disinfection], thus rendering incomplete and 
illusory the results of the operation’.61 In another section, the report 
continued: ‘whenever possible, wooden objects will be gradually 
replaced by other metal and glass objects’.62

Without the immediacy demanded by the management of sur-
gical environments, with lesser financial means and a huge patient 
population to provide for, psychiatric institutions seemed to have 
been slower to meet the new standards of Pastorian hygiene. In 
the interwar period, some of the patient beds of the Beau- Vallon 
asylum, near the city of Namur, were still made of wood.63

All these changes partly prompted the ‘modern’ look and feel of 
the twentieth- century hospitals and, to a lesser extent, institutions 
for the insane. There were legitimate scientific imperatives behind 
the use of materials favoured by modernist architects, like glass, 
metal, stone, enamel or bricks.64 With the addition of new thera-
peutic, surgical and diagnostic equipment too, hospital environ-
ment acquired a new scientific character, setting it more distinctively 
apart from everyday domestic settings than ever.

Wards and individual rooms

Despite undergoing a triple process of medicalisation, technologisa-
tion and specialisation, which earned them a growing legitimacy 
as places of medical and surgical treatment, turn- of- the- century 
hospitals remained firmly anchored in the realm of moral and charit-
able care. Confinement and discipline still characterised a large part 
of their therapeutic approach and heavily defined their materiality. 
The judgement of poor hospital patients, just like that of asylum 
patients at the time, was often perceived as irrational and unlikely to 
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lead to good decision making and better health. In many situations, 
it was thought that patients had to be protected from themselves.

Large wards remained central to the experience of a majority of 
hospital and asylum patients well into the twentieth century. They 
marked healthcare institutions as collective spaces and made dis-
cipline a managerial necessity. But the kind of discipline demanded 
by the open wards also had a moralising –  and thus therapeutic –  
effect. It commanded that patients behave appropriately towards 
each other and respect social hierarchy, that they assimilate the 
habits of good collective hygiene and contribute to the community 
by taking care of the communal space.

The size of that communal space decreased progressively. Whereas 
wards of twenty to twenty- five beds were still the norm in 1853, this 
ideal number decreased to ‘no more than 20 beds’ in 1911.65 By the 
late 1920s, the Superior Health Council had decided that six or seven 
was the maximum number of patients a decent hospital ward should 
accommodate. In the small private Hôpital Français, located in 
Berchem Ste- Agathe, rooms had no more than nine beds.66 Opened a 
few years before, in 1923, the gigantic Brugmann Hospital favoured 
three different ward formats: eight, twelve or sixteen beds.67 When the 
Brugmann Psychiatric Institute opened in 1931, however, most of its 
wards still contained twenty- two beds.68 Indeed, psychiatric patients 
had to endure the reality of large dormitories for a longer time.

This does not mean that there were no individual rooms in 
nineteenth-  and early twentieth- century Belgian hospitals. There 
were in fact many of them. They, however, served two very specific 
functions. Their first purpose was that of medical isolation. Some 
small individual rooms, usually located next to the wards, were set 
up to receive patients who had to be separated from the ward popula-
tion for medical reasons: contagious, dying, delirious or malodorous 
patients, for instance.69 Another type of individual room provided for 
its part a means of social isolation. Usually built far from the wards, 
private rooms for ‘paying patients’ were a rare luxury reserved for a 
class of people that would not have tolerated being associated with 
the general population (see Chapter 6, pp. 220–4).

Since the law on public charity did not explicitly forbid it, the 
presence of middle- class patients in publicly funded hospitals had 
been accepted as customary.70 Few mid- nineteenth- century bour-
geois, however, would have dreamt of setting foot in a hospital. But 
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things slowly started to change at the turn of the twentieth century 
for two reasons. First, the development of hospital surgery, med-
ical technology and scientific knowledge about diseases brought a 
new effectiveness and attractiveness to hospital medicine. Second, 
these same developments drove up the costs of private healthcare 
and made it more difficult for even the better- off to afford certain 
expensive treatments. From the 1880s on, Belgian public hospitals 
experienced an ever- growing demand from middle- class patients 
looking for more specialised and cheaper treatment options.71 This 
prompted most hospital administrations to seek ways to better inte-
grate this ‘new’ lucrative population into their managerial outlook. 
In 1903, administrators of the small Turnhout Hospital decided 
to set up two three- bed rooms to accommodate its middle- class 
patients.72 In the municipal hospitals of Tournai and Charleroi, 
private patients got their own quarters in, respectively, 1891 and 
1910.73

Social order and material segregation

Cohabitation between the various social groups forced into the 
same restricted space was impacted by a fear not only of medical, 
but also of social contamination. Indeed, the therapeutic mission 
of hospitals called for the upholding of an environment that was 
not only medically but also socially and morally salubrious. Health 
could not be achieved without social and moral orderliness. The 
physical layout of hospitals and asylums sheds light on the views 
that physicians and administrators held on this sanitary- social order.

First of all, it was understood that patients had to be kept 
separated from the outside world. This required that both hospitals 
and asylums remained, to a certain degree, secluded spaces. It is no 
coincidence that, in official hospital and asylum jargon, patients 
leaving the premises without warning were said to have ‘broken 
out’. Social segregation within the institutional space was also 
deemed essential to a healthy institutional order. Bourgeois and 
poor workers were kept separated in different buildings or parts of 
the buildings. In the Beau- Vallon asylum, better- off patients were 
welcomed from the mid 1920s on in the pavilions ‘Charles’ and 
‘Marie- José’, where they enjoyed the privilege of individual rooms 
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and a bourgeois interior that was set up with a reading room and 
paintings on the walls.74 To avoid social mixing, the Brussels public 
hospitals went as far as allowing patients to occupy private rooms 
based on their social status even when they could not pay for their 
hospital stay.75 Hospital and asylum architecture in the first half 
of the twentieth century continued to prevent interaction between 
female and male patients.

The prevention of moral contamination led, in addition, to com-
plex marginalising processes of both spaces and patient groups 
within the hospital walls. The management of venereal patients per-
fectly illustrates this assertion. In earlier healthcare institutions, men 
and women with venereal diseases were often treated in the general 
wards. This was the case in the old public hospital in Liège, where 
syphilitic patients shared the same space as other patients. But in 
1876, physicians of that hospital argued in favour of creating an 
isolated unit of six to eight beds dedicated to the exclusive treatment 
of female venereal patients.76 If this request could be ascribed to an 
early process of specialisation, it was also clearly motivated by the 
perceived necessity to seclude patients thought to be a corrupting 
influence on others ‘because in the presence of young ladies, they 
[were] rude and [made] inappropriate comments’.77 It was com-
monly assumed at the time that female syphilitic patients were dis-
solute women. In the St- Pierre Hospital in Brussels, women and men 
with venereal afflictions had been treated in a specialised department 
since the mid nineteenth century. But additional ‘moral’ and material 
divisions were perpetuated within the department itself. ‘Venereal 
women’ who were registered as prostitutes by the police were not 
allowed in the proximity of other venereal patients and could only 
receive treatment in closed quarters from which they were forbidden 
to leave. It was often months before the head physician decided they 
were cured and agreed to their release.78 The ‘prostitute quarters’ 
were comprised of eighteen beds (then four, after 1904) and had 
bars on the windows.79 They also served as a disciplinary space for 
badly behaving women from the open syphilitic wards. In 1895, 
for instance, two female patients were demoted to the closed 
quarters after having been caught kissing each other in the yard.80 
But even further segregation was implementable; the quarters also 
had ‘cachots’ (cells) to isolate disobeying prostitutes.81 From the 
general ward, to the venereal ward, to the prostitute quarters, to 
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the cell: this trajectory was that of a gradual social regression built 
into the hospital architecture itself. The closed quarters remained a 
 feature of St- Pierre until the hospital’s destruction in 1929.

Chapels, statues and cross pendants: religious discipline,  
religious healing

Members of hospital and asylum religious personnel helped enforce 
the many moral and social segregations of the institutional space 
and were particularly attentive in preventing illicit contacts between 
men and women.82 But their religion, too, reinforced the institu-
tional order with its own form of moral discipline.

In Catholic hospitals, hospices and asylums, the centrality and 
sometimes striking luxury83 of the chapel was a constant reminder 
of the desirability of spiritual life and of a believer’s obligations 
towards God, his brethren and himself. The call to mass marked 
the rhythm of institutional life. In the old Onze- Lieve- Vrouw 
Hospital in Oudenaarde, an abundant number of statues of Christ, 
of the Virgin Mary and of the saints adorned the walls of each 
ward (Figure 7.3); they were supplemented with a ceiling- high 

Figure 7.3 Postcard of a sick ward of a hospital in Oudenaarde (1915).
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wooden altar at one end of the room.84 Catholic statuary invited 
the patients to emulate the examples of the holy figures offered to 
their view and, in their time of suffering, to trustfully submit to 
divine authority, like they trustfully submitted to their physician’s 
orders. In the Sisters of Charity- run Beau- Vallon asylum, the chapel 
and cemetery ensured the religious autonomy of the institution and 
provided a religious framework for the life of its residents, up to 
their death.85

At the turn of the twentieth century, a substantial proportion 
of hospitals, and almost all psychiatric institutions, remained in 
the hands of Catholic congregations.86 For this reason, the secu-
larisation process of the Belgian healthcare system had nowhere 
near the virulence and impact it had, in the same period, in a 
neighbouring Catholic country like France. Public hospitals, espe-
cially in liberal or socialist municipalities, did, however, experi-
ence tensions between their Catholic staff and lay administrations. 
But the prolonged need for ‘cheap’ religious nursing personnel 
and the extremely high percentage of public  hospital patients still 
identifying as Catholic ensured the continued presence of religion 
in the everyday life of non- confessional institutions too.87 That 
presence materialised around patients in many ways, although, 
much more than in private Catholic institutions, it had the distinct 
characteristic of being pushed from the bottom up. The instal-
lation of a centrally located chapel and of sparse Christian and 
Marian statues was usually conceded and engineered by lay hos-
pital administrations themselves.88 But the religious marking of 
public hospitals was as manifest in the candles carried by Catholic 
sisters, in the clothes they wore and in the holy water they threw 
on dying patients, sometimes in violation of hospital regulations. 
In the St- Jean Hospital, rosaries, prayer books and leaflets 
distributed by the hospital chaplains, similarly, encouraged reli-
gious contemplation and discipline.89 As for patients, a portion 
of them –  mostly non-  (or non- practising) Catholics –  were reluc-
tant to pray, to go to mass and confession or to receive the Last 
Rites. But many others were eager to take part in spiritual life. 
In 1886, female patients from the public St- Pierre Hospital in 
Brussels petitioned to get a Christ on the cross for one of the open 
venereal wards: ‘You must understand, Sir, that it is sad for us to 
be without Christ because, in the room we left, we had one’, they 
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wrote to the Superintendent, who quickly sought to satisfy their 
wish.90 In public nursing homes in Brussels, residents often hung 
their own crucifixes in their individual rooms or had statues of 
the Virgin Mary on their bedside tables.91 In the public wards of 
the capital, patients wore scapulars of the blessed Virgin on their 
chests or cross pendants.92

Religious administrators, Catholic sisters, priests, servants and 
patients, through their combined efforts, contributed to  sustain 
a material and visual environment connected to the divine. In 
her study  of the Catholic sickroom, Carmen Mangion argues 
that ‘a spiritual atmosphere [was] considered integral to Catholic 
understanding of a healing environment’.93 In both religious and 
lay public institutions, the chapel and the consecrated objects 
marking out the lived- in space had thus both a spiritual and thera-
peutic function; they were a link to God and tools of a religious 
discipline that aimed to heal, if not the body, at least the soul. 
They  invited patients to subscribe to a Catholic moral regimen 
centred on obedience, bodily discipline, prayer and sacramental 
events. And despite their principled opposition to a religiously 
suffused medicine, lay hospital administrators were not above 
harnessing Catholic moral authoritarianism for their own purpose 
of social discipline.

The block hospital: towards the modern institution  
of the twentieth century

In the late interwar period, Belgian hospitals underwent a total 
reconfiguration of their physical form. A new solution for large 
urban hospitals engaged in acute care, teaching and research 
came with the advent of the ‘block hospital’, now arranged ver-
tically rather than horizontally. This architectural revolution 
had started decades earlier in the United States and the United 
Kingdom, where multistorey hospital towers were often installed 
in upscale commercial districts. Belgium’s hospital landscape, 
however, changed slowly. The Superior Health Council originally 
disapproved of this new building type. Its eventual institutional-
isation was the product of a determined Belgian medical profes-
sion and powerful foreign influences.94
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The first ‘block’ hospital in Belgium was the new St- Pierre 
Hospital. In 1919 and 1920, professors from the Université Libre 
de Bruxelles sought the help of the Rockefeller Foundation to erect 
a new university hospital in the capital. Among them was Antoine 
Depage, who had favourably impressed the Foundation during 
the First World War with the setting up of his Hôpital de l’Océan 
on the Belgian coast.95 The conditions imposed by the Rockefeller 
Foundation led to the development of a common project between the 
Foundation, the university and the local city government. The project 
focused mainly on the total rebuilding of the old St- Pierre Hospital in 
the heart of Brussels’s working- class neighbourhood Les Marolles.96 
The hope was to create an institution ‘completely modern in spirit, 
in the supports and facilities at its disposal, and in the opportunities 
it offers’, as well as to ‘position Brussels as a centre of medical pro-
gress’.97 Inspiration for the building and managing of the new hos-
pital was gathered from a long study trip to various establishments 
in the United States, Canada and the United Kingdom. The president 
of the Rockefeller Foundation also insisted that the hospital director 
and nurse in charge of the records do their training overseas.98

When it opened in 1935, the new St- Pierre Hospital had a 
bed capacity of 610. Its central building spread over seven floors 
(including the ground floor and the basement floor). It housed 
thirteen outpatient clinics, two large departments of general medi-
cine and surgery on the second and third floors, four specialised 
departments and a maternity ward. All were equipped with labora-
tories, classrooms and operating rooms. The building also housed 
a large admission area, an emergency room (ER), an X- ray depart-
ment, a social services department and a rooftop solarium.99 Many 
new medical institutions such as the Jules Bordet Institute in Brussels 
(1939) or the University Hospital of Ghent (1937– 70) followed this 
lead and adopted the new plan (Figure 7.4).

There were, of course, scientific reasons behind these radical 
transformations in hospital layout. Hygienic standards and practices 
shifted as the understanding of infection progressed. The dangers of 
contagious diseases were soon mitigated by the marketing of peni-
cillin and other antibiotics. These scientific insights made the hygienic 
precautions of the pavilion hospital redundant: its wards appeared 
too vast, its ceilings too high, its buildings too distant from each 
other and its height needlessly restricted.100 Up- to- date disinfection 
methods and a well- thought- out ventilation system were deemed 

 

 

 

 

 

 

 



265The material culture of caring and curing

265

enough to ensure optimal hygiene.101 Furthermore, makeshift army 
hospitals assembled during the First World War had proven that 
buildings made out of lighter materials such as wooden boards and 
concrete plates were no hindrance to safe medical practices.102

Other aspects of changing medical thinking and practices played 
into these transformations of hospital architecture. The construc-
tion of ‘compact’ hospitals signalled a new will, among physicians, 
administrators and architects, to reduce the  physical and psycho-
logical distances that prevailed in the former pavilion institutions. 
The centralisation process initiated by monolithic hospitals meant the 
decompartmentalisation of hospital departments and new possibil-
ities for collaboration between physicians. Hospital administrators 
wished for a more collaborative and unified medicine, mostly to miti-
gate the ever- growing division of medical knowledge into specialised 
fields.103 The re- centralisation of hospital functions further allowed 
to reduce construction costs and to maximise the use of space. It also 
facilitated the circulation of patients and nurses within the hospital.

The nursing staff in particular benefited from the new vertical hos-
pital, which reduced the running around required by service activity. 
Professional nurses felt that they should be taken into consideration 
by hospital planners because, more than any hospital professionals, 

Figure 7.4 Drawing of the children’s hospital (academic hospital  
of Ghent).
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‘they kn[e] w the distances to be travelled and [appreciated] very 
well the difference between the twenty or the hundred steps that one 
[had] to take to get a glass of water for a patient’.104 There was no 
question that the layout of hospital buildings impacted on both the 
quality and the quantity of the work done by the nurses.

The transformation of the hospital was further influenced by 
developments outside of the medical realm. In the reconstruction 
period after the First World War and the later crisis period of the 
1930s, economic imperatives, more than anything, drove the deci-
sion making of public authorities. The Superior Health Council 
encouraged the buying of local materials to boost the national 
economy. The use of Belgian concrete in interwar hospital con-
struction, for instance, was in large measure induced by the soaring 
price of Belgian bricks (due to a high demand) and a protectionist 
duty to forego importing foreign construction materials.105 In the 
1930s, most Belgian hospital professionals came to agree on the 
economic superiority of block hospitals over pavilion institutions. 
Compact hospitals occupied smaller ground surface; not only could 
they be built with cheaper materials and less labour, but they also 
required less equipment, less maintenance work, less surveillance 
and less nursing and domestic personnel. They also spared hos-
pital architects the temptation of luxurious facades and expansive 
architectural details. Indeed, block hospitals were characterised by 
a new minimalism and functionalism that were in line with the new 
modernist trend in architecture, a movement lead in Belgium by 
Gaston Brunfaut and Henry Vandevelde.106 General technological 
developments such as the democratisation of electricity, the break-
through of elevator technology and improvements in construc-
tion techniques also contributed to the achievements of modernist 
architects in the field of medical construction.

Social transformation

A lot of material aspects of the changing layouts of twentieth- century 
hospitals can be linked to major social evolutions in Belgian society, 
most of all, to the relaxing of class distinctions. In the mid 1940s, 
middle-  and upper- class patients were much more comfortable with 
seeking medical treatment outside of their homes, in private clinics, 
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sanatoria or specialised medical centres. But hospitals were still spe-
cifically seen as places of care for the ‘economically weak’.107 The 
perceived need to control and discipline the indigent hospital popu-
lation, and to separate it from better- off patients, thus continued 
to inform hospital architecture. In the 1930s, the novel use of glass 
partitions allowed the nursing and medical staff to keep an eye on 
contagious or gravely ill individuals as much as it allowed them to 
monitor the inside of patient wards. In the new St- Pierre Hospital, 
partially glazed partition panels set up inside the patient dormitories 
to separate groups of beds gave the nurse continual visual access to 
the patients.108 At the same time, hospital planners continued to 
integrate areas for paying patients into the design of public med-
ical facilities: St- Pierre housed a thirty- three- bed wing for private 
patients on its fourth floor.109

These disciplinarian concerns decreased in intensity in the second 
half of the twentieth century as Belgium underwent a certain degree 
of social levelling. Just as in most Western societies, a series of intert-
wined processes impacted the social landscape of the country: the 
multiplication of jobs in the public and service sectors, the expansion 
of the middle class, universal suffrage and a democratised access to 
comfort and domestic technology.110 In 1944, the decree law of 28 
December introduced the national social security system for all sal-
aried workers and offered roughly 60 per cent of the Belgian popu-
lation the benefit of compulsory ‘sickness- invalidity’ insurance.111 As 
a result, insured workers and paying patients replaced the destitute 
sick in the country’s hospitals. In 1890, for instance, 90 per cent of 
the patient population of the Stuyvenberg Hospital in Antwerp was 
assisted by the local public welfare bureau. In 1960, this proportion 
was only 5 per cent.112 In 1963, the first ‘law on hospitals’ guaran-
teed free hospital care to all social security beneficiaries.113 By 1969 
compulsory healthcare insurance was expanded to the entire popu-
lation and hospitals were well on their way to become the shared 
referent that they are today (see Chapter 6, pp. 224–9).

As a result, the medical profession and society in general moved 
slowly towards a view of hospital patients as clients and no longer 
as recipients of public charity. In Belgian professional literature, 
discourses emphasising hospitals as providers of services and com-
paring them to hotels can be traced back at least to the 1930s.114 
But this perception grew in importance in the second half of the 
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twentieth century. The conversion of patients into consumers 
parallelled the advent of the ‘tower hospital’ with its built- in shops 
and cafeterias. Concretely, the social levelling of the hospital popu-
lation and a new respect for patient privacy led to the gradual elim-
ination of large wards.115 Hospital patient populations were no 
longer to be confined and disciplined.

Of course, confinement was much more difficult to do away with 
in the context of psychiatric architecture. But Belgian psychiatry, 
despite its heavily institutionalised nature and the limited impact 
of the local anti- psychiatric movement, underwent a process of 
deinstitutionalisation not entirely dissimilar to that experienced by 
other Western countries. If the Brugmann Institute, in the 1930s, 
had the first open wards of the country, the 1970s and 1980s saw 
the progressive opening of the whole establishment. During the 
latter decades, the institute’s two large pavilions were replaced by 
smaller buildings structured around rows of individual rooms. In 
the same period, the Beau- Vallon asylum opened several outside 
residential facilities. This was a decade before the launch of the 
1991 national plan to encourage the development of ‘MSP’ (psychi-
atric care houses) and ‘IHP’ (protected homes initiatives).116

The religious marking of the hospital and asylum environment 
also waned progressively. This was as much the result of the de- 
Christianisation of the Belgian population as that of the gradual 
replacement of religious personnel with lay trained professionals. In 
Antwerp, the last Catholic sisters left the Stuyvenberg Hospital in 
1977.117 As soon as the early 1930s, hospital chapels found them-
selves relegated to the margins of hospital locations, usually above 
the morgue.118 Crosses and religious statues were now removed 
from sight too. These were all signs of the internal social metamor-
phosis of Belgian hospitals (i.e. of their transformation from char-
itable institutions for the poor to the technological and scientific 
centres that they are today).

Centralised businesses: hospitals at the end of the  
twentieth century

Purpose- built high- rise hospitals proved instrumental in the evo-
lution of healthcare from a philanthropic, religious endeavour to 
a ‘centralized business-  and science- oriented service industry’.119 
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The ambition to turn hospitals into innovative institutions where 
patients could be treated with state- of- the art machinery and ther-
apies incited the departure of hospitals from urban centres. The 
construction of modern hospitals in rural or suburban areas was 
part of a larger international trend. Hospitals were built in the 
proximity of cities and arterial roads (which allowed patients from 
rural areas to travel to the hospital by car) on open domains with 
enough acreage to allow for future expansions.120 In Belgium, this 
trend was notably followed in university towns, where researchers 
and physicians from the (expanding) medical faculties wished to 
combine patient treatment with clinical research and education. 
In Ghent, a new academic hospital was planned on the outskirts 
of town during the interwar years. In Liège, an academic hospital 
was inaugurated in 1985 on the site of Sart- Tilman.121 In 1975, 
Gasthuisberg, a new academic hospital, had opened its doors to the 
public in Leuven. Architecturally, these new and vast institutions 
consisted of a combination of several multistoreyed ‘blocks’.

The continuing use of ‘blocks’ was encouraged by the ambitious 
plan to create medical centres the size of a small village. Each of 
these hospitals had to be built in several ‘phases’, which gave the 
impression that hospitals were located on permanent construction 
sites. Outsiders often perceived these large- scale institutions as 
labyrinths.122 Colour- coded lines on the floor served as Ariadne’s 
thread, helping staff, visitors and patients to navigate the maze of 
hallways and buildings. These huge projects and their daily upkeep, 
however, often led to financial and management crises. The hospitals 
in Ghent, Leuven and Liège all had to go through a severe financial 
reconstruction process in the 1980s and 1990s. This also resulted 
in a more autonomous governance of these institutions (whereby 
affiliated universities saw their influence on the management of 
their hospitals reduced). Due to their size and the development of 
increasingly complex medical technologies, late twentieth- century 
hospitals demanded a new form of management, closer to that of 
business structures.123

In the last decades of the twentieth century, regard for the comfort 
of patients, too, pointed to the new standing of hospital medicine. 
Locked cupboards or the private space of one’s own hospital room 
guaranteed patient privacy. Bedside tables were no longer regularly 
subjected to the intrusive control of physicians and wardens. They 
had become small ‘command centres’, adorned with switches and 
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displaying phones, remote controls, radios and individual lamps. 
Their function was now to satisfy the patient’s recognised needs 
and rights to comfort and entertainment.

Conclusion

The planning, building and furnishing of a hospital is no small 
venture. The process requires considerable investments of time and 
money (a substantial part of it public) and, because hospitals must 
sustain the health of entire populations and came to symbolise 
a particular form of national achievement, it demands expertise 
at the forefront of scientific progress. Throughout the nine-
teenth and twentieth centuries, Belgian officials, architects, hos-
pital administrators, physicians and nurses have known that they 
could not work in isolation. Despite its occasional protectionist 
tendencies, Belgium –  a somewhat peripheral centre of medical 
progress –  has always sought inspiration, expertise and help from 
the outside. Its agents organised research visits to French, Dutch, 
German, Scottish, Austrian, British and then later American facil-
ities. They took part in international networks, made good use 
of international medical and architectural treaties (while trying 
to publish a few themselves); they sought foreign investments. 
As a consequence, the material history of Belgian healthcare 
institutions can be said to follow, in its broad outline, that of most 
other Western countries. Nonetheless, a certain degree of conser-
vatism (noticeable in the late implementation of most new inter-
national trends) can be pointed out, partially due to lack of funds 
or religious leadership (even if the latter has shown far less resist-
ance to scientific progress than is commonly expected).

It must be stressed, however, that the history of hospital and 
asylum building is international in nature. One reason for this is that 
it had to follow closely the rapidly evolving medical and architectural 
sciences, themselves the product of a constant transnational dialogue. 
Belgium and its neighbouring countries underwent similar processes 
of medicalisation and, later, deinstitutionalisation and therefore had 
similar architectural needs. Another reason still, has to do with non- 
scientific transformations. In this chapter, mutations of the material 
environment are shown to be driven not only by scientific progress 
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and technological innovations, but also by broader social changes, as 
well as economic, religious, aesthetic and practical motives. Many of 
these developments –  the slow processes of secularisation and social 
levelling, periods of economic depression, the advent of various 
aesthetic and architectural movements, etc. –  impacted the materi-
ality of the whole Western world. From pavilion hospitals, to block 
hospitals, to huge academic hospitals; from pavilion asylums to small 
late- century psychiatric units; from wooden floor and furniture to 
enamel, iron and glass environments; from wards with heavy reli-
gious adornments to stripped- down individual rooms, the evolution 
of Belgian medical institutions is in no way unique.

Some of the specificities of the Belgian case, however, should not 
be overlooked. The persistence of religious objects and of religious 
spaces inside Belgian hospitals and asylums points, for instance, to 
the long- standing influence of the Catholic Church in both private 
and public healthcare, and hints at the active role Belgian patients 
played in the perpetuation of this situation. The Superior Health 
Council also acted as a distinctively Belgian unifying force. From 
the mid nineteenth century on, the council sought to standardise, 
through the setting of national norms, the architecture and materi-
ality of many institutions. In another area, Belgium even positioned 
itself as a pioneer. During the last decades of the twentieth cen-
tury, the process of deinstitutionalisation signalled the loosening of 
the imperative of patient control that had defined most of the his-
tory of medical institutions up to that point. In Belgium, the phys-
ical opening of the institutional space and the movement towards 
community care had a rare precedent in Gheel’s colonie d’aliénés. 
Throughout the nineteenth and twentieth centuries, Gheel embodied 
an internationally appealing alternative to confining institutional 
care, although a study of the colony’s facilities shows a history not 
entirely free of medical authoritarianism.

By questioning the form, function, use and meaning of spaces 
and objects, material history challenges the two important 
narratives that have defined the way historians think about 
hospitals and asylums: the narrative of teleological medical pro-
gress and that of social control. A focus on materiality not only 
offers a different perspective, but it also makes room for histor-
ical actors often overlooked by traditional historiography (patients, 
nurses, administrators, architects and manufacturers, etc.). It shines 
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a light on a multiplicity of points of view and, by doing so, nuances 
accounts of power dynamics and overly simplistic analyses of the 
individual and collective motivations propelling changes.

Today, much is left to explore about the materiality of Belgian 
hospitals and asylums. The manufacture of medical equipment and 
of institutional furniture, hospital construction companies, med-
ical imagery, patient material culture, etc., are only some of the 
areas of institutional material culture about which historians of 
Belgium are still ignorant. The history of medicine in Belgium in its 
entirety, too, is still many steps away from its ‘material turn’. Most 
of its subfields of research could undoubtedly benefit from a new 
material approach.
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8

Dis/ order and dis/ ability

Benoît Majerus and Pieter Verstraete

On 13 January 1966, Maria V., an ex- patient at the Institute of 
Psychiatry in Brussels, wrote to her former psychiatrist asking him 
to provide her with medication to which she was entitled as long as 
she was in therapy with him:

I am a sick person who has been cared for by you. I am still sick. 
I do not feel good. I have vivid dreams and I turn over 30 times 
every night … As long as I was taking my medicines, it was ok. Now 
I have run out of medication and I am sick … I am now going to see 
the doctor here, but the doctor no longer wants to prescribe me any 
medication, he wants you to write a letter stating that he is allowed 
to prescribe me this medication. Please help me, because I cannot 
continue to live without medicine.1

The letter comes from a patient file kept at this Brussels psychiatric 
institute. For a long time, histories of mental illness and histories 
of disability were mainly based on analyses of medical theories as 
described in scientific journals, textbooks, conference reports, etc., 
and were presented as progressive narratives. In the last thirty years, 
the emphasis has shifted from a predominantly medical perspective 
to one that also tries to include the voices of people with mental 
illnesses and disabled people themselves.2 Bygone medical practices 
are no longer represented as unilateral activities where the initia-
tive was taken only by the doctor, the nurse or another professional 
and where the targeted individuals passively underwent treatment, 
rehabilitation or special education. In adopting this new historical 
approach, historians turned towards neglected source material. As 
well as handbooks, academic journals, conference proceedings and 
laws, they drew on a variety of ego- documents and visual source 
material.

Personal letters and diaries are probably the best known of 
these sources, but historians also have made use of more tangible 
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material such as works of art, demographic data like birth or 
death certificates and furniture or garments to underpin this his-
toriographical reorientation.3 All of these examples can easily be 
criticised for being too subjective, socially biased and intimately 
bound to particular contexts. That is of course true. But what is 
also true is that these sources have given rise to more nuanced and 
balanced views on what it was to be re- educated in the past, what it 
meant to be diagnosed as mentally ill and how people tried to align 
established medical knowledge with personal and/ or collective 
convictions. In short, these new sources have helped to reveal the 
agency of the patients and individuals that were cared for and/ or 
placed in special education initiatives.

Introducing readers of this book on Belgian medical history to 
the history of psychiatry and the history of disability simultan-
eously might seem to be an insurmountable task. Previously, even 
though several authors have tried to bring the two fields of study 
together,4 they have largely remained separate with regard to the 
topics examined, the journals and conferences where research 
results are presented, as well as the methods used to explore the 
past. Indeed, while the history of disability mainly originated 
from the fruitful efforts of disability activism and critical academic 
theory in the 1960s and 1970s and has explicitly rejected a purely 
medical approach towards disability, the history of psychiatry 
seems to have followed a different historiographical pathway and 
is still largely situated within medical history.5 To further prob-
lematise this combined discussion of the history of psychiatry and 
disability, one also can refer to the various conceptual and existen-
tial realities that lie behind the notions of illness/ syndrome and dis-
ability: people diagnosed with mental illnesses or disabled people 
encounter different bureaucratic challenges, bodily realities and/ or 
societal prejudices.

Despite these historiographical, epistemological, linguistic and 
existential differences, several reasons nevertheless seem to jus-
tify a combined discussion of the history of disability and the his-
tory of psychiatry. First, regardless of the manifold discussions 
about when and why the two categories became separated, there 
is a widespread and well- accepted narrative that in pre- modern 
times individuals with physical and mental disabilities were not 
distinguished from one another and were seen as forming part of 
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the wider community of ‘poor people’.6 The histories of mental 
illness and disability, however, have more in common than their 
mere shared origins on the margins of society. Second, it can be 
observed that the historiographical traditions dealing with psychi-
atric illness and disability seem to have developed more or less in 
the same direction in the last twenty years. For just like the history 
of disability, the history of psychiatry has evolved from a merely 
encyclopaedic and Whiggish overview of important (and primarily 
male) doctors and medical inventions to a nuanced and critical 
approach that also reserves an important place for the voices of 
those with mental illnesses and takes into account broader social, 
political and  cultural developments.7

In light of these general affinities between the historiography 
of psychiatric illness and disability, this chapter will examine the 
Belgian history of mental illness and disability by analysing the 
importance attributed to boundaries. Generally speaking, one can 
state that there first of all existed a phase that can be described as 
one in which boundaries are set up and human beings are increas-
ingly classified, segregated from one another or gathered into 
subgroups. The second and third phases demonstrate an increasing 
unease with this tendency to demarcate and relegate. These phases 
are characterised by a desire first to cross and later even to blur the 
lines of the boundaries established in the first phase.

For a thorough understanding of what follows, three preliminary 
remarks should be made. First, it is remarkable that although the 
history of Belgian psychiatry can draw on a rather elaborate trad-
ition, the history of disability in Belgium previously seems to have 
attracted much less attention from historians.8 Second, concerning 
the terminology used, this chapter will speak in terms of disabled 
people and people with mental illnesses. At times, however, when 
historical terminology is used, certain terms will be placed in quota-
tion marks. Third, and here the particular nature of the Belgian case 
immediately becomes clear, the history of disability and psychiatry 
cannot be written only by referring to doctors. Given the wide-
spread presence of other groups of professionals such as religious 
orders, social workers, psychologists and pedagogues, a theoretical 
framework needs to be developed that overcomes the shortcomings 
associated with a too narrow interpretation of history in terms of 
medicalisation.

 

 

 



286 Beyond physicians

Establishing boundaries

Issues related to disability and mental illness began to be 
problematised in Belgium towards the end of the eighteenth cen-
tury, just as in many other European countries. That is not to say 
that those who could not hear, see, walk or think in a rational way 
had not attracted particular attention before. Their differences 
already had been shaped to a certain extent by divergent religious 
and medical traditions.9 Despite their particular status, however, 
the institutionalisation of these individuals remained rather limited. 
There were places where the poor and the sick were assembled, 
such as almshouses (godshuysen or dullhuysen).10 However, the 
majority of disabled people and people with mental illnesses lived in 
the midst of the community in which they grew up. The tendency to 
segregate them from society and enclose them within the confined 
walls of an institution occurred to a large extent at the same time as 
Belgium’s independence in 1830. The newly founded Belgian state 
was convinced that good governance required a detailed descrip-
tion of the population. The Belgian government therefore instigated 
several statistical enquiries shortly after its independence that led 
to a better overview of the prevalence of deafness, blindness and 
mental illness.

With regard to mental illness, in the 1840s the Belgian govern-
ment asked three experts –  Edouard Ducpétiaux, Joseph Guislain 
and Maurice Sauveur –  to draw up a report on the ‘mental 
institutions in the kingdom’. The report concluded that regulations 
needed to be introduced for the field, which led to the adoption of 
two laws, one in 1850 and one in 1873, creating a specific institu-
tion, the ‘mental asylum’, and specific professions, ‘alienists’ and 
psychiatric keepers. While the latter remained in virtual obscurity 
until the 1960s, when specific associations were set up, the role of 
the alienist soon gained professional recognition via two standard 
means: the establishment of a medical society in 1869,11 the Belgian 
Phreniatric Society (Société phréniatrique belge, subsequently 
the Société de Médecine Mentale de Belgique), and the launch 
of two scientific journals, the Bulletin de la Société de Médecine 
Mentale de Belgique in 1872 and the Journal de Neurologie et 
d’Hypnologie in 1896 (see Chapter 5, p. 179). Nevertheless, this 
seemingly early specialisation should not disguise the fact that 
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the field did not develop in a linear way. Psychiatry struggled 
for recognition in universities. It was some time before psychi-
atric education became standardised. Throughout the nineteenth 
century, courses were introduced in Belgian universities only to 
disappear a few years later. The Catholic University of Leuven 
was the only higher- education institution to provide a degree over 
time12 –  probably to some extent because of the important role of 
religious congregations in psychiatric care. Throughout the nine-
teenth century, psychiatrists also explored alternative approaches, 
which are often forgotten today but at the time were considered 
as viable options: hypnosis, ‘pedotechnics’, social defence and 
eugenics.

Just as with psychiatric disorders, statistical enquiries contributed 
to a heightened awareness of disability and to ever- more strident 
calls for institutionalisation and professionalisation. Again, it was 
Sauveur who was asked to map out the prevalence of blindness 
and deafness in the newly established country.13 Although when 
the results were published, institutes for people with sensory dis-
abilities already existed in Brussels and Ghent, the statistical 
overview led to the emergence of several others as well as the iden-
tification of new categories, like deaf- blindness. Indeed, Sauveur’s 
report demonstrated that in Belgium, several deaf- blind individ-
uals existed. In response to this finding, the founder of the Institute 
for the Deaf and Blind in Bruges, the Flemish priest Charles- Louis 
Carton, decided to take in the only deaf- blind person who was 
deemed to be receptive to education, Anna Timmerman.14

The use of statistical graphs, tables and figures to clearly illustrate 
the numbers of disabled people and people with mental illnesses 
transformed these issues into matters of public concern. What 
these numbers also catalysed was the idea that state  intervention 
was necessary. But while statistical practices undoubtedly played 
an important role in the emergence of a more professionalised 
system for the care and instruction of disabled people and people 
with mental illness, other developments also need to be taken 
into account. These demonstrate that institutionalisation cannot 
solely be explained by referring to the activities of the medical 
profession. Several other groups of professionals, such as priests, 
statisticians and pedagogues, also recognised the value of an insti-
tutional approach.
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Driven by God, money and the lure of work

As in other European countries, the emergence of institutes for deaf 
and blind people can be seen as part of a broader transformation 
of how religion and economics were interconnected throughout 
the Middle Ages. For a very long time indeed, it was common in 
Western societies to see blind individuals, for example, asking for 
alms. In return for the money given, the beggars would pray for the 
soul of the generous benefactor. Although this traditional exchange 
of money for religious well- being began to be questioned by people 
like Juan Luis Vives as early as the sixteenth century, it only became 
more seriously problematised towards the end of the eighteenth 
century.15 As a consequence of this general transformation, many 
of the first handbooks on deaf and blind education reserved an 
important place for the issue of begging and directed educational 
efforts towards a vocational outcome (to replace the occupation of 
begging) for poor disabled people, or a pleasant pastime for disabled 
people who were wealthy.16 In line with this European trend, the 
emergence of educational institutes for deaf and blind people in 
Belgium also demonstrates this problematisation of existing begging 
practices. In 1785 in Liège, for instance, Constantin de Hoensbroeck 
issued a call for essays that focused on the following topic: ‘On the 
means of caring for blind people of both sexes and occupying them 
with light work of which they are capable, either by grouping them 
in a public establishment or by providing them with occupations 
and care at home that will keep them from begging.’17

Religion also played an important role in the emergence of a 
widespread network of care and educational institutions for 
disabled people and people with mental illnesses. In Belgium, the 
majority of institutes founded in the nineteenth century were the 
result of the initiative taken by religious actors/ congregations from 
the early days onwards (see Chapter 2, p. 68). This can partly be 
explained by the liberal nature of the Belgian government, which 
consequently decided to intervene as little as possible in the field 
of charity and social care. This certainly applies to institutionalised 
care for disabled people. Towards the end of the nineteenth century, 
the large majority of existing institutes for deaf and blind people 
were founded and led by members of religious orders.18

The same religious predominance can be observed for the care of 
the mentally ill. The 1850 Mental Treatment Act placed the treatment 
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of psychiatric patients in the hands of private entrepreneurs, and 
this did not change with the 1873 law. Alongside private secular 
institutions, religious congregations soon stepped up to the task. 
Following the periods of French and Dutch rule in Belgium (1794– 
1814 and 1815– 30, respectively) under which the Catholic Church 
suffered considerably, it subsequently began to recover, especially 
via the creation of several religious congregations19 that were 
involved in teaching and healthcare, particularly psychiatry. These 
congregations soon came to dominate the field. The first report 
by the Standing Committee of Psychiatric Asylums (Commission 
permanente d’inspection des établissements d’aliénés) emphasised 
that just 27 per cent of establishments housing psychiatric patients 
had lay keepers; the vast majority of subordinate staff were exclu-
sively or primarily provided by religious congregations. Moreover, 
twenty- five years later, in 1876, religious staff took care of 74 per 
cent of psychiatric patients. This high proportion also reflects the 
fact that even establishments administered by municipal hospice 
boards (commissions d’hospices) or laypeople assigned most super-
visory tasks and treatment to congregations.20 There are several 
reasons for this. First, it represented a continuation of past practices 
that were only briefly interrupted by the French Revolution: the 
involvement of religious communities in treating the poor and 
sick was typical of the future Belgian territories in the eighteenth 
century.21 The other reasons can be divided into ideological and 
financial dimensions: both the Catholics and the liberals, the two 
dominant political parties at the time, wanted to restrict the role of 
the state in the charity sector (albeit for different reasons), and the 
daily costs of asylums run by religious congregations were much 
lower than those of institutions run by lay staff. Before the First 
World War, in Geel, a chief nurse was paid around 1,450 francs, a 
Mother Superior 600, a nurse around 1,000 and a nun 400.22

The politics of ignorance

Although the economic and religious reasons underpinning the 
emergence of institutionalised care for people with psychiatric 
illnesses and disabilities are already well known, recent authors 
have also pointed towards the influence of broader political 
developments. ‘Political’ here refers to the different and changing 
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ways of wielding power over others. Towards the end of the eight-
eenth century, partly as a result of the process of secularisation, 
it was thought that good governance was dependent on detailed 
knowledge about the lives and the behaviours of a nation’s citizens. 
Several factors complicated this approach, such as solitude. The 
value of solitude, for example in religious practices, was increas-
ingly called into question. Solitary people were ‘problematic’. One 
category of people identified with solitude was profoundly deaf 
people, as it was hard to understand what they were talking about 
when they communicated using sign language.23 Several of the early 
articles on the need to educate profoundly deaf people and blind 
people alluded to this solitary state. In an anonymous contribution 
to the Encyclopaedia Britannica of 1778, which later was identified 
as being written by Thomas Blacklock, the political relevance of 
blind people was referred to in terms of their numbers: blind people 
were not to be neglected, as they constituted a relatively large pro-
portion of the population. More important, however, according to 
the author, was the unfortunate nature and the limited capacity to 
live an active life of blind people who had not received any kind of 
education or instruction.

This reference to the unfortunate character of non- educated 
profoundly deaf people and blind people arose time and again 
throughout the nineteenth century. In Belgium, there is also abun-
dant source material to be found that underlines the importance 
of the ‘unfortunate’ trope for the newly established legitimacy of 
special education. One revealing example is the autobiographical 
letters that were sent by several pupils at the Institute for the Deaf 
and the Blind in Bruges to their director Charles- Louis Carton when 
they graduated. In all of these ego- documents –  which were prob-
ably commissioned by those in charge of the institute themselves –  
reference was made to how the pupils thought about the world 
and about others before having benefited from the positive influ-
ence of the education provided at the institute. Louise Ryspeert, for 
instance, a profoundly deaf girl born in 1844, wrote the following 
about how she thought about death before entering the institute:

Mr. Carton, my thoughts about death may perhaps make you laugh. 
The coffins gave me a sense of horror; I felt sorry for the dead: ‘No, 
I never want to die,’ I thought. ‘The dead may not come to life any-
more,’ they might be stifled in their coffin or remain dead in the 
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absence of food and drink … I thought that one died when one got 
a thick neck; I was careful not to eat too much, and all morning 
I touched my neck to feel whether it was not yet too thick.24

By referring to how she thought about the world before entering the 
institute, Louise underlined the importance of education in ridding 
her of her irrational and ‘uncivilised’ thoughts. Although it is not 
known whether the director made use of these letters, for example 
in fundraising campaigns, the practice itself demonstrates one of 
the many ways in which the expertise of particular professionals –  
in this case, members of religious orders –  was promoted and intim-
ately linked to the idea of the institute.

Following a different pathway, one can argue that treatment for 
people with mental disabilities, at least internationally, arose from 
the same preoccupation with people’s inner thoughts. In France, 
indeed, the first institutionalised approaches towards children with 
mental disabilities were the result of the application of phrenological 
thinking and craniometry practices. Following a long and heated 
discussion about whether ‘idiocy’ should be considered as a form 
of mental illness, the famous psychiatrist Esquirol decided that this 
was not the case, firmly stating that: ‘Idiocy is not a disease, it is a 
state in which the intellectual faculties have never manifested them-
selves or have not been able to develop themselves.’25 Esquirol’s 
definition largely contributed to the established distinction between 
mental illness and mental disability or intellectual/ learning dis-
ability. The former refers to a situation where the person is said to 
require psychiatric treatment. The latter refers to children/ adults 
who need special or inclusive educational programmes.

Despite this early nineteenth- century differentiation between 
mental illness and disability, the first separate educational initiatives 
for ‘feeble- minded’ children only emerged in the 1830s and 1840s, 
stimulated by the work of Edouard Séguin and French phrenologists 
such as Belhomme, Voisin and Delasiauve.26 In Belgium, it was not 
until 1852– 53 that a separate section for mentally disabled children 
was set up in the psychiatric institute of the Brothers of Charity in 
Ghent. In the wake of the new legal framework introduced in 1850 
that laid down the obligation to provide education to those who 
could benefit from it, the institute decided to set up Kinderkoer, 
where those who were thought to be receptive to the beneficial influ-
ence of education would be educated.27 In reality, however, children 
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with severe mental disabilities could still frequently be encountered 
within the confines of a psychiatric institution until well into the 
twentieth century.

‘Pillarisation’ and the advent of compulsory education

While the aforementioned religious, economic and political factors 
clearly played a role in the history of disability and the history of 
mental illness in Belgium, the discussions about compulsory educa-
tion in the nineteenth century only seem to have affected the history 
of disability, even if the discussion on moral treatment can also be 
viewed in this context. In Belgium, however, the debate remained 
primarily an intellectual one; it had no real influence on the daily 
practices of alienists and nurses and the experiences of psychiatric 
patients.

The rise of special education towards the end of the nineteenth 
century cannot be understood without including the discussions 
surrounding the introduction of compulsory education. While 
in other European countries such as France, the introduction of 
special classes and schools for so- called feeble- minded children 
(enfants retardés) almost immediately followed the introduction of 
compulsory education, this was not the case in Belgium. Indeed, 
the Belgian law that made education for children compulsory was 
introduced relatively late, in May 1914, whereas the first classes/ 
schools for ‘feeble- minded’ children had already been founded in 
Brussels and Antwerp towards the end of the nineteenth century.28 
Therefore, the idea that the introduction of compulsory education 
forced a large number of children who could not attain required 
educational standards to attend schools cannot be applied to the 
Belgian context.

Nevertheless, one should not forget the typically Belgian context 
of ‘pillarisation’, which also had a huge impact on the educational 
landscape. Towards the end of the nineteenth century, the various 
ideological struggles around schools and schooling –  for instance 
the First School War in 1878 –  led to a situation where the majority 
of children were already going to school. Teachers were therefore 
confronted with children who had learning difficulties well before 
the introduction of compulsory education.
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While the introduction of compulsory education did not have 
a huge impact on the care of people with mental illness, it should 
nevertheless be noted that many proponents of special education 
for ‘feeble- minded’ children had a medical background. Doctors 
such as Auguste Ley and Ovide Decroly played a huge role in the 
emergence of special schools in Brussels and Antwerp, respectively, 
around 1900.29 What is important to note, however, is that these 
educational activities started to form a kind of institutionalised 
subfield within the setting of psychiatric care structures.

Taken together, the aforementioned economic, religious, polit-
ical and educational factors gave rise to a professionalised network 
of care and educational initiatives. One of the main outcomes of 
these initiatives was that an ever- increasing number of disabled 
people and people with mental illnesses became differentiated and 
institutionalised. Shortly after the turn of the twentieth century, 
Belgium had six institutes for ‘the blind’, ten institutes for ‘the deaf 
and dumb’, one institute for physically disabled people and several 
special education classes for ‘feeble- minded’ children. In 1912, fig-
ures from the Standing Committee for the Inspection of Institutions 
of Alienated Persons referred to 54 psychiatric institutions with 
approximately 16,000 patients.30

The advent and promotion of an institutional approach towards 
disabled people and people with mental illnesses in Western 
Europe almost immediately led to counter- initiatives and criticism. 
Sometimes these initiatives arose within the institute; sometimes they 
were taken by individuals who did not have specific connections to a 
particular institution. A good case in point is the nineteenth- century 
German Verallgemeinerungsbewegung (generalisation) movement.31 
Proponents of this movement emphasised the fact that an institu-
tional approach would never lead to a situation where all disabled 
children were educated in special schools or institutes. Instead, they 
argued for the integration of disabled children in regular schools 
as well as an overhaul of teacher training institutes. Although it 
is unclear to what extent the Verallgemeinerungsbewegung led to 
heated discussions and specific initiatives in Belgium, it is clear that 
several counter- initiatives paralleled the aforementioned institu-
tional approach.

In what follows, two specific examples of these counter- initiatives 
will be introduced. The first refers to a long- standing tradition of 
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family care for people with psychiatric disorders. The other looks 
at the emergence of rehabilitation in the context of the First World 
War. Both examples demonstrate that the development of an insti-
tutional approach did not lead to a situation in which the institute 
was completely cut off from the rest of the world or where there 
was no room for more societal care practices. On the contrary, it 
seems that, at least in the Belgian context, the walls of the insti-
tute have always been porous, and the institutional approach has 
needed to be justified time and again against alternative notions of 
care, education and treatment.

A disruptive care practice: the Geel colony

When the asylum system faced the first wave of criticism in Europe in 
the second half of the nineteenth century, many referred to the family 
colony of Geel as an alternative, a place where the ‘insane’ lived ‘as 
a family and in freedom’, to quote the subheading of a French book 
published in 1867. And a hundred years later, when a second wave 
of criticism hit psychiatry in the Western world, Geel was again 
hailed as a solution: it is not surprising that an American research 
project, the Geel Family Care Research Project, was launched at a 
time when anti- psychiatry was seriously undermining psychiatric 
legitimacy: ‘As always, the regime at Geel is alluring, holding out 
the hope that its ancient practices can still serve as a model for an 
alternative system of psychiatric care in the community.’32

Twice in a century, Geel was held up in international networks 
on public and mental health (see Chapter 4) as an alternative for 
dealing with madness, which was traditionally structured through 
a medical approach, psychiatry and a specific space, the asylum 
(Figure 8.1). The legend of St Dymphna in the Late Middle Ages 
inspired the creation of a pilgrimage site in Geel, a village near 
Antwerp, for those seeking treatment for psychiatric disorders. 
From the thirteenth century onwards, the families in this village 
began taking patients into their homes, via a system coordinated by 
the canons at the Church of St Dymphna. When the Belgian gov-
ernment began introducing regulations for institutions to treat the 
mentally ill in the 1840s, questions were raised about what would 
happen to Geel.
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Unlike other countries such as France, where similar setups did 
not survive the establishment of the nation state –  which brought 
with it a system of biopolitics that conferred the task of managing 
psychiatric patients on medical specialists –  the Belgian government 
decided to acknowledge the existence of this system for treating 
the mentally ill by creating a ‘state- run colony for the family- based 
treatment of mental problems’ in 1850.33 Although this involved 
a degree of ‘medicalisation’ –  the decision to assign patients 
to households was now in the hands of a doctor –  it was a long 
way from the general tendency to intern patients in asylums that 
characterised most of the systems introduced in the latter part of 
the nineteenth century.

However –  and this is a point that is often raised –  Geel did not 
welcome all psychiatric patients. ‘Raging madmen or madwomen’ 
and ‘senile’ patients were not accepted. The town of Geel was 
divided into sectors, each administered by a doctor. Regulation was 
introduced to clarify the rights and duties of host families, who could 
be stripped of their permission to take in patients if they failed to 
comply. Finally, a patient record was created for each person treated 
in Geel. So although the mid nineteenth century represented a break 

Figure 8.1 Geel –  Drève de l’Infirmierie. Postcard.
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with previous centuries, with the state partly taking back control via 
doctors and the considerable sway they held over patients and espe-
cially their families, the situation in Geel remained unusual in that 
the patients living there enjoyed relative freedom.

While patient numbers varied considerably over the nine-
teenth and twentieth centuries –  from 850 in the early 1860s to 
more than 3,000 by the beginning of the Second World War –  they 
remained high, despite a significant fall after the Second World War, 
with 1,700 patients in the late 1960s. In this rural town, patients 
represented up to a quarter of the population: their presence was 
seen as a normal part of everyday life. Accounts of people walking 
in town and engaging in conversation with passers- by, not aware 
that they were talking to patients, can be found in most reports 
about Geel, both in the Belgian and European mainstream press and 
in debates on the treatment of psychiatric patients. Anthropological 
work in the 1970s showed a more ambiguous picture. Lodgers 
were accepted in the public sphere, as the following notes from 
an anthropologist’s notebook describing a march by a brass band 
show: ‘A middle- aged resident, rather small in stature, accompanies 
the brass band to the side of the road: he waves his arm to the 
rhythm of the music … This patient wears a smart suit, very neat. 
His tie is rather improvised and he wears shabby, inelegant shoes 
on his feet. He thus accompanies the brass band, approximately 
at the same level as the drum major, on the side of the road, but 
slightly in front of the road.’34 His presence was tolerated for the 
whole march. But at the same time, lodgers were segregated in cafes, 
where they were not integrated into ‘normal’ social circles and were 
not members of local associations, despite no explicit rules banning 
them from membership.

Geel became the focus of attention during the contentious 
discussions about psychiatry in the late nineteenth century, which 
looked at issues such as the role of psychiatry and ‘no restraint’ and 
notions of ‘recovery’ and ‘chronicity’. It was described by some as 
a place ‘that could help asylums get rid of incurable patients who 
were taking up room and preventing them from carrying out their 
real mission as hospitals dispensing treatment’.35 But Geel’s man-
agement did not agree with this vision, which reduced it to a centre 
for the chronically ill, and used statistics to argue that recovery fig-
ures were just as good as in other asylums in Belgium, if not better. 
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For Geel’s opponents, the relative lack of doctors, more liberal regu-
lation and less direct supervision all ran counter to the paradigm on 
which psychiatry had developed and gained professional recogni-
tion: the asylum as a place that protects psychiatric patients from 
the abuse they suffer in their local communities. The many visitors 
to Geel even pointed to a ‘lack of science’,36 an assertion Geel’s 
supporters countered by emphasising that the isolated conditions 
within closed asylum structures were medically counterproductive 
for psychiatric patients.

Although other countries introduced similar systems –  Veldwijk 
(1886) in the Netherlands, Dun- sur- Auron (1892) in France and 
Uchtspringe (1894) in Germany –  Belgium was unique in the 
Western world for the sheer number of psychiatric patients treated 
via this system. No other country had such a high proportion of 
psychiatric patients living with families: in 1900 in Belgium, nearly 
3,000 patients were hosted by families (mostly in Geel) out of a 
total of 16,300 psychiatric patients interned.37

While Geel was held up as a model for theoretical discussions 
among alienists, the system also had a considerable economic 
impact in several areas, from the local to the transnational level. 
For the families hosting patients, it often brought considerable eco-
nomic benefits. In a region of Belgium with little industrial activity, 
accepting patients, most of whom could be given farming work to 
do, provided host families with regular additional income because 
of the allowances they were paid. But in times of high inflation –  
especially during the two world wars –  it was no longer econom-
ically advantageous to take in patients, and the institution had 
difficulties finding host families. Similarly, if the required medical 
checks became too restrictive, families sometimes opted out. The 
interest from local communities was often matched by a desire from 
Belgian town and city councils to reduce costs: they had to pay a sig-
nificant proportion of the expenses required for psychiatric patients 
and could make savings by placing them in Geel rather than in 
asylums. This economic model was even appealing to neighbouring 
 countries: in 1938, of the 3,000 ‘boarders’ in Geel, 754 came from 
the Netherlands.38

When the asylum model came under increasing scrutiny in 
the 1960s, Geel (and to a lesser extent Lierneux39) was the focus 
of much attention. At a time when Geel itself was experiencing 
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difficulties –  with the industrialisation of agriculture and the need 
for fewer labourers, the number of willing host families began 
to dwindle –  for many it was seen as an exemplary model for 
community- based psychiatry that should be developed. L’Equipe, 
the first sector- based mental health service in Belgium, set up in 
1963, can clearly be seen as a continuation of Geel –  and not just 
because its first director, Jean Vermeylen, was born in Geel and his 
psychiatrist father worked there.40

In/ out: the challenge of re- education and reintegration

A second example of the porous nature of boundaries can be found 
at the beginning of the twentieth century. At the outbreak of the 
First World War, Belgium had a well- established network of care 
and educational institutes for disabled people, but the state largely 
remained in the background.41 This hands- off approach drastically 
changed through the war years, 1914– 18, in response to the impact 
of the new industrialised warfare. With the sheer scale of the con-
flict and the introduction of new military weapons such as toxic 
gases, machine guns and tanks, the First World War destroyed the 
minds and lives of millions of men and women.42 Belgian military 
forces were affected too, and as early as 1915 the Ministry of War 
decided to open a professional rehabilitation institute for those 
soldiers who had one or more amputated limbs, had lost their sight 
or had other bodily problems.43

Although at this time only disabled soldiers were said to fall under 
the responsibility of the state, this radical shift in the government’s 
attitude towards disabled people would have a lasting effect on 
the overall relationship between the state and disabled people. 
Alongside religious congregations and other private initiatives, 
the state increasingly became an important player in the develop-
ment of overall care and educational system for disabled people. 
The First World War also had an impact on the vocabulary used 
to speak about disabled people. The pension system, for instance, 
set up by the state to financially remunerate the sacrifice made by 
disabled soldiers, undoubtedly contributed to the spread of thinking 
in terms of percentages when dealing with disabled individuals. But 
although shell- shocked soldiers were considered as ‘invalid’ soldiers 
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at that time, the Great War had a much less significant impact on 
post- war Belgian psychiatric developments (Figure 8.2).44

As well as reconfiguring the position of the state towards disabled 
people, the Great War also had an impact on existing care practices 
in another area, in that it emphasised the importance of work. 
Preparing pupils for a life of work in the community had already 
been on the agenda of educational institutes for some time. The 
Great War, however, clearly highlighted the importance of work as 
part of care and educational practices. The main aim of the war- 
related rehabilitation discourse was to restore invalid soldiers to 
full fitness in economic terms, to restore their bodily powers and 
desire to work. On top of that, the fact that these individuals were 

Figure 8.2 ‘Invalide’ –  drawing by Samuel De Vriendt,  
dated 1923, Woluwé.
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adult men also opened up a relatively new field, that of adult spe-
cial education. Again, this was not completely new, since during 
the nineteenth century several initiatives had also been launched 
to expand care and education to those pupils who graduated 
from institutes for ‘the blind’ and ‘the deaf and dumb’.45 But these 
initiatives mostly occurred within the confines of the institutes. 
What becomes clear when we look at what happened in the con-
text of care for blind people is that in the immediate aftermath of 
the war, four organisations were set up and were almost entirely 
dedicated to caring for adult blind individuals.46

Given the impact of the rehabilitation discourse on the nature of 
and approach to care practices, it can be seen as the culmination of 
an idea that had been fermenting for some time within the confines 
of educational and psychiatric institutes, namely that the scope of the 
institute needed to be expanded, both geographically and existentially. 
Another example taken from the history of disability can further illus-
trate this point: the major debate between oralism and manualism in 
issues related to deaf education. Just like in other Western European 
countries, Belgium was confronted with increasing criticism for the 
use of sign language in educational institutes.47 Influenced by eugeni-
cist thinking, sign language had been associated with ‘animal’ and 
immoral behaviour. It was also claimed that teaching deaf people 
to communicate using sign language would ultimately harm them, 
since once they left the institution they would not be able to com-
municate with speaking people in society. Reflecting these and other 
arguments, it was decided at an 1880 conference of directors of 
Western institutes for deaf people that from that moment onwards 
sign language would be prohibited in deaf institutes.

Recent historical research has demonstrated that the move 
from manualism to oralism should not be interpreted as a radical 
shift but as a gradual process. This was also the case for Belgian 
institutes that provided schooling for deaf pupils, such as at the 
Ghent Institute for the Deaf- Mute. In an unpublished document, 
Sister Ghislena Spillemaekers described the separation between 
pupils who were still allowed to use sign language and those who 
were not:

Given the fact that one already needed to tackle a shortage of avail-
able rooms [before the introduction of the oral method], achieving 
the separation depended on considerable cooperation and foresight, 
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vigilance, surveillance and extra sacrifice from the staff … As the 
number of speaking pupils rose, they were given more premises, but 
the glass doors along which they could have come into contact with 
the elderly [those who still were allowed to sign] were always care-
fully covered with curtains.48

The gradual move from manualism to oralism represents a broader 
evolution in which people increasingly started to question the role 
and the actual functioning of psychiatric and disability institutes. 
More and more attention was directed to the conditions of those 
living outside the institute. What people learned in institutes and 
how they were cared for of course remained important, but these 
aspects were increasingly accompanied by questions as to how life 
in the institute would eventually lead to a more or less successful 
life in society itself. The central place attributed to work in these 
discourses, however, sometimes stands in stark contrast with the 
lived realities of the disabled people themselves. One example is 
what happened with the Belgian war- blinded, who, just like other 
physically disabled soldiers, were retrained for a new trade or 
profession.49

Among the eighty- eight officially recognised Belgian blinded 
soldiers, some were able to fulfil the high expectations to be found 
within the discourse of rehabilitation, but some who were not. 
Isidore van Vlasselaer, for instance, was described in a personal 
file that can be found at the Royal Archives in Brussels as a cour-
ageous man of good moral character.50 According to the author 
of the report, he seemed perfectly happy at home and occupied 
himself with his son’s studies. He would have been happy to go 
to Brussels to be retrained at the Royal Institute for the Belgian 
War- Blinded were it not for the fact that he would have to leave 
his wife and son behind. The report stated that if circumstances 
allowed, Van Vlasselaere would voluntarily come to Brussels.51 The 
life of the blinded soldier Julien Dhont, however, was very different 
as it was described as extremely painful, both morally and phys-
ically: ‘He enjoys all his intelligence, he hears everything but no 
longer knows how to communicate by any means with the outside 
world: he cannot express a desire or make known his physical needs 
either orally or in writing.’52 As well as demonstrating the exist-
ential challenges raised by the institutional approach, these two 
references to the personal lives of two Belgian war- blinded soldiers 
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also make another point clear, namely the fact that education and 
educational qualities were increasingly affected by decision- making 
processes that gave rise to official and powerful statements about 
individuals’ futures. Based on this kind of expertise, several groups 
of professionals would very soon start to compete with one another 
to safeguard or expand their sphere of activity.

Blurring boundaries

Ever since an institutionalised network of care and education 
structures for disabled people and people with mental illnesses 
emerged in the early 1800s, the envisioned boundaries have con-
tinuously been subject to criticism. Although these critical voices 
and activities led to a substantial number of initiatives that ultim-
ately established bridges between society and the institutional 
archipelago, until the 1960s the care, education and treatment of 
disabled people and people with psychiatric disorders remained 
dominated by an institutional approach. Just like in other coun-
tries, the legitimacy of the institution was increasingly questioned, 
leading not only to a crossing of institutional boundaries but also to 
a blurring of the borders that separated the institution from society. 
While, to a certain extent, scholars have already begun to examine 
these processes on an international level and for other countries, 
there is little to no information available about Belgium. It neverthe-
less seems a promising and necessary field of study given the trend 
towards inclusion that started in the late 1970s and early 1980s, as 
well as the sometimes ahistorical interpretations of this movement. 
The second half of the twentieth century is often presented as a 
monolithic period in which people with psychiatric illnesses and 
disabilities were finally taken out of institutes. While to a certain 
extent this holds in Belgium for disabled people, the hypothesis 
runs into difficulties when applied to care infrastructures for people 
with mental illnesses. Special educational initiatives have indeed 
been increasingly criticised, and eventually this movement led to 
the introduction of the M- Decree in the Flemish- speaking part of 
Belgium in 2015. This decree stipulates that children with special 
educational needs should in principle be educated in mainstream 
schools and not relegated to a system of special schools. Although 
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the story of the introduction of this inclusive approach towards 
the education of disabled people remains to be written, it seems 
to be very much in line with other innovative care practices that 
have been introduced for disabled people. One of these is the intro-
duction of the personal assistance budget (see Chapter 6, p. 232), 
which will be described in what follows.

While the introduction of the M- Decree in 2015 and the devel-
opment of the personal assistance budget did indeed seem to con-
firm the trend towards more inclusive approaches to care and 
special education, they do not tell the full story. There is of course 
much more to say about the second half of the twentieth century. 
Not only did particular segregational approaches continue to exist, 
but it is also important to point out that some inclusive practices, 
as well as some of our historical interpretations of these inclu-
sive practices, seem to misguide us. A good case in point here is 
the deinstitutionalisation movement. Just like in other countries, 
Belgium too was affected by ideas inspired by the international anti- 
psychiatry movement. However, when one takes a closer look at 
how the precise numbers of beds that were available in psychiatric 
institutions between 1960 and 2000 developed, it seems logical to 
conclude that these ideas led to the increased inclusion of people 
with psychiatric illnesses. Taken together, the numerical approach 
to psychiatric inclusion in Belgium and the stories behind the intro-
duction of the personal assistance budget seem to necessitate more 
complex frameworks if we are to understand the particularities of 
the history of special care and education initiatives in the second 
half of the twentieth century.

Deinstitutionalisation … and its limits

Just like in other Western countries, the role of institutions –  whether 
schools, barracks or hospitals –  was strongly contested from the 
1960s onwards in Belgium. The iatrogenic nature of asylums and 
institutes for disabled people was particularly emphasised. Several 
organisations were particularly vocal in their criticism, the most 
well known being the Groupe d’Études pour une Réforme de la 
Médecine (GERM), a think tank for medical reform, and Groupe 
information asiles (GIA), an information group on asylums. 
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Strongly inspired by a similar group set up by Michel Foucault and 
others in 1972 in France, GIA was composed of doctors, nurses, 
psychologists, social workers and asylum patients. Psychiatrists 
had lost their monopoly: not only did other professionals contest 
their knowledge, but also patients whose accounts had long been 
considered as proof of their condition were now taken seriously. It 
was the first time that former psychiatric patients (ex- psychiatrisés, 
as they called themselves) had become publicly involved in this field. 
They were able to contribute their unique experience and expertise, 
which was particularly valued in this movement. The former psy-
chiatric patients in GIA were members of the Mouvement de 
libération des marginaux mentaux (Movement for the liberation of 
marginalised psychiatric patients).

Nevertheless, the idea of deinstitutionalisation remained prob-
lematic. The number of beds in psychiatric institutions decreased 
very slowly from 27,303 in 1958 to 25,536 in 1973 and 23,220 
in 1982. The high level of institutionalisation made Belgium an 
exception inside Europe.53 Belgium was also witnessing significant 
growth in other institutions that housed patients previously interned 
in psychiatric asylums –  ‘oligophrenic patients’ (now referred to 
as mentally disabled people) and elderly people. There was a sig-
nificant increase in medical- educational establishments for men-
tally disabled patients from the 1960s onwards. Between 1972 and 
1979, they doubled in number and their capacity rose from 18,000 
to 25,000 patients.54 While this led to the removal of disabled 
patients from psychiatric asylums, where they had represented a 
significant proportion of the population,55 the patients were trans-
ferred to other institutions (Figure 8.3).

The same was true for elderly people. The general inspector for 
asylums in the Ministry of Public Health, Edmond Bruyninckx, 
estimated in 1957 that a third of interned patients were aged over 
seventy.56 In this area too, the 1970s saw an increase in capacity but 
also a change in the nature of the care offered. First, there was an 
increase in new institutions for elderly people –  in the early 1970s, 
the Belgian government planned not only for the addition of 4,500 
beds for elderly people over a seven- year period,57 but also for the 
creation of new institutions for geriatric psychiatry. Second, rest 
homes, which had a capacity of almost 60,000 beds in 1970, were 
gradually turned into nursing homes so that they could house a 
more fragile elderly population.
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Rather than deinstitutionalisation, a more appropriate term would 
be ‘transinstitutionalisation’, even if other less institutionalised 
structures were also beginning to emerge. In Belgium, the latter were 
essentially organised within the CSM network (Centres de santé 
mentale or mental health centres). In addition to these centres, other 
more radical alternatives to institutional psychiatry were starting to 
be developed. While this was not exclusive to Brussels,58 the Belgian 
capital did see a large number of initiatives of this nature. This can 
probably be explained by the absence of a strong Catholic influ-
ence –  which had a particularly restrictive effect in Flanders –  and 
the wave of protest led by the Université libre de Bruxelles.

These CSMs demonstrate how the idea of deinstitutionalisa-
tion can be seen as part of the broader sweep of the history of 
psychiatry in the twentieth century. They developed from the 
Ligue nationale belge d’hygiène mentale (National Belgian League 
for Mental Hygiene), which was set up in 1923. Inspired by a 
movement launched by a former psychiatric patient, Clifford Beers, 
in the United States in 1908, the league promoted treatment outside 
the confines of institutions and encouraged the notion of ‘mental 

Figure 8.3 Excerpt from the 1971 television programme ‘Faits divers’ 
about the Lovenjoel Psychiatric Hospital.
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health’. The League was involved in several prevention campaigns 
(tackling drug addiction, diagnosing ‘abnormal’ children, etc.) and 
opened dispensaries –  there were eleven in Belgium as of 1933. 
After the war, from 1953 onwards, the Belgian government began 
funding these dispensaries, and in 1975, a new legislative frame-
work gave greater clarity to their role and incorporated them into 
a broader public health policy similar to the sectorisation policy 
pursued in France.

In 1972, 32 CSMs for adults were affiliated to the league, offering 
treatment for more than 8,000 adults in Belgium. Compared with 
the 25,000 patients in psychiatric establishments, this figure was 
certainly not negligible. Over the following decade, the number of 
centres quadrupled –  by the late 1970s, Belgium had 135 CSMs –  
but there was a distinct regional imbalance. While the situation 
in Brussels reflected the standards laid down in the royal decree 
adopted in 1975, with one centre for 50,000 inhabitants, Flanders 
lagged behind –  of the 113 centres planned, there were only 59.59

The League stipulated four categories of services that CSMs 
should provide: ‘medical services’, ‘psychological services’, ‘social 
services’ and ‘psychotherapy and rehabilitation’.60 We will look 
in more detail at how they worked in practice by examining two 
of the Brussels- based institutions, those in Anderlecht and Saint- 
Gilles. These two centres emphasise the heterogeneous nature of 
CSMs. The Anderlecht- based L’Equipe, set up very early on in 
1961, became a key centre in terms of the diversity of services it 
provided (aftercare, day care, occupational rehabilitation, occupa-
tional therapy, etc.), and also its role as a flagship institution. It 
served as a benchmark in the 1970s and 1980s for advocates of the 
CSM system. It produced a considerable volume of highly visible 
scientific research, which helped legitimise this social approach to 
psychiatry. The centre in Saint- Gilles was set up fourteen years later 
and was essentially just a consultation centre.

But the two institutions did have some points in common. 
They were both based in urban areas, unlike most psychiatric 
establishments, which tended to be situated in the countryside 
or on the outskirts of towns. This urban setting also facilitated 
close cooperation with other players. In its first annual report, 
the Saint- Gilles CSM provided a list of the bodies it worked with, 
which included the social workers in the Commission d’Assistance 
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Publique (CAP, or Public Welfare Committee), the town’s police 
department and social services, the Little Sisters of the Assumption, 
the Jewish social services, the parish assistance and support 
group, polyclinics in the town and the Association of Belgian and 
Immigrant Women.61

The rise of neo- liberal care practices

Another way to illustrate the tendency not just to cross borders but 
also to blur them is to take a closer look at the introduction of the 
personal assistance budget in the Flemish region of Belgium. The 
personal assistance budget revolutionises the traditional care struc-
ture by directly giving a certain amount of money to disabled people 
that they can use to pay for the help they need. Since the money 
can be used to pay for care in an institution, this new approach 
cannot be put on a par with deinstitutionalisation. However, what 
is undoubtedly involved in the introduction of this new scheme is a 
reversal of the traditional relationship between expert and patient. 
The personal assistance budget is based on the idea that there is no 
better expert than the disabled person. He or she knows best what 
is best for him or her.

The introduction of the personal assistance budget in Belgium 
can only be understood when seen in the context of what happened 
in the United States during the 1970s, when Edward Roberts, who 
was paralysed after contracting polio when he was fourteen years 
old, started his studies at the University of California, Berkeley.62 
Roberts experienced a huge number of practical issues as he used 
an iron lung. This huge machine that took over his respiratory 
functions made it impossible for him to rent a regular student 
room on campus. The solution that was sought for Roberts, being 
lodged in the campus hospital, eventually led to the foundation of 
the Center for Independent Living, an organisation that continued 
to call for a reorganisation of existing care structures for disabled 
people in the light of values such as autonomy, emancipation and 
participation.

It was Roberts’s Center for Independent Living and its corr-
esponding ideas that eventually, after passing through Sweden, 
affected the Flemish care landscape in the 1980s. Midway through 
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the decade, two disabled Flemish people, Jan- Jan Sabbe and Luc 
Demarez, asked to meet with the Swedish professor Sven- Olof 
Brattgard to talk about the concept of Fokuswonen. Unfortunately, 
Brattgart could not meet them as he was sick, so Sabbe and Demarez 
needed to reorganise their study trip. In the end, they met Adolf 
Ratzka, who had taken up Roberts’s ideas and introduced them to 
Sweden. Inspired by this meeting, in 1987 the two decided to organise 
a day to explore the issue of housing for disabled people. Ratzka 
was invited but cancelled at the last minute because of illness. His 
lecture, however, which was entitled ‘Opstand van de verzorgden’, 
was read aloud and not ignored, with a summary being published in 
a leading Belgian journal. One of the issues that caught the attention 
of the journalist was the idea of personal assistants: ‘These are not 
nurses, educators, helpers or people who think they know better 
than the disabled person what is good for them and how everything 
has to be done. No, assistants are employees who carry out tasks 
according to the wishes of the disabled employer.’63

The first experiments with the personal assistance budget 
that were conducted in the early 1990s should not, of course, be 
interpreted in the sense that disabled people had previously never 
occupied the position of employer. Instead, what the introduction 
of the independent living idea brought about was an official recog-
nition of the informal status of employer. The first steps towards 
the official introduction of the personal assistance budget were 
taken in 1992 when a steering group, Cliëntgebonden budget, was 
founded. However, it was not until 1995 that Minister Wivina 
Demeester started a one- year experiment to give twenty disabled 
people an individual budget each that they could use to pay for the 
care they needed.

The government’s reluctance was not well received by sev-
eral groups of disabled people. Through lawsuits and public 
demonstrations, they fought for their right to make autonomous 
decisions about what kind of care they needed and how this care 
should best be organised.64 One example is the lawsuit filed by 
Jan- Jan Sabbe in 1989 against the Public Centre for Social Welfare 
(OCMW), which did not want to cover the additional living costs 
caused by his disability. Another example is the protests by the 
public action group Genoeg gerold! on 18 November 1994. That 
day, Minister Wivina Demeester gave a lecture at an academic 
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gathering that focused on ‘integration by means of technical aids’. 
Given the problems with reimbursement of such measures –  as a 
result of the system organised by Demeester’s ministry –  several 
groups of disabled people found it highly ironic that she had come 
to speak at this event, and they therefore disrupted her presentation.

The outcome of these and many other events was that disabled 
people –  at least in theory –  stopped being seen as dependent, passive 
and ‘pathological’ individuals. Instead, the voices they raised, the 
actions they organised and the allies they mobilised time and again 
emphasised the fact that they were people like anybody else. While 
their pleas were heeded on several sides, it is also important to note 
that their voices were coupled with a new neo- liberal conception 
of care.

Conclusion

The Belgian history of disability and mental illness can be written 
as a complex and often contradictory narrative of boundaries. 
Just like in many other Western countries, approaches to physical 
disability and mental illness –  the lived realities connected to the 
terms, as well as the terms themselves –  are the outcome of sev-
eral eighteenth- century processes that led to the problematisation 
of particular lifestyles. Not being able to see, hear, walk or think 
in a ‘logical’ way was increasingly seen as a problem that should 
be taken care of in a professional context where appropriate care, 
education and instruction could be given. The boundaries that were 
established in order to gather and contain the people concerned 
were manifold and clearly present: one can think of the tangible 
brick walls that enclose an institute, the straitjackets used in psy-
chiatric asylums and the material obstacles encountered by disabled 
people who wanted to participate in society. However, this list 
should also include non- tangible boundaries such as widespread 
attitudes of pity and the dominant views on how we ‘should’ com-
municate with one another. All of these boundaries are real and 
have shaped the lives of disabled people and those with psychiatric 
disorders as well as those who can be identified as professionals.

And these boundaries have never been radically removed. People 
have always looked out for cracks in the walls, for openings that 
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would enable them to transgress the boundaries or explore more soci-
etal care practices. In contrast to what is often implicitly accepted, 
these crossings of boundaries have always paralleled the very 
establishment of the boundaries themselves. What the Belgian case 
study described here also makes clear is that although these bound-
aries were transgressed from the moment they were established, 
their legitimacy has been increasingly challenged from the 1960s 
onwards. While many other scholars have already described this 
in some detail, what our Belgian case study makes clear is that 
the outcome of these processes can and should be analysed crit-
ically. A common understanding of deinstitutionalisation, for 
example, cannot be found by exploring the history of mental illness 
in Belgium. When one considers the neo- liberal empowerment of 
disabled people that was and is implied in the introduction of the 
personal assistance budget, several critical questions can immedi-
ately be raised.

While the very presence of boundaries, the reality of their trans-
gression and the counterproductive consequences of the critical 
movements that originated in the 1960s are of course not unique 
to the Belgian context, there are nevertheless various aspects that 
do make the Belgian case study unique. First and foremost, unlike 
other European countries deaf and blind people were almost always 
taken care of in the same institutions. Second, religious communi-
ties played a huge role in Belgium, and state involvement came at 
a relatively late stage compared to other Western countries. Third, 
the history of special education cannot solely be understood by 
means of the existing historical frameworks, which mainly focus on 
the introduction of compulsory education in order to explain the 
emergence of special schools.
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Medicine, media and the public

Tinne Claes and Katrin Pilz

The newspaper advertisement in Figure 9.1 from 1914 promised 
women a way to ‘develop and firm their chest’.1 The seller provided 
expert evidence in order to convince customers –  namely, two 
images contrasting the internal anatomy of the breast before 
and after treatment, accompanied by references from ‘very well- 
known doctors of medicine’. The advertisement seems to reflect a 
well- known historiographical narrative, emphasising the growing 

Figure 9.1 Newspaper advertisement for a ‘breast- enhancing’ product,  
Le Peuple, 19 May 1914, p. 6.

  

 

 

 

 



321Medicine, media and the public

321

influence of medicine in the nineteenth and twentieth centuries. 
First, it suggests that medicine had become the most authorita-
tive field of knowledge regarding the body and health. Second, it 
illustrates the increasing impact of medicine in society: a prefer-
ence for large, firm breasts –  the beauty ideal –  was represented as 
a medical issue, and the strategic use of medical images suggests 
that laypeople were familiar with visual depictions of anatomy. Yet 
the advertisement also complicates grand narratives of profession-
alisation and medicalisation, for it shows that ‘quacks’ also claimed 
medicine as a privileged site of knowledge for their own commer-
cial agenda, and indeed often created their professional identities by 
copying mainstream physicians.

Over the past two decades, philosophers and historians of 
science have replaced the model of diffusion, according to which 
knowledge was created by scientists before moving to the public 
sphere, by a model of circulation, according to which know-
ledge was constructed by mutual interactions between the scien-
tific and the public domain. Building on Bruno Latour’s notion of 
actor- network theory or Nicholas Thomas’s account on material 
exchange, historians of science, most importantly James Secord, 
argued that knowledge production in itself should be seen as a 
process of communication and exchange.2 As a result of this the-
oretical shift, historians have questioned the dichotomy between 
the scientific and the popular, instead looking for connections 
between them.3

In a similar vein, historians have shown that the sharp antagonism 
between ‘official’ and ‘alternative’ medical beliefs was not a histor-
ical reality, but a cultural construct that did not match the practices 
of patients and practitioners. They have argued that ‘professional’ 
physicians could not monopolise medicine: not only treatments, but 
also different views of health co- existed and complemented each 
other on the medical market. Furthermore, as the advertisement 
above suggests, not only ‘professional’ physicians made use of a 
medical discourse to bolster their credibility.4 In fact, studies have 
shown that experts of all kinds, ranging from academics to natural 
healers, mothers or priests, were dependent on their audiences for 
recognition of their authority.5 To sum up, static divides –  between 
the scientific and the popular sphere, between the expert and the 
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lay public, and between orthodox and heterodox medicine –  were 
nuanced by a more multifaceted interpretation of knowledge pro-
duction, ascribing a more active role to historical actors outside of 
the academic world.

Yet Belgian historiography regarding the permeable bound-
aries between the scientific and the popular is still in its infancy, 
although recent mass digitisation projects of primary sources such 
as newspapers and magazines could certainly facilitate research 
along these lines.6 The history of public manifestations of medicine 
is mostly confined to short chapters in edited volumes, monographs 
or doctoral dissertations. In these works, the history of popular-
isation is mostly a sidetrack to contextualise the actual topic of 
study, be it a general history of medicine or a history of homo-
sexuality, adolescence or anatomical models.7 Only a handful of 
articles have accorded sustained attention to the history of popu-
larisation.8 Apart from the work of Evert Peeters and Anne Hilde 
van Baal, the picture is equally bleak for the history of ‘alternative’ 
medicine.9

As there exists no comprehensive Belgian monography on the 
history of popular medicine or science, historians are dependent 
on general works discussing British, French, German or other 
European contexts.10 Although these studies are useful to indi-
cate broad evolutions, such as the importance of the hygienist 
movement or the rise of mass media, their findings do not always 
fully apply to the Belgian sociopolitical context. From existing case 
studies we know that local specificities are crucial to understand 
the transformation of medical knowledge. For example, Peeters 
has suggested that humoral representations of the body adhered 
to the worldview of many Catholic physicians in Belgium, and that 
this might explain both the popularity of holistic therapies such 
as hydrotherapy, and why academic physicians continued to pay 
lip service to the humoral theories until well into the nineteenth 
 century.11 Another example considers the state interference towards 
mass media. Public television retained a factual monopoly until 
1989. In Flanders, scientific programmes took centre stage in pro-
gramming despite a lack of popularity. As these programmes served 
political goals, namely the emancipation of the Flemish people and 
the cultural integration of the Dutch linguistic region, viewing fig-
ures were not television makers’ primary concern.12
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Yet international movements and media were also quintessen-
tial for the popularisation of medicine in Belgium, as the market 
was too small to sustain original large- scale productions. The 
‘carriers’ of medical knowledge, whether magazines, exhibitions, 
movies or other forms of media, often came from abroad. In the 
nineteenth century, for example, Belgium was so well known for its 
contrefaçon (counterfeit) publishing, that scholars have argued that 
it held the ‘monopoly of the French book’, as French literary and 
scientific works travelled the world through Belgian copies.13 In her 
work on popular anatomical atlases, Veronique Deblon has shown 
that anatomists and editors made compilations combining the ‘best 
of’ French and German medical images, and adapted and enriched 
them with extra information. Rather than simply reprinting inter-
national works, they turned them into ‘Belgian’ editions and 
tailored them to the needs of the intended audience.14 In a similar 
vein, recent literature has highlighted Belgium as a ‘European 
leader in organizing international action against depravity in film’, 
despite its lack of a commercially strong domestic film industry –  a 
reality that also impacted the creation and distribution of medical 
and public health films.15 As will become evident throughout this 
chapter, other manifestations of medical knowledge should likewise 
be interpreted within a system of exchange: ‘foreign’ knowledge 
changed according to local norms and customs, and in ways that 
were dependent on the intended audience.

In order to thematise this tension between the local and the 
global, this chapter focuses on the media through which medicine 
circulated, in particular models displayed in health exhibitions and 
medical films. A perspective based on Secord’s concept of circula-
tion allows us to elucidate context- specific trajectories of know-
ledge, recognising that views regarding the body and health travel 
and shift in meaning. This approach allows us to decentralise grand 
narratives on medicalisation and professionalisation, and to place 
the medical patient and consumer at the centre of our attention. 
We do not interpret popular medicine as a body of knowledge, 
but rather as the relationship between science and the public. We 
interpret this relationship as a mutual one: medical knowledge was 
not simply transferred from the scientific to the public domain, 
but was transformed and adapted between the scientific and the 
popular spheres. By drawing attention to these modifications and 
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interpretations of medicine, we give lay audiences agency in the his-
torical narrative: they transform from passive recipients into active 
actors and consumers, who have the agency to interpret, choose 
from and respond to different views of the body and health.

Even though this chapter mainly focuses on health exhibitions 
and medical films, it is certainly possible to study other audiovisual 
media in a similar vein. Within media studies, virtually all forms of 
knowledge communication (radio programmes, lectures, magazines, 
posters, charts, slides, advertisements and so on) have been analysed 
as a dynamic process, using the same key questions. In a nutshell, 
the question of ‘what’ is being communicated is always dependent 
on a simultaneous understanding of ‘how’, ‘where’, ‘when’, ‘by 
whom’ and ‘for whom’.16 In our view, historians can learn a lot 
from such a media approach. Until now, Belgian historiography 
has mainly focused on ‘products’ of popular medicine, most not-
ably posters, leaflets and manuals, newspapers and magazines.17 
Studies mostly have neglected the process of communication that 
is inherent to these media. Audiences have rarely received any 
attention. The same holds true for actors such as publishing houses, 
manufacturers and sponsors. In our view, it is time to change this. 
If we want to write histories of popular science that transcend 
boundaries between different cultural spheres, geographic localities 
or time spans, we should not interpret primary sources as finished 
products but as ongoing processes.

This chapter consists of two main parts: one on health exhibitions, 
the other on medical films. Within both parts, three questions struc-
ture our narrative. First, we clarify the model of circulation by 
focusing on the movement of knowledge between different places, 
cultural domains and disciplines. Then, we turn to the question of 
expertise. We complicate the narrative of professionalisation by 
drawing attention to the diverse ways in which popular medicine 
was given credibility, and by looking at collaborations between 
professional physicians and other actors. Lastly, we draw attention 
to the agency of the audience. We argue that historians should treat 
the lay public as an active actor by contrasting curatorial or direct-
orial aims with actual visitors’ responses.
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Health exhibitions

Figure 9.2 Félicien Rops, La Leçon d’hygiène. Série des Cent légers 
croquis, 1878– 81.
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In La leçon d’hygiène (ca. 1878– 81), the Belgian painter Félicien Rops 
depicts two military men visiting a hygiene museum (Figure 9.2). 
They are looking at wax models illustrating the symptoms of syph-
ilis. One soldier appears to be explaining the displayed disease; 
the other is blushing uneasily. Health exhibitions such as the one 
depicted by Rops were a common phenomenon. Itinerant, often 
international, collections on the body and health toured around 
Belgium from the 1840s onwards.18 In the early twentieth century, 
a provincial hygienist museum was established within this tradition 
in Mons.19 Temporary and travelling exhibitions also continued to 
exist. In the 1930s, for example, the Belgian Red Cross organised 
the exhibition De Mensch (The Human Being) in the Egmont Palace 
in Brussels.20 Health and hygiene were important topics in the world 
fairs.21 Today, Gunther von Hagens carries on the tradition by 
touring the world with spectacular displays of plastinated bodies, 
bearing both explanatory labels with medical information and 
quotes about mortality from religious and philosophical sources.22

These exhibitions reached ever wider audiences. Around 1860, 
anatomical museums moved from coffee houses or shopping 
arcades (venues of bourgeois entertainment) to the fairground. 
Aligning themselves with both the prophylactic aims of the emer-
gent hygienist movement and the cultural ideal of educating the 
people, proprietors of popular museums lowered their entrance 
fees in order to ‘allow the working man to visit their collections’.23 
Aside from workers, they targeted other high- risk groups in the 
battle against epidemics. Soldiers, who not coincidentally took 
centre stage in Rops’s painting, could often visit health museums at 
half price, as it was, perhaps justifiably, believed that their lifestyle 
put them at risk of ‘the venereal peril’.24

Yet the visual display of pathological models, many of them 
depicting the results of venereal disease, was not considered to 
be appropriate for everyone. Until well into the twentieth century 
women could only visit anatomical museums separately. This was 
both because their presence would make male visitors feel uneasy 
and in order to protect their modesty. Women received a censored 
and gendered view of the body and health (see Chapter 1, p. 40). 
For instance, models depicting genital organs or venereal diseases 
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were removed from display, and maternal tasks were emphasised 
and grounded in anatomical ‘facts’.25 Yet these separate visits also 
generated possibilities for women, as they created job opportun-
ities for female guides and thus possibly paved the way for female 
proprietors. At least in Belgium, it was not unusual for wives of 
museum owners to take over the anatomical museum after their 
husband’s death.26 In fact, international studies have stressed 
the importance of women for the circulation and popularisation 
of science in general, thus disrupting the idea that women were 
excluded from science during the nineteenth century.27

Children, too, only gradually gained access to health exhibitions. 
From the 1890s onwards, a few popular anatomical museums 
represented themselves as suitable and didactic for family outings, 
offering reduced rates for children.28 Schools became attractive 
customers after 1895, when health education became a compul-
sory part of the curriculum.29 The provincial hygiene museum of 
Mons and the De Mensch exhibition, for instance, tried to attract 
schools by emphasising their didactic potential in the first half of 
the  twentieth century.30

Things in motion

Having discussed a few general characteristics of health exhibitions –  
what, when and for whom –  we now turn to the question of circula-
tion. In historiography, there has been a tendency to discuss different 
types of health exhibitions separately.31 As an unintended conse-
quence of this approach, the differences between these institutions 
have been overly emphasised. In this section, however, we focus on 
the circulation and (re)interpretation of objects in between different 
types of exhibitions, such as itinerant anatomical museums, aca-
demic collections and provincial hygiene museums. When studying 
the trajectories of museum objects, three forms of movement come 
to the fore: between different countries, between university museums 
and popular collections and between private and public exhibitions. 
A focus on ‘things in motion’, rather than on ‘snapshots’ of things 
in specific case studies, allows historians to elucidate both the 
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circulation and, perhaps more importantly, the transformation of 
medicine across borders and cultural domains.32

First, health exhibitions provide an insight into the dynamics 
between the international and the local (see Chapter 4, p. 135). 
Nineteenth- century popular anatomical museums were inter-
national phenomena. Most of them, for instance the museums of 
Kahn, Prauscher and Spitzner, came from abroad and toured across 
Europe. The objects on display were international as well, ranging 
from French or German anatomical models to specimens from colo-
nial contexts.33 In later exhibitions, too, objects were exchanged 
across borders. On the world fairs, for example, didactic objects 
from several countries were displayed in the same pavilion.34 In 
1938, the Red Cross arranged the move of the ‘see- through man’ 
from the hygiene museum of Dresden to Brussels. This anatomical 
model entirely made from glass, enabling viewers to see organs, 
nerves and blood vessels, was one of the most popular models of 
the time and toured the international exhibition circuit as a symbol 
of Aryan superiority and modernity.35

Yet despite their international character, health exhibitions did 
change per country, and even per city. Research has shown that 
curators of itinerant collections accommodated their displays to 
the interests and sensitivities of the public. Local doctors were, for 
example, asked to review the collection on its scientific merits, and 
supposedly obscene objects were occasionally removed from display 
at the request of the local police, suggesting that the authority and 
decency of international collections had to be confirmed locally.36 
These mechanisms persisted well into the twentieth century. In 
newspapers from 1938, for instance, reviews by Belgian physicians 
and professors, as well as by King Leopold III, had to confirm the 
quality of the exhibition De Mensch.37 Moreover, international 
studies have shown that visitors’ responses to exhibitions could 
differ profoundly depending on the particular context.38 The study 
of the content of, and response to, health exhibitions across borders 
thus appears to be a fruitful area of research, enabling historians to 
see the continued importance of local contexts in an era in which 
the organisation of science became international. Contemporary 
research on the different responses to Body Worlds –  provoking 
the ‘anger of Christians’ in Germany while being welcomed as ‘a 
wonderful educational vehicle’ in the United States –  might provide 
inspiration for this type of research.39
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Objects also moved between the university and the fairground. 
Hieke Huistra has shown that universities in the Netherlands 
closed their anatomical collections for general audiences around 
1850.40 A similar evolution took place in Belgium, although uni-
versities continued to open their doors for lay audiences on public 
holidays.41 Significantly, popular itinerant museums started to 
tour across Belgium (and the Netherlands) around the same time. 
These collections were inspired by their, now inaccessible, aca-
demic counterparts. The Spitzner museum, for example, was mod-
elled after the Museum Dupuytren, the anatomical museum of the 
Faculty of Medicine of Paris.42 Most popular museums displayed 
medical models that were also part of university collections, such 
as anatomical wax models by Louis Auzoux or Jules Baretta. Even 
objects that contemporary critics occasionally described as ‘sensa-
tional’, such as the display of criminals’ or celebrities’ skulls, were 
also part of university collections. The anatomical museum of 
Liège, for instance, contained a collection of skulls of decapitated 
convicts, while the University of Leuven possessed an anatomical 
preparation and plaster cast of the brains of the famous writer and 
poet Guido Gezelle.43

Lastly, the contents of private or temporary exhibitions, and offi-
cial museums, were strikingly similar. To name but a few examples, 
although politicians claimed that the provincial hygiene museum 
of Mons, which opened in 1911 and still constitutes a blind spot 
in research, offered a sober and serious, less ‘sensational’, display 
of knowledge, the collection does not appear to have differed from 
those of fairground museums. For instance, 148 models depicting the 
results of venereal disease were placed in a separate room inaccessible 
for children –  a practice reminiscent of the display of controversial 
models in cabinets reservés in fairground museums.44 In 1938, sev-
eral newspaper reports compared the De Mensch exhibition to the 
Spitzner museum, again suggesting that a focus on similarities and 
exchanges would be a fruitful approach for historians.45

Doctors, showmen and expertise

Strict divisions between the ‘academic’ and the ‘popular’ are 
equally hard to maintain when we consider interactions between 
physicians and proprietors of popular health exhibitions. Curators 
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from popular collections positioned themselves within the med-
ical community. Many of them called themselves physicians (even 
if they had no medical training), and guided visitors around in 
white doctor’s coats. In doing so, they constructed medicine as an 
authoritative field of knowledge regarding the body: when it came 
to health and disease, physicians received expert status.46

Even the enfants terribles of the popular scene used a medical 
discourse to bolster their credibility. A well- researched example is 
the case of Constant Crommelinck, who occasionally gave lectures 
on health and the body in mid- nineteenth- century Belgium, some-
times in popular anatomical museums.47 Even though important 
medical journals such as Le Scalpel refuted his holistic views of 
the body as ‘quack’ medicine, Crommelinck continued to call him-
self a doctor. Crommelinck remained, arguably, the most popular 
medical lecturer for over twenty years, showing that alienation 
from academic medicine did not necessarily lead to the downfall 
of popular scientists (or museums). In the end, one’s recognition as 
a medical expert did not depend on professional opinions, but on 
the judgement of the audience.48 A similar argument was made in 
studies on hydropaths and other contested healers. Although many 
‘alternative’ practitioners questioned the effectiveness of main-
stream therapies, they used scientific knowledge, networks and 
institutions to strengthen their authority.49

In general, however, the relations between the medical commu-
nity and proprietors of popular museums were friendly in Belgium; 
unlike in Britain and other European countries, where physicians 
increasingly denounced popular museums as sensationalist and 
obscene establishments.50 The Musée Spitzner, for instance, was 
appreciated for decades by both the medical community and local 
authorities.51 Physicians regularly organised lectures on public 
hygiene within the museum. Medical practitioners, students and 
nurses could visit at a reduced price. In 1926, the city council of 
Antwerp gave Spitzner a fairground stand at the Sinksenfoor for the 
following three years because ‘the museum is managed in a decent 
way, and its collections have a good reputation in the local med-
ical community’.52 In fact, the extraordinarily lengthy existence of 
popular anatomical museums in Belgium suggests that they were 
seen as effective institutions for a long time. The Spitzner collection, 
for example, toured the big Belgian cities from the 1880s until 
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as late as the 1960s. When it was increasingly considered to be 
outdated for medical education, it gradually became a museum on 
the history of medicine.53

One reason for the continued existence of popular medical 
exhibitions was their embeddedness in local politics. From the 
twentieth century onwards, as local and federal authorities began to 
see health education as their responsibility, politicians increasingly 
collaborated with private institutions. In the words of Onghena, 
popularisation became part of ‘conscious, urban politics’.54 In 1933, 
for instance, Madame Spitzner proposed the Brussels aldermen for 
public health to work systematically together in order to establish 
a city museum for social hygiene.55 This example also points to 
the importance of the proprietor, as Madame Spitzner’s continuous 
efforts to promote her collection as important to public health –  
seeking collaborations with health organisations, city councils and 
schools –  was perhaps the most important reason that her museum 
continued to exist.

The stance of the twentieth- century medical establishment was 
ambiguous. On the one hand, physicians criticised the ‘sensational’ 
nature of ‘pseudoscience’ that was so seemingly hard to control and 
administer. The medical community occasionally rejected popular 
exhibitions –  not only fairground museums, but also world fairs 
and the aforementioned exhibition De Mensch –  as they turned ‘ser-
ious’ science into a consumer good.56 On the other hand, physicians 
participated in what they called ‘the education of the people’. By 
organising public lectures on practical themes, most importantly on 
hygiene topics, they attempted to stimulate the public’s moral and 
intellectual development.57

Discipline and agency

Several historians have underlined the disciplinary or moralising 
aspects of health exhibitions. Inspired by the Foucauldian notion of 
‘biopolitics’, they have argued that these exhibitions were meant to 
discipline the visitor’s gaze, body or behaviour. When discussing the 
‘strategies’ of nineteenth- century hygienism in Belgium, Karel Velle, 
argued that medical advice had ‘other motives than the advance-
ment of health’, as it was imbued with cultural norms and values.58 
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In more recent international research, too, the disciplinary aspects 
of health exhibitions were an object of scrutiny. Michael Sappol 
argued that popular museums represented disease as a natural 
enforcement of moral law, and Elizabeth Stephens called anatom-
ical displays a ‘disciplinary technology, requiring one to regulate 
one’s body and its practices in accordance with cultural norms’.59 
Underpinning these interpretations was the grand narrative of med-
icalisation, according to which the authority of physicians grew 
while more and more previously religious or social norms and 
values were becoming grounded in medicine and the body.

It is true that the programmatic aim of prevention went hand in 
hand with moralisation in health exhibitions. The late nineteenth- 
century battle against venereal disease, for instance, led to an 
idealisation of traditional conjugal ethics. Sexual acts outside of 
faithful heterosexual relationships (i.e. marriage) were condemned 
as irresponsible and unhealthy. In the introduction of the exhib-
ition catalogue of the Musée Consael, the proprietor proudly stated 
that many young men had changed their promiscuous lifestyle 
after viewing the objects on display. In the same museum, sev-
eral models allegedly showed the ‘pathological results’ of sexually 
deviant behaviour, ranging from masturbation to homosexuality 
or prostitution.60 More generally, popular representations of dis-
ease were, and still are, imbued with notions of right and wrong, 
of responsibility and guilt. In the nineteenth- century popular ana-
tomical museum, kidney disease was represented as the stubborn 
alcoholic’s fate; today, the display of smokers’ lungs in the Body 
Worlds exhibits or printed images on cigarette packs might con-
vince smokers to change their ways.

Curators of health exhibitions thought three- dimensional 
models were particularly suitable for conveying these preventive 
and moralising messages to a broad audience. Not only did visual 
representations of disease enable illiterate visitors to learn about 
the symptoms of diseases, realistic depictions of impaired bodies 
also allowed for identification. The pathological model had to 
function as a conditional, future self: a scary outcome of behav-
iour that should be changed. Through identification, pathological 
models were meant to create a shock that would lead to a per-
manent change of mentality. In the words of the catalogue of the 
Spitzner Museum, the horror evoked by pathological models would 
‘perpetuate’ the lessons of the museum ‘in our memory’.61
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Yet fear was not the only emotion that exhibitions evoked. 
Inspired by the history of emotions, historians have shown that 
curators’ intentions did not always match visitors’ responses.62 
Regarding anatomical displays specifically, historians have pointed 
at erotic responses from visitors, especially in an era during which 
visual representations of naked bodies were rare. Anna Maerker, 
for instance, has found that the glass cabinets containing anatom-
ical models of female genitalia in the Specola Museum in Florence 
had to be replaced more regularly than other display cases, presum-
ably because visitors touched them.63 One could wonder why the 
soldier in Rops’s painting is blushing: is he afraid he might have 
contracted a venereal disease, or is he distracted by the graphic and 
three- dimensional display of naked women?

Health exhibitions could not only be titillating. They could also 
be pleasant rather than instructive or boring. Indeed, some contem-
porary critics worried that health exhibitions were ‘sensationalist’, 
meaning that science was made subordinate to entertainment. In 
the words of one reviewer of the De Mensch exhibition, visitors 
‘would leave the exhibition with the same attitudes they entered’ 
because they did not go to the exhibition to learn, but to have fun.64 
In Stijn Bussels and Bram van Oostveldt’s research on the 1894 
world fair in Antwerp, the emotion of ‘boredom’ took centre stage. 
In their view, the world fair did not evoke admiration or pleasure, 
but disinterest and fatigue. As visitors had gotten used to large- scale 
spectacles in the preceding decades, the world fair had lost much 
of its appeal. Yet Bussels and Van Oostveldt also drew attention to 
curators’ responses, arguing that they increasingly changed visual 
displays for experiments and performances, allowing for a more 
active kind of spectatorship.65 Similar stories of interaction and 
dialogue hold true for health exhibitions. In response to criticism 
regarding the pornographic nature of their displays, for instance, 
proprietors of popular anatomical museums developed ways to dis-
cipline their visitors. They organised guided tours in order to gain 
control of visitors’ interpretation of the museum or placed explicit 
models in cabinets reservés –  separate rooms that were inaccessible 
for working- class audiences and women.66

To sum up, the history of health exhibitions shows the value 
of an approach based on circulation. A focus on interaction not 
only enables historians to nuance their understanding of the bound-
aries between ‘science proper’ and ‘popular science’, but also allows 
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for a more active interpretation of audiences. Visitors of health 
exhibitions did not passively soak up the knowledge on display, but 
had the agency to respond in unintended ways. In the next section, 
we will show that similar mechanisms were at play in the medical 
film industry. By looking at the production and reception of movies 
regarding health, specifically the film Un ennemi public (1937), we 
will further emphasise the importance of non- medical actors and 
contexts for the circulation of medical knowledge.

Medical films

The camera initially pans over the lavish Palais de Justice, the 
emblem of national power built under the now notorious King 
Leopold II, before it leads the film spectator to the narrow streets of 
the working- class district the ‘Marolles’. The film Un ennemi public, 
produced in 1937,67 depicts a view on urban everyday life in Brussels 
(Figure 9.3). The film was cinematographically interpreted by docu-
mentary filmmaker Henri Storck, and sponsored by representatives 
of the national public health circle, such as the physician, professor 
and social reformer René Sand, and the Ligue Nationale belge 
contre la tuberculose.68 The film, which was directed at a working- 
class audience, depicts the life of a factory worker: his family life, 
the insanitary housing situation in the metropole and the challen-
ging physical work in the printing factory, are all part of the main 
narration. Un ennemi public was in the first instance produced to 
communicate knowledge regarding tuberculosis, which was at the 
time seen as both a social and an epidemic disease. Storck and his 
sponsors wished to raise awareness, and to mobilise support for 
public health measures aimed at prevention.69

Today we may be used to seeing surgical operations in reality 
TV formats introduced with the trigger warning ‘viewer discre-
tion advised’. Fictional TV shows, such as Emergency Room and 
Grey’s Anatomy, lead their viewers through dramatic episodes 
about common and rare diseases, modern diagnostic technologies 
and operations, exploring the lives of both doctors and patients 
in the microcosmos of the clinic. Whereas these documentaries 
and fictional dramas are an integral part of today’s programming 
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Figure 9.3 Film stills of the public health film on Tuberculosis  
Un ennemi public (1937), 35 mm, b/ w, sound, ca. 15 min.
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for television, radio and digital broadcasting, their origins have 
until recently been a blind spot in medical historical and media 
study research.70 After the First World War, the growing film 
industry with an increased attention for health programmes 
against epidemics and social disease engendered a new genre: the 
public health film. Films on topics such as general hygiene, sexual 
education, venereal disease, tuberculosis and malaria prevention 
gained popularity in the 1920s, notably in Europe and the United 
States.71

As a result, there were contentious debates regarding the useful 
application, composition and configuration in the medical, artistic 
and commercial film worlds as to what extent, and how, delicate 
medical subjects should be shown to cinemagoers.72 Depending 
on the topic, screenings were divided into projections for men, 
women and children. Films on infant hygiene, birth and childcare, 
were commonly intended for women only and sex education films 
were appropriated for specific audiences too. Similarly to offering 
soldiers exclusive visits to health exhibitions on venereal disease, 
film scenes depicting male genitals affected with syphilis were exclu-
sively shown to male military audiences.73

Explicit clinical depictions were rather rare in health or popular- 
scientific films, and if used they were contested by moral, aesthetical 
and scientific commentators.74 Much like tuberculosis films, ven-
ereal disease films tried to address a broad public by introducing 
different social milieus and life circumstances, framing the topic of 
risk in a storyline that made viewers empathetic. Films conveyed 
the message that everyone could be put at endemic, epidemic 
and hygiene risk, regardless of one’s gender, social status or race. 
Whereas addressed audiences were the targeted consumers in this 
context, the various early cinematographically depicted forms 
of health and disease were still exclusively outlined by medical 
scientists, public health officers, teachers and film professionals. 
Yet, the health educators’ intentions to change public ideas on the 
body, hygiene, sexuality, health and sickness, could not be fulfilled 
without turning to the targeted public itself. In addition, medical 
experts had to turn to other professionals, as they were often nei-
ther knowledgeable of filmmaking techniques, nor experienced 
public health promoters.75
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Between the clinic and the public cinema

The invention and vast improvement of imaging techniques, such 
as photography and cinematography, as well as of medical imaging 
techniques, such as X- ray and microscopic photography, led on to 
new considerations regarding how to use them as tools for med-
ical and public education and research at the end of the nineteenth 
century (see Chapter 5, p. 184). European film producers were 
eager to promote the importance of a scientific affiliation with the 
newly introduced cinematograph. Professional filmmakers wanted 
to collaborate with physicians in the production of public health 
films in order to diversify and advance their professional repertoire. 
Clinicians were further using film as a life- like medical record, evi-
dencing their research practices. The oldest preserved Belgian med-
ical films, held in the Cinémathèque Royale de Belgique, are part 
of a collection of clinical short films that date back to 1905. They 
were produced by Arthur van Gehuchten, a neurologist and pro-
fessor at the Université catholique de Louvain, who established the 
university’s neurology chair and clinic.76

Presumably inspired by the work of the Romanian  neurologist 
Gheorghe Marinescu, Van Gehuchten started to film patients with 
so- called maladies nerveuses resulting in movement disorders, like  
Parkinson’s and Huntington’s. He recorded them in different 
settings: outdoors, in the garden of the clinic and in his so- called 
cage de verre,77 a gallery- like laboratory that functioned as an 
indoor film studio.78 As uncontrollable movements were hard to 
describe in words, neurologists were (next to surgeons) the leading 
specialists using film for research and education. Much like medical 
models, rare clinical cases served as a ‘celluloid archive’ that could 
be reused and reproduced with the cinematograph. Whereas in most 
cases Van Gehuchten operated the camera himself, his early film 
series encouraged other medical specialists –  namely neurologists, 
psychologists and psychiatrists, such as his son Paul van Gehuchten at 
the Université catholique de Louvain, Ovide Decroly in Brussels, Ludo 
van Bogaert in Antwerp and Léon Laruelle in Brussels –  to collaborate 
with  professional camera operators including Antoine Castille.79

Although clinical films were not intended for public viewing, 
questions regarding how to show patients in a ‘scientifically’ and 
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‘aesthetically’ appealing way were at times as controversial as for 
public health films. The filming of nude patients, for instance, was 
constantly challenging medical and lay audiences. In the early 
1920s, health films often included clinical reels from patients in 
order to make them visually impactful and effectively disturbing.80 
Unlike elsewhere in Europe, clinical research and teaching films 
appear to have been mainly produced by individual neuroscientists 
or others occupied with mental health (see Chapter 8, p. 334). 
From the early twentieth century onwards, university professors in 
Belgium bought and used foreign educational films, notably surgical 
films, for their courses. While centralised national film departments 
in other European countries were systematically collaborating with 
university clinics and public health educators for the production 
of films in disciplines such as surgery and gynaecology, the market 
for, and interest in, these initiatives, was absent in Belgium until the 
interwar period.81

The earliest clinical films were quite isolated as they were issued 
by individual medical researchers and teachers. Although they were 
intended only for scientific venues, they were also projected beyond 
their original purpose. For example, the French surgeon Eugène- 
Louis Doyen had filmed surgeries and showed them at medical 
meetings. Interestingly, Doyen’s films were also accessible for public 
and private screenings, and were widely advertised and distributed in 
Brussels.82 After critics had denounced him for using film as a tool 
for self- promotion, Doyen had learnt that copies of his surgical films 
were leaked to non- scientific distribution channels, such as public 
fairgrounds, and were sold to well- known film producers without his 
consent.83 This case had demonstrated the risks of the new medium, 
and further challenged the standing of medical educational films.84 
This example of problematic circulation between clinical and public 
spaces appears to have led to a decline in the production of surgical 
films. Extracted from their original purpose of educating medicine 
in the clinical projection room, clinical films allegedly became sensa-
tionalist or voyeuristic, as lay audiences paid to see the body turned 
inside out, the blood gushing, the patient exposed. More generally, 
the controversy concerning the leaking of the Doyen films appears 
to have impacted the position of the medical community, which 
neglected the possibilities of film for public health until the end of the 
First World War. Another reason for this reluctant attitude towards 
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film was its connotation with occult magic, an association that 
blurred the boundaries between science and spectacle.85

When public health themed films finally found their way to the 
public in the late 1910s through screenings in public venues such 
as schools, factories, fairs and army camps, filmmakers preferred 
purely fictional re- enactments over ‘real’ footage, or at least enriched 
information with fictional elements that made scientific knowledge 
easier to comprehend for lay spectators.86 Public lectures, micro-
scopic images and other visual displays of bodily processes and 
medical examinations were contrasted with the counterexample 
of bad housing and labour circumstances.87 In the first half of the 
twentieth century, Belgian public health films, much like elsewhere 
in Europe, focused on topics such as hygiene, childcare, epidemics 
and occupational accident protection. Educational hygiene films 
mostly considered social diseases and epidemics, such as alco-
holism and tuberculosis, and were aimed at high- risk groups, such 
as industrial workers, but also military men and veterans, mothers, 
children and, in colonial contexts, indigenous people.88 Realised by 
different public health departments these films were prepared and 
executed by professional and clinical film directors. This specific 
genre is therefore an optimal source for discussing interdisciplinary, 
intercultural, scientific and public, institutional and visual questions 
regarding how concepts of the healthy and the diseased body could 
be conveyed in motion as well as in still pictures.89

The extensive Belgian collection of public health films circu-
lating in the early twentieth century is almost entirely composed of 
French and American national hygiene films that were distributed 
by Belgian health prevention and public film organisations.90 
In the tradition of films such as Le dispensaire antituberculeux 
(France, 1917),91 La visiteuse d’hygiène (France, ca. 1925),92 and 
Les Maladies Sexuelles et leurs Conséquences (France, 1923), the 
public health films that are conserved in Belgian archives took 
over corresponding film elements regarding the state of the art 
narratives, displaying content, form and aesthetic styles common 
for public films about tuberculosis and venereal disease. The films 
discuss hygiene behaviour regarding nutrition, housing and the 
workplace, and show statistics of epidemics and possible relief and 
treatment.93 Despite the existence of a vivid documentary film cul-
ture in Belgian cinema from the 1920s onwards, with directors such 
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as Charles Dekeukeleire and Henri Storck as important figures, it 
was not unusual for small countries without a strong film indus-
trial infrastructure to use international movies before turning to the 
production of local films, notably regarding specific genres such as 
hygiene film.94

In fact, Un ennemi public was the first official, nationally 
produced public health film.95 The lack of a local film produc-
tion scene makes one wonder about the extent to which Belgian 
films were considered to be important as identificatory media 
tools, as authorities argued in other European countries, such as 
France, Germany, the United Kingdom, Italy and Austria.96 A rep-
resentative number of foreign hygiene films were distributed and 
circulated in Belgian cinemas or other projection venues, and the 
press regularly received and reported of these films. In contrast, 
prior to the production of Un ennemi public, the value of domestic-
ally produced health films was underreported. Health propaganda 
supporters, such as René Sand, frequently promoted the motion 
picture as a promising medium for communicating health prophy-
laxis and educating a public mass audience on treatment and self- 
monitoring (see Chapter 4, p. 151). Nonetheless, as they referred 
to the existing French film productions, there does not appear to 
have been an explicit institutional desire for national production.97 
This can be explained by a lack of budget and infrastructure in 
the 1920s, a decade characterised by both an economic crisis and 
a relative lack of political authority over health matters. In this 
context, it was hard to compete with the French and the American 
educational film market as it was easier and cheaper to buy existing 
international films, and appropriate them for distribution and 
screenings in Belgian cinemas, also with the insertion of translated 
intertitles.98

Professional filmmakers, medical film directors  
and expertise

Cinematography developed in scientific spaces: the first motion  
pictures, whether as (pre- cinema) serial photographs, chronophoto-
graphs or cinematic films were created by natural scientists or 
technophiliacs, being therefore self- evidently part of the scientific 
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sphere.99 Yet these mechanically produced images immediately 
caught the public’s attention: X- rays and microscopic photog-
raphy, as well as motion pictures, were projected in, and circulated 
between, scientific and public spheres.100 In the interwar years, the 
medical community debated about using film as scientific evidence, 
while a few scientists and physicians began to use the medium for 
public health education.

Questions regarding ‘the good educational film’101 emerged in 
Europe after the First World War, when the film industry as well 
as the educational film movement were supported in a more sys-
tematic way. A growing community was interested in the con-
ception, production and distribution of health films despite the 
fact that they were less profitable than entertainment movies. 
Public health films, issued by national health departments, were 
interdisciplinary collaborations between professional filmmakers, 
politicians and physicians. The alliance of well- known filmmakers 
and directors brought together by Storck and Sand can be seen as 
a classic example in view of European health film policy.102

Commercial filmmakers increasingly collaborated with 
representatives from the medical community.103 Documentary 
filmmakers, such as Storck and Castille, worked with physicians, 
such as the psychologist and progressive educator Ovide Decroly 
and neurologist Léon Laruelle from the 1920s onwards.104 In this 
way, the link between film and science, already imagined by the 
Lumière brothers, was finally established.105

The case of Storck, who individually took action to produce 
public health films, shows that national debates on medical film-
making as a tool for public education could be promoted and 
stimulated by various actors, who interacted with each other. 
Professional filmmakers not only interacted with physicians, but 
also with producers and the intended audience, whether this was 
a population of ‘health consumers’ or students training to be 
physicians. Storck’s efforts to promote these films were not exclu-
sively grounded in the wish to better citizens’ health, but were also 
a strategical attempt to better his standing with national authorities 
and to secure his future career as a filmmaker. The transformation 
of the film medium into a channel of health- related information 
engendered various questions regarding the interaction between 
viewers and health film producers.106
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Discipline and agency: viewers as consumers?

In national and international debates regarding how best to convey 
public health knowledge to lay audiences, physicians and health 
authorities were outlining what composers should know about 
the topic of their films and about the targeted audience and their 
struggles in life. In order to make films effective, so it was believed, 
abstract medical knowledge, for example regarding bacteria, had 
to be made as legible as possible for a viewing audience that lacked 
prior knowledge.107

Until well into the 1930s and 1940s, audiences did not play 
an active role in the filmmaker’s decision- making process. Public 
viewers’ reactions and feedback at screenings were taken into con-
sideration but were only debated within an expert- driven network. 
Systematic surveys or interviews were only erratically conducted. 
However, as consumer advocacy became more important –  both in 
general and in relation to medical care –  market research for public 
health productions gained ground.

Production notes of hygiene films suggest that debates between 
filmmakers and sponsors not only considered the question of how 
to convey a scientific moral message, but also of how sociopolitical 
narratives could be implemented through film.108 Cinema appealed 
to those trying to popularise public health information following 
institutional agendas and health marketing narratives. But the actual 
transdisciplinary collaboration of those involved in film production 
was more complex than expected. For instance, a representative of 
the Ligue Nationale belge contre la tuberculose, who corresponded 
with Storck about the tuberculosis film production, wished to 
prominently film the building of the Ligue in Schaerbeek and insert 
the Cross of Lorraine, the symbol for the ‘crusade’ against tuber-
culosis. Storck diplomatically declined the request, because viewers 
would easily recognise camouflaged advertising and often did not 
react well to this kind of ‘in- your- face’ propaganda.109

Film narratives attempted to speak to the public’s emotions in 
order to inform them about the prevention or treatment of  disease. 
This could mean reaching the viewer with emotions of disgust, shock, 
reassurance or solidarity.110 Filmmakers tried to make the viewer 
feel like a potential patient. Citizens were not only addressed as film 
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consumers, but also as modern health consumers. Visual practices of 
health promotion and disease prevention had to produce a new way 
to think about the body and health. Epidemics were often discussed 
in terms of individual behaviour and risk. Disease was represented 
as self- inflicted; its treatment as one’s own responsibility.111 As the 
emphasis was on the individual, this meant that social and structural 
problems –  such as limited workers’ rights or bad housing –  were 
neglected. The underlying message was that for those who were 
instructed, and did not take the expert’s advice seriously, disease 
could be framed as being one’s own fault.112

Whereas this emphasis on individual responsibility was com-
monly left uncriticised by reviewers, they did suggest that filmmakers 
had to know the lives and struggles of targeted spectators. In an 
essay entitled ‘Does Cinema Appear as Educationally or Morally 
Corruptive?’113 written in 1934, Victor de Ruette, inspector for 
‘des Etablissements pour malades mentaux et enfants anormaux du 
Royaume’ (‘institutions for the mentally ill and abnormal children 
of the kingdom’) stated that the different contexts of the potential 
viewers, distinguished by their profession, urban or rural origin, 
confession, gender, race and age, should be taken into account 
when evaluating hygiene and public health films. In de Ruette’s 
view, however, physicians remained the most suitable evaluators 
of such films since they would be able to judge the educational and 
psychological value of different narratives and visual displays.

Conforming with the international contemporary debate on the 
so- called good and immoral as opposed to the ‘morally corruptive’ 
cinema, de Ruette elaborated that the most crucial task for health 
educational films should be to exclusively claim film as an educa-
tional rather than an entertaining medium. The point of this was 
to prevent the supposed moral and physical decay of ‘the’ public. 
Illiterate rural and colonised populations, who did not have the 
same access to public education as citizens in the metropole, were 
considered to be important target groups. In addition, a crusade 
against illiteracy was globally pronounced with the help of edu-
cational films, which would reach and inform viewers who were 
not able to read books or access formal education. The cinematic 
image was considered to be a suitable vivid didactic media that 
could  visualise complex phenomena hard to describe in words.114
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Un ennemi public is a classic example of combining scientific 
images with fictional narrative: micro- cinematographic displays of 
tuberculosis pathogens or authentic shootings from Belgian clinics 
and sanatoria were intertwined with fictional scenes. The scene in 
which the protagonist visits a doctor and attends an X- ray exam-
ination in the clinic was staged at the actual hospital rooms of the 
St- Pierre university clinic in Brussels.115 On set the film staff was 
instructed by the hospital’s technicians on how to operate the X- ray 
device.116 The shooting location was thus ‘real’, but the character of 
the doctor was interpreted. In other European health films, it was 
common to feature real patients, doctors and members of clinical 
staff to underline the immediate reality of medical risk and care.

Storck had suggested a private physician as consultant, who 
should arrange terms with the Ligue Nationale belge contre la 
tuberculose. The logistics of all participating and funding parties 
proved to be difficult. The production was more time- consuming 
since not all parties agreed on who should be the primary decision- 
making authority. Storck was increasingly dissatisfied with the way 
in which the production had unfolded. At some point, in a letter 
to one of his fellow film peers, Storck minimalised his impact on 
the final film, as he criticised the lack of artistic freedom during the 
production.

The storyline and impact of Un ennemi public appeared to lose 
importance throughout its production. Whereas the film was ori-
ginally intended for a large audience, the producers were ultim-
ately content to be able to screen the film in representative settings. 
Political officials, journalists and other distinguished members of 
Belgian society were invited to the premiere. Invited officials and 
press reported gushily about the successful, both morally and edu-
cationally valuable, film.

Afterwards, Un ennemi public was screened in local cinemas in 
the city, periphery and countryside, and was made accessible to 
all ages and sexes. Yet the public audience was less enthusiastic, 
as often was the case for educational films.117 The lacking com-
mercial outlet was anticipated, but the failure in popularity by the 
targeted viewing population was still frustrating for the producers 
and health officials. The impact was, rather, to be found in the inter-
action between participating producers and public addressees.118 
Viewers were often fed up with the moral tone or the disgusting 
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motion pictures of diseased body parts. Young cinemagoers pre-
ferred exotic travelogues, crime stories and adventurous western 
films to ‘boring’ educational films. Even after introducing more 
representative forms of evaluation through conducting surveys and 
collecting statistical data, the actual educational impact on public 
health film viewers was criticised and doubted.

Experienced hygiene film producers suggested that educa-
tional films should be ‘easily understood, visually impressive, sen-
sual, appealing or when needed deterrent’, but principally they 
should be relatable, convincing and at least capable of raising 
interest. In turning to humorous film elements and introducing 
microcinematographic images they thought they could minimise the 
risk of boring their audiences. Tuberculosis films tried to combine 
a moral tone with humour. In Un ennemi public, for instance, the 
white- coated doctor talked to his blue- collar patient in a conven-
tional scientific paternalist manner, but nevertheless comic ways are 
used to attract viewers (indeed, the actors and extended film cast 
often came from comedy backgrounds).119 Despite the growing con-
cern with the public’s response, it was always an expert authority 
that transformed medical knowledge for a public audience. Even 
though interactions between the public and the professional sphere 
were increasingly sought after, they remained hierarchical.

Conclusion

The second half of the twentieth century is often represented as a 
period in which the gap between the scientific and the public sphere 
grew –  an evolution that was confirmed by the rise of mediating 
actors, such as the science journalist.120 However, this chapter shows 
that specialised ‘mediators’, such as curators, guides or film dir-
ectors, have played an important role in the spread and transform-
ation of medical knowledge since the nineteenth century. Similarly, 
the years in between 1945 and the emergence of anti- authoritative 
movements in the late 1960s are often characterised as the golden 
age for alliances between politics, media and science.121 Yet this 
phenomenon, too, can be compared to earlier initiatives from city 
councils or public institutions, such as the Ligue nationale belge 
contre la tuberculose.
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Audiences were never mere passive consumers of knowledge. In 
the nineteenth century, just as today, they had the agency to choose 
from and adapt different views of the body and health, and could 
respond to them in unintended ways. Sometimes their reactions 
incited popularisers to change their ways. The role of the audience 
has grown further in times of broadcasting media. The system-
atic acquisition of data on visitors’ and viewers’ reactions became 
pivotal for health- related market research and media program-
ming. When one takes into account that television programmes, 
for instance, can be dismissed if they do not reach good viewing 
figures, the power of the audience becomes hard to deny.122 Since 
the digital era, democratic accessibility of websites and databases, 
such as YouTube, Wikipedia, medical trial sites or health and fitness 
apps monitoring physiological data, are easier to consume than ever 
before, and have given rise to reflection and criticism regarding the 
status of experts in science communication.123 US surveys in the 
late 1990s showed, for instance, that most of the respondents were 
getting healthcare information from television before they would 
consult doctors. Magazines, journals, newspapers, radio and, most 
importantly, the Internet have become crucial media for seeking 
medical advice.124

From all this, it is clear that the popularisation of medicine was, 
and is, not a top- down process, but rather the result of exchanges 
between different actors, ranging from physicians to carnies, from 
film directors to working- class audiences, from politicians to tele-
vision producers. Knowledge was not simply diffused by scientists, 
but transformed as different actors interacted with each other. Even 
if the relationship between the scientific and the public sphere was 
hierarchic, interactions were mutual. Not only did popularisers 
enter (or pretended to enter) in alliances with scientists to bolster 
their authority, scientists also actively pursued rapprochements with 
larger audiences in order to enhance their own. Until today, the 
reach and public relevance of one’s scientific work is an important 
argument for the legitimation of research and its funding.

Belgium appears to be a particularly interesting case to study these 
instances of circulation. As the market was often too small for ori-
ginal productions, there was room for international institutions. Yet 
in order to attract Belgian audiences, these foreign players (whether 
curators of health exhibitions, moviemakers or others) did have to 
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adapt themselves to local tastes and sensitivities. The boundaries 
between the scientific and the popular sphere, too, appear to have 
been more permeable than in other countries. The example of the 
Spitzner Museum suggests that Belgian politicians were particularly 
enthused by collaborations with commercial institutions.

To conclude, it is time to revise our big pictures and the place of 
popularisation within them. The idea of ‘professionalisation’ does 
not account for the continued importance of lay experts, and ‘med-
icalisation’ was not a mere top- down process but was at least in 
part initiated by lay audiences and patients, who sought medical 
knowledge and treatments themselves.125 As Huistra’s research on 
the Netherlands has shown, recent mass digitisation projects might 
provide us with the right tools to grasp the history of popular-
isation in all its complexity.126 It is now possible to complement 
more traditional sources, such as medical journals or parliamentary 
discussions, with a systematic study of newspapers, ego- documents 
and popular magazines. Historians are better equipped than ever 
to elucidate both the roles of different actors in the popularisa-
tion process and the circulation of ideas. Popularisation was not a 
monologue but a conversation: let us study it as such.
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Epilogue

Including all citizens of Belgium:  
narratives beyond the profession and 

the state

Frank Huisman

This volume is the impressive result of the collective efforts of 
Belgian (medical) historians to do at least two things: first, to put 
Belgium on the map of medical historiography and, second, to do so 
using the latest methods and approaches. With a single stroke, the 
Belgian field presents itself at the forefront of medical history. Not 
only is Belgium now ready to be included in international compara-
tive research, but the sophisticated chapters in this volume invite 
us to engage in further research using the concepts and agendas 
of our Belgian colleagues. The editors invited me to comment on 
the volume and the potential of its ‘new narratives’. They even 
suggested a title for my epilogue –  ‘Medicine Beyond Belgium’ –  
implying I take the view from the rest of Europe in evaluating the 
Belgian case. That does not seem to be feasible, if only because 
similar volumes about other European countries are lacking. 
Therefore, I chose to approach the volume as a self- contained unit, 
asking questions like: what is new to these narratives? How do 
they relate to earlier ones? What are their strengths? What are their 
weaknesses? Who is the audience for these narratives? How do they 
affect our research agenda?

Diversity and dynamism

It has been stated ad nauseam that ‘traditional’ medical history 
was written by, for and about doctors. This led to narratives 
mainly appealing to their intended audience, namely stories about 
progress through science and about the productive collaboration 
between the profession and the state for the benefit of mankind. 
This situation profoundly changed when social historians entered 
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the scene in the 1970s and 1980s. They claimed that health, illness 
and healing are not the exclusive domain of doctors but important 
to all of us. The way in which we understand our body and its 
diseases is not primarily scientific. Moreover, the healthcare system 
is funded by all citizens, while its organisation affects the health 
and wealth of all of us. Therefore, the ‘new historians’ claimed 
that it was legitimate for them to write about the medical past 
as well. They argued that health and illness precede medical con-
sultation, and that cultural notions about them are all- pervasive. 
Physician- medical historians were held to be unduly selective and 
monopolistic about the medical past, appropriating a specific 
version of it. Qualifying their progressivist narrative as finalistic –  
and thus celebratory rather than analytic –  and unpacking cat-
egories like science, profession and the state, the ‘new historians’ 
created new narratives. These were not just populated by medical 
men, but by patients, alternative healers, clergymen, women and 
other historical actors as well. The perspective of medical history 
was turned upside down –  taking the patient’s perspective –  while 
its sources expanded enormously –  any medium documenting 
the past was now deemed of potential value –  and its methodo-
logical toolkit grew and diversified with every ‘turn’. In their 
Introduction, the editors stress that the innovative character of the 
volume is in its attention to the multiplicity of actors, places and 
media. Acknowledging that physicians remain central players, 
they argue that roles and identities have become more complex, 
thus fragmenting and blurring the picture.

The agenda of the volume is to move beyond the state, institutions 
and physicians, because the ‘turns’ in history writing have made 
us aware that there are many dimensions preceding and accom-
panying consultation of a physician whose academic training and 
medical practice is regulated and overseen by the state. While the 
social turn pointed us to the power dimension involved in medicine 
and healthcare, the cultural turn made us realise that in referring 
to our bodies, we are moving in multivocal semantic networks. The 
ways in which we conceptualise our body and frame our diseases 
has implications for the ways in which we relate to them and act 
upon them. With the performative and the praxeological turns, the 
focus changed from idea to practice and from blueprint to action, 
while the material turn called to take the built environment (and 
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objects in general) into account. Finally, the somatic turn built on 
anti- essentialist notions by distinguishing between sex and gender. 
While not doing justice to these and other turns, the point here is 
that they all represented a call to move away from a universalist 
history of ideas, and from taking a top- down (professional, male, 
bourgeois, Western) perspective. All ‘turns’ pointed to the diversity 
and dynamic nature of society (and therefore healthcare), calling to 
do justice to it in our representations of the medical past.

Many chapters in this volume are responding to this agenda 
of diversity and dynamism. In Chapter 1, for example, Jolien 
Gijbels and Kaat Wils show that even though academia was no 
place for women until well into the nineteenth century, medicine 
and healthcare have always been thoroughly gendered. But when 
women finally knocked on the door –  around 1875 –  male physicians 
tried to naturalise medicine as a typically male endeavour, refer-
ring women to ‘caring professions’ like nursing and midwifery. 
While the Royal Academy of Medicine argued that women were 
too delicate (in body and mind) or indeed too ignorant to become 
a physician, women dismissed this claim as an attempt to main-
tain and legitimise the conventional division of labour, with men 
on top of the medical hierarchy. Feminists were keen on claiming 
and redefining the female body, in order to liberate themselves and 
secure their place under the sun. This was by no means an easy 
task: for the better part of the twentieth century, female physicians 
had a hard time trying to set up their own practice –  some of them 
even resorting to the colonial route, hoping to be more fortunate 
in the Belgian Congo. In the end, women succeeded in entering the 
medical curriculum and making a career as a Doctor of Medicine, 
but only after a long and protracted struggle in which class and 
gender differences often reinforced each other. In the late twentieth 
century, the number of female medical students exceeded that of 
their male counterparts. The point that Gijbels and Wils are making 
is that healthcare is a battlefield, and that the combatants are using 
all rhetorical means at their disposal to support their claims, also 
including medical historiography. While female voices may be diffi-
cult to find in the nineteenth century, this is not to say that they did 
not exist or that they did not make themselves heard. Therefore, in 
order to recapture the full and inclusive picture of the medical past, 
we need to be critical and creative in finding and interpreting our 
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sources, sometimes reasoning ‘against the grain’, sometimes even 
using silences in the past in a productive way.

The same applies –  probably even more so –  to the stories that 
can be told about the colonial past. African indigenous healing 
practices continued to thrive during the colonial era. They were 
hardly affected by –  or indeed in contact with –  Western medi-
cine. Still, the voices of Africans are hardly ever heard, because the 
colonial narrative has always been told by the European coloniser. 
The two quotes at the beginning of Chapter 3 by Sokhieng Au and 
Anne Cornet nicely illustrate the profound difference between both 
worlds: the rendering of a medical ceremony among the Bakongo in 
1941 is followed by a medical report on a trypanosomiasis exped-
ition to the Belgian Congo written almost forty years earlier. The 
contrast between both texts could not be bigger: while the former 
describes a healing ritual replete with religious offerings, chants and 
music firmly embedded in the local community, the latter is a tech-
nical report on a diseased woman, filled with clinical details and 
metrics in an attempt to objectify disease. Thus, Au and Cornet are 
setting the stage for a story about Western medicine and other colo-
nial institutions. At first sight, theirs may look like a rather trad-
itional story. However, their sophisticated introduction is putting 
things into perspective by pointing out that indigenous healers and 
Western medical practitioners were living in two separate worlds. 
By also reminding us that ‘medicine’ is defined by the disciplinary 
lens of scholars who are writing about it (both past and present, 
both physicians and historians), they succeed in avoiding the trap 
of Eurocentrism. Their story about state- organised medical service, 
missionary medicine and industrial medicine from the perspec-
tive of Belgium loses all of its ‘traditional’ connotations, because 
the reader is made aware that they are only reading one side of 
the story. Having said that, the authors make it abundantly clear 
that the Belgians were not on a humanitarian mission in Congo. 
Although Belgium was a latecomer on the colonial scene, it quickly 
and brutally caught up. King Leopold II regarded the Congo 
as his personal fiefdom, exploiting it ruthlessly. ‘Health’ was not 
considered to be a public good but rather a commercial or mili-
tary one, with medicine helping to create a racial and gendered dis-
course of difference used to avoid the Congolese ever coming to be 
considered as Belgian citizens. Again, science was instrumental in 
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creating binary distinctions, naturalising difference and inferiority, 
legitimising colonial hierarchies. Again, we realise that we should 
not fall into the trap of uncritically adopting ‘actor’s categories’, 
and that we should never blindly follow the sources that happen to 
be available to us. Au and Cornet make us keenly aware that colo-
nial archives were produced for specific commercial and military 
goals, not to satisfy the historical or anthropological curiosity of 
later generations. The story about indigenous healing practices in 
Africa is yet to be written.

Although medical history has long been fascinated by the ways 
in which ‘the normal’ and ‘the pathological’ are constructed, the 
focus tended to be on discursive medical practice. Disability studies 
challenged the exclusive right of medicine to frame disease –  in body 
and mind –  and the monopoly of the state to act upon it. Taking 
the patient’s perspective, they broadened the scope by pointing to 
alternative ways of framing health and disease, and by making us 
aware that other groups (like priests, statisticians or pedagogues) 
have been involved in understanding and coping with impair-
ment –  however defined. In doing so, disability studies challenged 
the unilinear stories of professionalisation and medicalisation by 
including other voices than those of the profession and the state. 
In Chapter 8, Benoît Majerus and Pieter Verstraete show how this 
may shatter our received image of ongoing civilisation and pro-
gress through the doings of the medical profession and the state. 
In its attempt to create productive citizens and a healthy nation, 
the newly independent state of Belgium (1830) felt the need to deal 
with the threat ‘lunatics’ caused to public order and morality. The 
expert advice of people like Joseph Guislain led the new state to 
adopt legislation giving rise to the discipline of psychiatry and the 
building of psychiatric institutions. Next to (or even opposed to) 
the story about normalisation that has traditionally been told about 
the rise of psychiatry and its institutions, Verstraete and Majerus 
present two stories that may be considered as counter- narratives. 
Keen on showing the agency of laypeople, they tell the story of 
the Geel colony and that of deinstitutionalisation. Contrary to the 
treatment offered in asylums by professional psychiatrists, the Geel 
colony represented an alternative model of community care ‘where 
the insane lived as a family and in freedom’. To the critics of the 
disciplinary regimes of psychiatry, the Geel colony was an example 
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to be emulated and followed. In the 1960s and beyond, psychiatry 
and its institutions were heavily criticised. People inspired by the 
work of Michel Foucault, Ivan Illich, Thomas Sasz and Erving 
Goffman argued that the state had grown into a ‘therapeutic state’ –  
medicalising all ‘abnormal’ behaviour –  creating ‘total institutions’ 
where psychiatrists took total control over someone’s life. They 
therefore called for deinstitutionalisation: by setting the insane 
free, their humanity would be restored, while it would also have a 
healing effect on society at large. Although Verstraete and Majerus 
fully realise that deinstitutionalisation has its limits, by reminding 
us of the constructed character of the boundaries between normal 
and pathological and between lay and professional, they invite us to 
look beyond (narratives about) the profession and the state.

Another way of toning down the solid character of profession-
alisation and medicalisation theories is by looking at the ways in 
which knowledge about the body –  in health and illness –  circulated 
in society. Whoever presumes that the profession and the state were 
dominant and all- pervasive, will opt for a top- down perspective and 
a diffusion model, using ‘official’ sources only. However, scholars 
intrigued by the dynamics in the public sphere will allow for agency 
of laypeople, hybridity and reciprocity, also using ‘grey’ literature. 
By looking at the mediating role that health exhibitions and med-
ical movies played in the past, in Chapter 9 Tinne Claes and Katrin 
Pilz intend to show that categories like ‘the state’, ‘the profession’ 
and ‘the public’ were by no means homogeneous entities. Claiming 
that the antagonism –  and even hierarchy –  between ‘official’ and 
‘alternative’ medical beliefs was a cultural construct rather than a 
historical reality, their searchlight is on historical actors outside of 
academia. Arguing that popularisation was not a monologue but 
rather a conversation, they focus on the media through which medi-
cine circulated in society, putting the citizen- patient- consumer centre 
stage. They show that exhibitions and movies moved between the 
university, the fairground and the cinema. Anatomical exhibitions 
were taken out of their context, speaking to others than to their 
intended audience. In these new contexts, they went for the sen-
sational, the grotesque or the erotic rather than for educational 
value, leaving visitors free to respond in unintended or unexpected 
ways. Something similar applied for medical movies. At the same, 
Claes and Pilz observe that ‘it was always an expert authority that 
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prepared and transformed medical knowledge for a public audience 
… Interactions remained hierarchical’. This makes one wonder how 
‘hybrid’ the encounter between science and the public really was. Or 
to put it differently: are we looking at counter- narratives opposing 
medical discourse or rather at the elevation of laypeople to med-
ical standards? One is inclined towards the latter: health exhibitions 
and public health movies –  embodying the ideals and agendas of 
the sanitary movement –  reached ever- wider audiences, especially 
after the Second World War. Ironically, then, the dominance of the 
 profession and the state is confirmed in this chapter.

This is not to say however, that we can simply discard alter-
native actors’ voices or historiographies, as Joris Vandendriessche 
and Tine Van Osselaer show in Chapter 2. If there is one thing 
preceding medical consultation, it is religion. Religion supplies 
answers to existential questions, giving meaning to birth, suffering 
and death, offering solace to believers. Therefore, religion may be 
regarded as a source of health and recovery. In order to understand 
how people have been dealing with health, illness and healing it is 
therefore imperative to take religion into account: without it, no 
medical history can claim to offer a complete story. Over the course 
of the nineteenth century, the Catholic Church developed into a 
major institution in Belgium, pervading all domains of society. By 
the mid nineteenth century almost half of the orders were involved 
in the provision of medical care, after having been suppressed under 
French rule. Belgium had the largest Catholic university in the 
world (Leuven) and even in the Congo Catholics held dispropor-
tionate power. It was a force to be reckoned with, and the Vatican 
always took good notice of what was going on in Belgium. This 
situation had developed after independence in 1830, with the con-
stitution of the new nation state offering ample opportunity for reli-
gious orders to establish themselves. Its liberal freedoms gave free 
reign to the Catholic Church, making it dominant in the provision 
of medical care as well. However, contrary to what earlier histori-
ography wanted us to believe, Vandendriessche and Van Osselaer 
stress that religiously inspired care was hardly ever at odds with 
medicine. They argue that medicine and religion were not in oppos-
ition with each other but coexisted and interacted with each other. 
This view has implications for their view on ‘secularisation’ as well. 
Rather than being simply a matter of ‘less religion, more medicine’, 
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the Catholic Church remained an important force when in the late 
twentieth century issues concerning abortion, euthanasia, in vitro 
fertilisation and genetic screening came to be discussed. Medical 
ethics in Belgium tended to be dominated by Leuven academics, 
who attempted to mediate between medical developments and 
Catholic doctrine. Today, questions relating to the meaning of life, 
suffering and death and the goals and limits of medicine are as rele-
vant as ever before.

Moving beyond the profession and the state

This volume opens up new vistas in other ways as well. Its chapters 
look not just beyond the profession and the state, but they do so 
by presenting a rather under- researched case: Belgium. For a long 
time now, the centre of gravity of European medical history has 
been the United Kingdom. Thanks to the generous funding by the 
Wellcome Trust, the field has been thriving there, as it no doubt 
will continue to do. Many wonderful monographs have been 
written about Britain’s medical past, inspiring colleagues across the 
world. But for history to thrive, it is in need of many more national 
perspectives. While medicine may be an international intellectual 
endeavour transcending national borders, healthcare systems tend 
to be a product of their national context. Different political cultures 
produce different constellations of healthcare, while the logic of 
path dependency limits the extent to which national systems may 
derive from each other. Given the fact that there are many different 
national styles of healthcare, it makes sense to compare them –  if 
only in an attempt to put any given healthcare system into perspec-
tive. Medical history is therefore in need of national narratives, as 
many as possible. This volume is a courageous attempt to supply 
just that for Belgium. And although there is some irony in the fact 
that these new narratives –  keen on moving beyond the state –  are 
framed in a national context, they succeed in showing how pro-
ductive this new approach may be. It has not been the ambition of 
the editors to supply a new unifying narrative, but rather to pre-
sent a handful of perspectives on the medical past of a particular 
country. Belgium took shape as a modern nation state from 1830 
onwards, when it liberated itself from the Netherlands, its northern 
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neighbour. The bond between them had been an uneasy marriage, 
arranged at the Congress of Vienna in 1815. The new state was 
intended to be a middle- sized power, meant to contribute to the post- 
Napoleonic balance of power in Europe. The marriage had lasted 
fifteen years, when it ended in a ten- day military campaign. The 
differences between the north (the former Dutch Republic) and the 
south (the former Austrian Netherlands, belonging to the Habsburg 
Empire) had been too big to make for a viable nation state.

In the nineteenth century, the state came to be seen as responsible 
for the health of the nation. However, before preventive measures 
for the public benefit could be put in place, health determinants 
needed to be established first: what factors caused disease, and 
how could their detrimental effects be prevented or countered? In 
their quest for answers, the profession and the state relied on each 
other. While medicine was looking for a way out of its etiological 
fatalism (e.g. to understand cholera), the state tried to realise its 
self- imposed goal of catering to the needs of its citizens. Until then, 
the medical profession had been rather weak and poorly organised, 
so it needed the support of the state. Building on Hippocratic 
notions, environmental medicine seemed to provide the answer, 
and it was considered imperative for the state to act upon advice 
supplied by the profession. In Chapter 4, Thomas D’haeninck, 
Jan Vandersmissen, Gita Deneckere and Christophe Verbruggen 
show how this process slowly materialised over the course of the 
nineteenth century. At international conferences, physicians and 
statisticians informed each other about the correlation between 
health determinants and morbidity patterns in their country. By 
exchanging and superimposing their observations, they hoped to 
be able to trace regularities. Ultimately, their deeper understanding 
of epidemic disease was expected to inform (local) policies at 
home. In this sense, the profession and the state legitimised each 
other, one presupposing and reinforcing the other. Their relation-
ship was famously expressed by Rudolf Virchow, when he stated 
that politics is nothing but medicine on a large scale. This is when 
the narratives about the beneficial alliance between the profession 
and the state found their origin, serving an emancipatory goal for 
the medical profession. Much later, these narratives came to be 
criticised as being self- serving and celebratory, unduly legitimising 
a professional monopoly protected by the state. Critics argued that 
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the alliance between the profession and the state had sometimes 
even done more harm than good. During the interwar years, for 
example, some states had used medicine to naturalise and support 
eugenic racial policies, while in the post- war years medicine proved 
unable of formulating a viable response to chronic disease or to 
growing inequities in healthcare. In a globalising world there was a 
growing need to move beyond the profession and the state.

After Belgium had gained independence from the Netherlands 
in 1830, it faced the challenge to organise the new nation state –  
and this included setting up a system of medical education. The 
new state was in need of physicians who could do research on epi-
demic diseases threatening the nation and who could serve the state 
by giving advice on health matters. As Renaud Bardez and Pieter 
Dhondt show in Chapter 5, the new Belgian state was quick in 
reinventing itself, at least in a formal sense. After drafting its own 
Constitution, it proceeded by completely reorganising the univer-
sity system. This also affected the medical faculty and its curric-
ulum. Belgium was the first European state to introduce a single 
medical degree (it was to take another sixteen years before the 
Netherlands realised this). In 1849, the patchwork of competences –  
a legacy of the Ancien Régime –  was a thing of the past. From then 
on, physicians were allowed to practise medicine, surgery and 
obstetrics in all of Belgium. Having said that, we should realise 
that this was only a legal settlement, accelerated by Belgian inde-
pendence and the need for the new Belgian state to set up a system 
of public health and the educational system belonging to it. Bardez 
and Dhondt show that, more often than not, the educational 
system and the profession failed to deliver what the state required. 
First, curriculum reform was paralysed by intense parliamentary 
discussions between Catholics and liberals on the composition of 
university boards. Second, medical faculties had to resort to for-
eign professors –  most of them German –  due to a lack of Belgian 
candidates. Third, there was conservative resistance to reform; for 
example by Liège professors, for whom the transition was moving 
too fast. Fourth, there was a lack of state funding for the so- called 
free universities, and the price they had to pay for their freedom of 
education. And finally, there was the issue of language; it proved 
to be very difficult to build a nation in a country that is trilingual 
(French, Dutch and German), especially when the demarcation line 
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is heavily socially charged. Again, by moving beyond the profes-
sion and the state, it becomes clear that there is a huge difference 
between dream and reality and between blueprint and practice. 
Thus, Bardez and Dhondt’s chapter causes us to reconsider the 
value of professionalisation and medicalisation theories.

Another way to move beyond the older narratives is to resort to 
other sources, such as material objects. In doing so, more histor-
ical actors may be involved in the stories that we tell, like nurses, 
servants and –  last but not least –  patients. Although artefacts 
do not talk, they may contain useful information about the way 
daily life on the ward was organised, adding layers and nuance to 
the story. In Chapter 7, Valérie Leclercq and Veronique Deblon 
argue that the architectural plan of a hospital, for example, may 
tell us more about the way space was organised. Going to hos-
pital involved a range of segregations, first of all from the outside 
world. In addition to that, patients were classified and segregated 
by class, gender, illness and/ or behaviour. They were categorised 
and disciplined by and through medicine, but by religion and mor-
ality as well. Thus, the materiality of a hospital reiterated social and 
moral distinctions in society. The hospital may be considered as a 
microcosm reflecting cultural values on the outside. In their chapter 
Leclercq and Deblon are looking at domesticity, religious symbols 
and social norms as they are expressed through material objects in 
hospitals. It becomes clear that around 1900, hospitals were still 
very much involved in charitable care. This started to change at 
the turn of the century, when the status of medicine improved and 
the hospital became increasingly accepted as a place for medical 
treatment. From then on, the artefacts tell a story of physical segre-
gation, the imperative of ventilation and cleanliness and the emer-
gence of the block hospital and new management styles: all of them 
medical imperatives advocated by medical men. In the process, 
sanitary goals, medical surveillance and cost effectiveness came to 
prevail over domesticity, aesthetics and religious symbolism, even 
though religion continued to be very present until well after the 
Second World War. Leclercq and Deblon successfully challenge two 
older teleological narratives –  one of medical progress and the other 
of social control –  adding new dimensions of hospital life to their 
story. Still, its overall trend is one of medicalisation. Over the course 
of the twentieth century, Belgian hospitals transformed from being 
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charitable institutions for the poor to high- tech, business- oriented 
centres where patients were redefined as consumers.

This seems to point to an important shift in focus of the alliance 
between the profession and the state: from preventive measures for 
the benefit of the nation to curative interventions in the lives of 
individuals. To fully understand the ‘system’ of healthcare however, 
we need to include a third stakeholder complicating the story: the 
Catholic Church. With poverty and illness being two sides of the same 
coin, individual care in the nineteenth century was mainly a matter 
of charity provided by the church. While the young Belgian state 
did its best to put sanitary measures in place –  as much as its liberal 
ideology would allow –  Catholic charity was crucial in supplying 
the bare minimum of care to individual citizens, either in hospitals 
or in their homes. In Chapter 6, on the organisation and funding of 
the healthcare system, Dirk Luyten and David Guilardian introduce 
funding mechanisms of care and cure as an important dimension. 
By taking money into account, we are invited to think about the 
motives for funding and about the entitlements and responsibilities 
involved. Over the course of the twentieth century the state took 
over from the church as being the most important funding body 
of healthcare. In 1853, 75 per cent of all expenditure on care was 
supplied by the church, with only 18 per cent being supplied by the 
state. In 2015, this had profoundly changed: 60 per cent of all the 
expenditure on healthcare was derived from the national compul-
sory health insurance scheme, 18 per cent from the state, another 
18 per cent from out- of- pocket payments by patients and 4 per cent 
from voluntary insurances. By that time, the church had vanished 
from the scene. This situation is the result of a complex interaction 
between many factors. On the one hand, the twentieth century 
witnessed many scientific and technological breakthroughs, leading 
to impressive therapeutic results and an increase in the average life 
expectancy, but to exponentially rising costs as well. On the other 
hand, secularisation gave rise to new coping strategies with regard 
to illness, especially after the Second World War. While disease had 
often been considered as divine fate or as a trial bestowed by God 
to test a sufferer’s belief, it came to be seen as simply bad luck that 
could and should be remedied at all costs. With the secularisation 
of society, healthcare increasingly came to be seen as a right to be 
guaranteed by the state and delivered by the profession; citizens 

 



370 Beyond physicians

considered themselves to be entitled to all available interventions. 
In modern neo- liberal society, citizens no longer fatalistically accept 
their fate. Rather, they expect the state to take care of them from the 
cradle to the grave and account for its funding priorities in rational 
and transparent ways.

This brings us to the paradox of our time: although the alliance 
between the profession and the state has brought a lot to man-
kind, we are now living in an era of rising costs, diminishing returns 
and increasing anxiety about the system. In The Greatest Benefit 
to Mankind, Roy Porter took the long view on health, illness and 
healing in an attempt to contribute to much needed reflection on the 
system. In his introduction, he observed: ‘Medicine is an enormous 
achievement, but what it will achieve practically for humanity, and 
what those who hold the power will allow it to do, remain open 
questions’.1 Porter concluded his book by formulating a mission for 
(Western) mankind: ‘For centuries medicine was impotent and thus 
unproblematic … Today, with “mission accomplished”, its triumphs 
are dissolving in disorientation … Medicine will have to redefine its 
limits even as it extends its capacities’.2 Reflecting and redefining 
the goals and limits of medicine entails looking beyond the profes-
sion and the state. At the same time, we need to rethink the rights 
and duties of all of us, and the present volume may help us accom-
plish this. In the past, medical history was written by male, Western 
physicians. This led to rather unilinear stories of progress through 
the doings of the profession and the state, referred to as profession-
alisation and medicalisation. As this volume shows, today’s medical 
history is (also) written by historians, women and non- Westerners, 
producing multiperspective and multivocal stories. While some 
may regret this development because of the fragmentation this 
entails, I would argue that much is to be gained by including all 
historical actors. We should be prepared to take new perspectives, 
looking at more domains and using more diverse source material. 
Moving beyond the great doctors, decentring the big picture and 
provincialising Europe may lead to a diversity of narratives. Yet this 
is no reason to shy away from it, since it represents the diversity of 
today’s world.

The famous Dutch historian Johan Huizinga once observed that 
history is the mental form in which a culture takes account of its 
past. He wrote this in a time when historians were still living under 
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the illusion that the culture of a nation was one and that historians 
were uniquely equipped to represent its history. We have come to 
realise that there are many (sub)cultures, both within and between 
nations, and that each of them is entitled to take account of its past. 
Of course, there have always been more subcultures than one, but 
after the emancipation of workers, women, black people, patients 
and others, they have become vocal –  shaping their identities by 
taking account of their past. Their narratives may be complemen-
tary and in line with each other, but more likely they will be in com-
petition with each other, taking their own positions and agendas as 
their point of departure, showing the sheer richness and diversity 
of society, both past and present. Like medicine, medical history is 
not owned by physicians, but by all of us. We should therefore be 
grateful to our Belgian colleagues, not just for making us realise 
this, but also for building on that notion by supplying us with won-
derful case studies of Belgium, showing the diversity and dynamism 
of its medical past and inviting all of us to join in the debate.

Notes

 1 Roy Porter, The Greatest Benefit to Mankind: A Medical History of 
Humanity from Antiquity to the Present (New York: W. W. Norton, 
1997), 12.

 2 Ibid., 718.

 

 

 

 



Ordering time to make the final outcome of history appear as ‘nat-
ural’ has been for a long time one of the main functions of national 
histories. Timelines were one of these hermeneutic tools that 
condensed this willingness to represent a ‘neat’ and tamed past. 
Reading them today can be frustrating as they often focus on polit-
ical and event- driven history, where the historical narrative tries to 
show the contingency of the past. We asked the contributors of each 
chapter to propose five dates that were important for their topic. 
These are assembled here not in a thematic but in a chronological 
order. At first sight, this timeline appears puzzling. There is no ‘1796’ 
when the French governance reorganised public health around two 
institutions: the civil hospitals and the welfare bureaus. Neither does 
it include ‘1841’, the date of the foundation of the Royal Academy of 
Medicine of Belgium, or ‘1944’, the voting of the Social Security Act, 
which laid the basis of Belgium’s post- war system of health insur-
ance. Instead, here are forty- five events that, we hope, will lead the 
reader down sometimes unexpected paths of Belgian medical history.

1803 Foundation of the Sisters of Charity of Jesus and Mary in 
Ghent, one of the major orders of female religious in Belgian 
healthcare (p. 68)

1820 Creation of the first institute for deaf girls in Brussels by 
Jozef Triest (p. 287)

1834 Foundation of the Medical Society of Ghent (p. 139)
1841 Creation of the Catholic Society of St Vincent de Paul (p. 210)
1849 Creation of the single degree of Doctor of Medicine, Surgery 

and Obstetrics (p. 177)
1849 Establishment of the Superior Health Council, a national 

commission of non- medical administrators tasked with 

Timeline of Belgian medical history  
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supervising city planning and the construction of public 
buildings (p. 144)

1850 Adoption of the Mental Treatment Act (p. 286)
1857 Inauguration of the Hospice pour hommes aliénés in Ghent 

(known as the Guislain asylum) (p. 251)
1868 Miraculé Louise Lateau first displayed the (visible) wounds 

of Christ, the start of an intense debate among physicians 
and theologians (p. 79)

1870 First ovariotomy performed in Belgium (p. 43)
1874 Establishment of medical inspection of public schools in 

Brussels (p. 145)
1876 Law on medical education, introducing laboratory research 

into the curriculum (p. 185)
1879 A proposition to allow midwives to use forceps is rejected by 

the majority of members of the Royal Academy of Medicine 
(p. 34)

1884 Opening of the Stuyvenberg hospital in Antwerp (p. 250)
1884 Isala van Diest is the first female physician allowed to 

 practise in Belgium (p. 37)
1888 The first debate in the Belgian medical press on the 

occurrence of hysteria among male soldiers (p. 44)
1894 Law on mutual aid societies introducing the regime of 

‘subsidised liberty’ (p. 213)
1895 Health education becomes a compulsory part of the curric-

ulum in both primary and secondary schools (p. 327)
1896 One of the first Lumière screenings in Belgium at the Galerie 

du Roi in Brussels (p. 334)
1903 Todd/ Christy/ Dutton Liverpool School of Tropical Medi- 
 –05 cine sleeping sickness expedition in the Congo Free State  

(p. 122)
1905 Production of the first clinical research and teaching 

films by Arthur van Gehuchten at the Catholic University 
of Leuven (p. 337)

1907 Foundation of the Catholic St Camille School for Nursing in 
Brussels (p. 71)

1910 Foundation of the School for Tropical Medical Medicine by 
royal decree (p. 123)

1910 The Dutch physician Pieter Eijkman published L’inter-
nationalisme médical, an overview of international medical 
organisations that includes three Belgian initiatives (p. 134)
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1911 Creation of the Service d’Assistance Médicale Indigène (SAMI) 
(p. 107)

1911 Opening of the provincial hygiene museum of Mons (p. 329)
1913 Foundation of the Bulletin de l’Association belge de 

Médecine sociale (p. 151)
1922 Foundation of the Belgian Society of Saint- Luc, a society for 

Catholic doctors (p. 72)
1927 Informal foundation of the International League for 

Educational Film (p. 341)
1930 Creation of the Fonds Reine Élisabeth pour l’Assistance aux 

Indigènes (FOREAMI) (p. 111)
1935 Opening of the new St- Pierre Hospital in Brussels, the first 

‘block’ or ‘tower hospital’ in Belgium (p. 264)
1937 Premiere of Un ennemi public, the first nationally produced 

public health film by Henri Storck and the Belgian National 
League Against Tuberculosis (p. 334)

1948 INAMI/ RIZIV, the Belgian system of health insurance, 
registered a deficit for the first time (p. 225)

1949 Ten- year development plan for the Congo (p. 120)
1957 Legal regulation of medical specialisation (p. 193)
1958 The world exhibition takes places in Brussels, with the 

Atomium as its icon, a breakthrough also for televised 
science (p. 322)

1961 Foundation of the Institute for Family and Sexuality Studies 
at the Catholic University of Leuven (p. 84)

1963 Creation of L’Equipe in Anderlecht, the first sector- based 
mental health service in Belgium (p. 298)

1963 Law ‘Leburton’, regulating the price setting of medical fees 
(p. 227)

1968 First professorship in family medicine at the University 
of Leuven (p. 195)

1985 Inauguration of the university hospitals CHU Sart- Tilman 
(Liège) and Gasthuisberg (Leuven) (p. 269)

1990 Partial depenalisation of abortion (p. 51)
1990 Adoption of the Act on the Protection of the Mentally Ill 

(Loi relative à la protection de la personne des malades 
mentaux) (p. 307)

1994 Foundation of the International Centre for Reproductive 
Health (ICRH) (p. 157)

1995 First government- led experiments with personal assistance 
budgets (p. 303)
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