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The subject of this study is the collectivization of health care services and the practice-buil-
ding opportunities of medical professionals in the city of Groningen between 1800 and 1870. 
Groningen was a provincial capital and regional centre in the north of the Netherlands. In his 
Zorg en de Staat (Care and the State) De Swaan maintains that care arrangements were created by 
elites to maintain social stability and public order, for fear of contagious diseases and for keeping 
up a reserve of labourers that might be useful in times to come. This research has shown that the 
grounds for setting up provisions regarding health care services in Groningen involved fear of 
infection by contagious diseases, preventing pauperism, the protection and reinforcement of the 
local labourmarket, financial considerations, the improvement of the elite’s living quarters and 
civic pride. The guarantee of a labour reserve and maintaining social stability and public order 
were no reason for collectivization.
 Contagious diseases and epidemics were an important driving force in the devolopment of the 
nineteenth century health care in Groningen. Only in founding the Nosocomium Academicum 
and regarding the support of women in childbed, contagious diseases did not play a part. Contrary 
to De Swaan’s assertions, it was not cholera but the endemic infectious diseases that were the 
incentives for new health care arrangements. When cholera was still an unknown phenomenon, 
garbage disposal was strongly improved and a city hospital and new cemeteries were established 
in response to outbreaks of endemic diseases. From 1850 on, also infrastructural provisions and 
sanitary inspection (sewerage, public toilets, water pumps, vaccination clinics and the checking of 
prostitution and rabies), were started more beacuse of the prevalence of typhus, malaria, smallpox, 
syphilis and rabies than that of cholera.
 The role of typhus was a prominent one. After every major outbreak the care arrangements were 
adjusted. Typhus was the catalyst, much more than cholera. Cholera was severe, but it generally did 
not last very long and the disease did not occur every year. Among the deadly victims were many 
children and elderly people who contributed little to urban economics. Typhus on the other hand 
was rampant in the local community. There was a constant threat that a single case might develop 
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into a major and long-term epidemic. The disease often lasted for a couple of months and as a result 
families became impoverished. The backbone of urban economics, the (lower) middle classes i.e. 
the ‘industrious tradesmen’, were relatively speaking more often infected. The adverse economic 
consequences of a typhus epidemic were considerable. Health care arrangements were especially 
aimed at maintaining the health of the economically independent middle class, the cornerstone of 
urban prosperity and with this, the urgent need to isolate the sick can be accounted for. 
 The founding of the city hospital and also its continuation was mainly fuelled by the fear of 
typhus and in a lesser degree of smallpox, syphilis, malaria, measles and diphteria. Cholera did 
not play a part in the discussion about the city hospital. Cholera patients were hospitalized in 
temporary emergency hospitals or barracks. In the city hospital, many tradesmen, travellers and 
less well-off immigrants were nursed. Hospitalization was preferred over shutting out these new 
and temporary inhabitants from the city who, as a rule, could provide for themselves and who 
contributed to urban prosperity by their labour and consumption. Moreover, hospitalization was 
funded by the poor relief agency of the patient’s place of origin. Provisional measures were taken to 
combat cholera: special attention was paid to public hygiene, temporary hospital barracks were put 
up and dispensing medicines became easier. The private Cholera committee cleaned houses and 
offered social support. Before 1850, smallpox control was based on a vigorous investigation policy, 
supplying the wardens of the city-quarters with police authorisation and offering free vaccination 
for the very poor, near-poor and lower middle class. This policy was discarded during the liberal 
fifties. The city then started to subsidize vaccination clinics.
 The municipal government was the major initiator of new public hygiene services. Private 
charity committees were established by the elite groups, especially professional groups like docters, 
clergymen and lawyers. Poorhouses were initiated by the middle-class groups. The elite played a 
leading part in the initial phase of realising new initiatives, whereas the middle-class groups con-
tributed to the expansion and improvement of existing facilities.
 The Volksziektecommissie (Epidemic disease committee), acting during the severe epidemic of 
malaria and typhus in 1826-1828, and the Cholera- and Typhus-committees supported the lower 
middle class to prevent pauperism and poor relief dependency. They also attempted to stop further 
spreading of diseases by taking hygiene measures. This support was also extended to the non-infected 
citizens. So this help encompassed many more citizens than poor relief did. Poor relief agencies suppor-
ted families who were indigent before the epidemic or would ultimately be reduced to poverty. Within 
the organisation and implementation of combatting infectious diseases and epidemics, a division of 
tasks was established between municipality, charity committees and poor relief agencies. The muni-
cipal government took care of the public environment and supplied financial means. Personal health 
care was the domain of charity committees and poor relief agencies. Only during the catastrophic epi-
demic of 1826-1828 did the municipal government set up care and treatment for the patients. In the 
field of public health care, physicians acted as executives and in the field of social care as administrators. 
The lower occupational groups were active as executives in the field of poor relief.
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 In the years 1850-1870, sewers were installed and ‘networks’ of public water pumps and public 
toilets were set up. The setting up of pumps and toilets seemed to be an innovating approach, 
but they were in fact traditional solutions. The novelty of it was that they became municipal 
provisions. During the first half of nineteenth century the inhabitants of the poor districts of the 
city mostly used the canalwater for drinking and had their own ‘solutions’ for the disposal of their 
bodywaste. They were now ‘guided’ to a public provision. The new arrangements were transitional 
provisions. Later on in the nineteenth century they were followed by a more modern approach. An 
explanation for this transitional phase – modern water pipes were already a known phenomenon –  
involves a mental process of re-thinking. The traditional belief that eliminating stench would be 
sufficient to prevent an outbreak of diseases prevailed. 
 The role of the State in local health care was of minor significance. From 1806 to 1814, the 
State exercised substantial power over the local government in order to combat syphilis, rabies and 
smallpox, but after the French occupation these measures came to a dead end. In the period up 
to 1860, the State was hardly active in the field of health care. It was only during the epidemic 
of 1826-1828 that the State put pressure on the municipal council to develop cemeteries outside 
the city. The local elite did not think they were necessary, but in urgent situations they could not 
resist the pressure. The municipal council and urban elites started to use the cemeteries to reinforce 
their image. Around 1870 the first national legislation concerning public health care was effected, 
which was of an imperative nature and which could be enforced by the inspection service. The first 
legislation (Livestock Act, Funeral Act and Contagious Diseases Act) did not encounter any local 
resistance, because the Groningen interests were not harmed.
 Major curative care arrangemetns were free childbirth assistance and medical poor relief. 
Childbirth assistance was popular: between 20 and 33% of the women in childbed received assistance 
of city midwives. In the beginning of the nineteenth century, French ideas about equal and porper 
care for everyone inspired the local goverment to improve maternity care. The already existing linking 
of free maternity care to the training of midwives was considerably expanded. This concurred with 
the prevailing views on preventing pauperism and creating employment. Access to medical poor relief 
was limited: only 10 to 15% of the population (very poor en near-poor) received free assistance. The 
near-poor lived on the verge of pauperism. It concerned day labourers, workmen, servants, porters, 
needlewomen, knitters and people from the lower trade sector. Well-to do craftsmen did not receive 
any medical poor relief. Church social welfare carried out medical poor relief until 1858, except 
during the period of 1820 to 1832 when they were not able to afford sufficient means for quite some 
time. From 1858 on medical poor relief became a permanent task of the local government. In the 
twenties, the city adhered to flexible admission requirements, as a result of which the amount of free 
medical assistance became extensive. The demand proved to be much larger than it had seemed to be 
before 1820. Residential care in the city hospital which was a new strategy to fight endemic infectious 
diseases contributed to the deadlock of diaconal care. The predomination of infectious diseases in the 
period of 1810 to 1820 caused the costs to rise considerably. The same happened in the 1850’s. The 
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epidemic problems and infectious diseases can also be connected with the devolution of medical poor 
relief from church social welfare to the council poor relief ’s board of guardians. 
 In the course of the nineteenth century, the city subsidized an increasing part of poor relief. 
From the 1830’s on, the implementation and funding of medical care for lower social groups was 
divided among a growing number of institutions and care providers. Churches, public agencies, 
the outpatient clinic of the Academic Hospital, the colonies of the Benevolent Society (‘kolonies 
van de Maatschappij van Weldadigheid’) and physicians, that, from the 1840’s on, offered free 
assistance to a growing number of the near-poor (who had been excluded from poor relief around 
1840), each undertook to concern themselves about a part of care. The fragmentation of poor 
relief also involved another dimension. Until 1858, free medical assistance was rendered by eight 
different church social welfare funds. Agreements on who belonged to which church community, 
prevented free-riding. The connecting thread of poor relief before 1860 was: implementation on a 
parochial level and subsidizing on an urban level. 
 To physicians, neither poor relief nor public hygiene were means to reinforce the position of 
the professional group. The connection which De Swaan linked up between collectivization and 
professionalization cannot be justified. As deacons, pharmacists obtained a regular place in the 
admission to poor relief and thereby widened their potential markets. In poor relief, they belonged, 
according to De Swaan, to the ‘dividing-elites’ of collective goods. The role of pharmacists in col-
lectivization deserves to be more closely examined in other cities and regions. 
 Most curative care was supplied in private practices. Because of the presence of the university, 
there were comparitively many doctores medicinae and few urban surgeons in the city. Until 1835, 
unlicensed barbers were still allowed to practise bloodletting and minor surgery. According to 
urban standards, comparitively many professional practitioners of the lower ranks (tweede genees-
kundige stand) practised in the city as a result of which the urban medical scene had a more or less 
‘country look’. The city created favourable training facilities and establisment opportunities for 
the lower ranks, which brought along a large supply of not very highly trained, cheap professional 
practitioners, which the population could afford. For the many immigrants from the surrounding 
countryside, this assistance was common. In Groningen, the distinction in medical care between 
city and countryside was fluid. The unqualified, irregular practitioners partly filled the gaps in 
the regular market. The qualified, regular personnel only sued them when they treated well-to-do 
patients. The doctores medicinae and pharmacists dominated the supervision on medical profes-
sions. Pharmacists were the most active and successful in the exclusion of competitors: they ousted 
the surgeons from the supervisory body and completely dominated the chemists.
 In the 1820’s and 1830’s, the State pressed the city to repeal local regulations in professional 
practise, as a result of which local peculiarities slowly diminished. Barbers were not longer allo-
wed to practise, restrictions on establishment were eliminated and the opening of the market for 
all pharmacists, chemists and midwives also meant an increasing liberalization of the Groningen 
medical market. Gradually, more integration in the national scheme was established.
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 Building up a practice was not easy because of considerable competition. In the second quarter 
of the century, the economic situation deteriorated and at the same time numbers of professionals 
increased substantially. From the 1840’s on, all occupational groups, except for chemists and den-
tists, succesfully attempted to limit access to free medical care. However, they also had to attend to 
an increasing number of residents against a lower rate or offer services for free. Decisive factors for 
a successful practice were being of local origin and having connections with relevant social groups, 
i.e. the upper class. Successful professional practitioners were descended from illustrious urban 
families from the upper or higher middle classes. Those immigrants who did manage to build up 
successful practices, usually had family-connections in the city. The establishing of useful social 
relations could be effected by administrative activities in social institutions (physicians), marriages 
with relatives of the physicians (surgeons) or an appointment as a deacon (pharmacists and che-
mists). Barbers, midwives and dentists settled in the poor districts, near their clientele. Hospital 
appointments did not contribute to practice advancement. It was only after 1850, that most young 
docters aspired to a position in the field of poor relief in order to build up a reputation and to 
gain practical experience. For a considerable length of time, the economic value of appointments 
was practically negligible and the social benefits were limited. Among pharmacists, a major shift 
in recruitment could be distinguished; the profession shifted from an upper class profession to a 
middle class one.
 Among doctores medicinae, surgeons, pharmacists and dentists, a social broadening of clientele 
could be distinguished. This was not the case with the midwives: they lost their upper class and 
higher middle class clientele to the physicians. For them, only the poor and lower middle classes 
remained. Pharmacists developed from a privileged class into an open occupational practice. The 
dispensing of medicines changed from a exclusive, expensive practice into an open market with 
lower prices. Some pharmacists went into industrial production. This devolopment ran parallel 
with a growing demand for arcana.
 The top of the medical hierarchy (professors, the elite of the doctores medicinae and some 
of the pharmacists and surgeons) socially intermixed with the local dignitaries. These were their 
social equals. Their own professional group was hardly a reference. Within the group of physicians 
relations were determined by social differences. Interests of individuals or small sub-groups predo-
minated, there was no esprit de corps. The existence of different professional clubs and associations 
reflected the lack of unity. Class distinctions were far more important than professional interests. 
 The Groningen medical market differed from that of other Duch cities because of the presence 
of the university. The university exerted an influence on the availibility of medical care and the 
allocation of help. The number of doctores medicinae was higher and that of surgeons lower and 
the Academic Hospital offered free medical assistance. The municipality directed the conditions 
of practice of the lower ranks. The designers of health care provisions in Groningen between 1800 
and 1870 were the municipality, university, local elites and to a lesser degree middle-class groups 
and patients.




