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Introduction

Shortly after the dawning of the twentieth century, the New York City 
Department of Health proclaimed its mission to protect public health 
in the motto “Public health is purchasable. Within natural limitations 
a community can determine its own death rate.”1 To test its credo, the 
Department of Health conducted its first citywide mortality study in 
1915.2 Starting with the results of the study, the programs and action that 
would occur over the next fifteen years reflected the city’s power and 
promise to make public health a reality, the actions and reactions of its 
subject clientele, and the often resultant cultural clash between these 
competing groups.

Health in the City explores infant and maternal health care created for 
impoverished women in turn- of- the- twentieth- century New York City, 
and their responses. In particular, I compare the health outcomes of 
three different groups of poor and working- class women whose stories 
of infant and maternal health care are linked by New York City’s first 
citywide mortality study in 1915, and trace their experiences through 
1930. Poor and working- class African American, British West Indian, 
and southern Italian women received some of the nation’s best health 
care, albeit shrouded in racially gendered and classed misconceptions 
and stereotypes of their supposed inferiority. As impoverished women, 
their responses to health worker’s expectations —   whether accommoda-
tion, manipulation, or resistance —   revealed their agency and “work” as 
they carved out their own health care, while living in an era when the 
meanings of “woman” and resistance began in the womb.

Numerous historians of public health have shown that socio-
economic factors and cultural traditions have influenced how client 
communities have responded to the health care they received.3 In a 
different vein, migration historians have argued that socioeconomic 
factors and cultural traditions influenced the ways in which migrating 
populations created new post- migration identities. Building upon both 
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strains of scholarship, the socioeconomic status and cultural traditions 
of post- migration women of African and Southern Italian descent —   and 
how public health and medical workers treated them —   influenced their 
agency. In turn, the agency exhibited by these women also reflected 
newly forged identities, developed as they accepted or rejected tenets of 
the health systems that were being created around them.

To track what it perceived as the racial nature of health, the New 
York City Department of Health created sanitary districts defined by 
race in the late 1890s, then conducted its first citywide mortality study 
in 1915. After compiling the data, in 1916 it selected the New York City 
Association for Improving the Condition of the Poor (AICP) to cre-
ate and conduct a health demonstration aimed at decreasing infant and 
maternal deaths among poverty- stricken African Americans and British 
West Indians in Columbus Hill, a midtown Manhattan neighborhood 
and the city’s worst mortality “sore spot.”4 At first, the AICP focused 
its efforts on respiratory diseases. However, it quickly shifted its lens to 
syphilis among black women and congenital syphilis in their infants to 
explain high mortality rates, taking a page from southern white phy-
sicians who viewed all blacks as syphilitic —   especially black women. 
To continue this mind- set, the AICP mandated that parturient black 
women undergo syphilis testing and treatment as a condition of receiv-
ing prenatal care, then in its infancy.

In 1917, after declaring its first year of health work in Columbus Hill 
a success when the infant death rate was cut in half, the AICP found 
and chose what it termed a more “racially distinct” area for expan-
sion of its infant/maternal health care experiment: Lower Manhattan’s 
Little Italy, or the Mulberry District. Here, the New York City Depart-
ment of Health and the AICP ignored issues of syphilis among child-
bearing, impoverished Southern Italian women, and instead focused 
on tuberculosis- related illnesses and deaths among adult women, and 
pneumonia and enteritis among their infants. By 1924, this health pro-
gram expanded to cover preschool and school- age children, and an area 
health care clinic was built. These successes aside, the Italian maternal 
acceptance of Anglo American prenatal care and physician deliveries 
never approached the enthusiasm held by African American and British 
West Indian women for similar programs: they rejected the AICP’s top- 
down approach and rejected most native- born white pressures to trade 
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midwives for non- Italian physicians. By the late 1920s, the AICP realized 
that other agencies were duplicating its work in the Mulberry District; 
its infant and maternal demonstration came to an end as the area con-
tracted and Italian families moved to East Harlem and other neighbor-
hoods. Farther uptown, in Columbus Hill, poverty and the mixed- use 
nature of the neighborhood worked to change its landscape forever. A 
tiny health care center —   created specifically for blacks —   could do little 
to accommodate even the dwindling numbers of inhabitants still liv-
ing in the area. In the 1940s, most of Columbus Hill was razed for what 
would become the Lincoln Center complex. Blacks who had lived in the 
neighborhood moved northward to Harlem, or to other boroughs.

I am challenging traditional ideas of early twentieth century urban 
black health care by showing a program that was simultaneously racial-
ized and cutting- edge. Moreover, Columbus Hill’s health demonstra-
tion became the model for a European immigrant neighborhood, which 
contradicts the normal separation of black and nonblack urban health 
care and encourages scholars to take another look at race, health, and 
the evolution of health care programs across groups. Certainly, there 
may have been other European immigrant health care efforts built on 
foundations of black health care.

The AICP’s health demonstrations in both Columbus Hill and the 
Mulberry District were framed and hampered by issues of race and 
class, and fractured by conflicts between mothers and health care work-
ers over “correct” and “modern” birthing and child- rearing methods. 
In addition, when pressured to show the efficacy of its work, the AICP 
produced pamphlets distributed among the public health and medical 
communities that stretched results favorably: in the case of both neigh-
borhoods, the agency claimed successes that an exploration of its own 
internal data call into question.

By examining health demonstrations and client responses from 
almost a century ago I am not only detailing a history of health work 
but also offering a cautionary tale for contemporary health officials and 
health care workers. When developing and carrying out health care pro-
grams for minority and poor communities, one should always consider 
and factor in the agency of women, their concerns, their importance 
within their communities, and their attachments to valued cultural tra-
ditions. As a comparative health study, Health in the City engages and 
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crosses the fields of women’s studies, the histories of public health and 
medicine, transnational migration and urban studies, and ethnic and 
African American studies. It reveals that even the most well meaning 
public health officials and medical workers may inadvertently rein-
force perceptions of inherited or learned inferiority as a determinant 
of health that their programs are created to fix. Today, when biogenetic 
engineering promises much but remains linked to the very notions of 
“race” and racialized difference that the mapping of the human genome 
has disproved, we need to look back at a time when workers in pub-
lic health and medicine could have used new technologies to question 
the immutability of race —   but didn’t —   so that we may have a chance 
to challenge deterministic notions of “race” and dismantle racism in 
the future.

Methodology and Sources

Many have questioned the origins of my obsession with the lives and 
health of black and Southern Italian women and their children. I admit 
my positionality as a “boomer” kid, an only child who watched way 
too many old movies when I should have been outside playing in the 
yard. It seemed that every other film was set in New York City, and the 
“dead end” female or male protagonist always climbed to success by 
hard work. I also noted the absence of African American women from 
the silver screen. Most who were on screen were unattractive and over-
weight, and they were always subservient. As a child, I found the “dead 
end” –   to –   Park Avenue immigrant and the smiling, verbally challenged 
“Mammy” tropes deeply disturbing.

Sociologist Stanley Lieberson’s A Piece of the Pie: Blacks and White 
Immigrants Since 1880 shaped my scholarly interests in the late nine-
teenth and early twentieth century black and Southern Italian women 
who lived in New York City. Lieberson successfully quantified the rea-
sons behind black/European immigrant economic differentials that 
developed from 1880 to 1930. However, I questioned the absence of 
women’s socioeconomic roles in Lieberson’s book and determined that 
a comparative examination of these women’s lives should be done.

In A Piece of the Pie, Lieberson questioned past sociological studies 
that privileged either racial discrimination against poor and working- 
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class African Americans or perceptions of their inferior cultural mores 
as the sole impediments that barred them from attaining the same 
higher economic levels as those achieved by southern, central, and east-
ern Europeans immigrants (or, using his abbreviation, SCE) of similar 
economic stature and job skills during the twentieth century. While 
retaining the salience of racism as a barrier to black status achievement, 
Lieberson went further, employing empirical data and socioeconomic 
theories of racial stratification to argue that other measurable obsta-
cles explained the black/European immigrant status gap that appeared 
between 1880 and 1950. He revealed that although racism has always 
been an impediment to nonwhite success, other measurable factors, such 
as educational differentials, occupational niches, and residential segre-
gation, must be evaluated to determine why African Americans have 
historically lagged behind other nonwhite groups and SCE immigrants.5

Lieberson’s work laid an important methodological foundation for 
my research and thinking. As he states early on, one should not com-
pare “apples to oranges” when analyzing why so many people of African 
descent found it difficult to match the socioeconomic upward move-
ment of the first SCEs and their descendants. In other words, using 
assumptions of the cultural superiority of SCE immigrants and their 
children to explain their economic successes while stating that the slow-
ness of African American economic gains can be explained by cultural 
inferiority can be an attempt to mask scholarly prejudices, feed into 
common historic misperceptions, and hide the difficulties that SCEs 
had had while “making it.” The effect of cultural traditions alone on 
social mobility is difficult to quantify. Thus Lieberson sought quanti-
fiable data that could better explain black/European socioeconomic 
differences over time. He eschewed culture, only employing it to show 
that African Americans were equally or more concerned with education 
than many SCE immigrant groups. In addition, even with the absence 
of women’s perspectives and contributions to their family’s economic, 
social, and emotional welfare, he successfully illustrated that, if one 
constructed a solid socioeconomic structure based on empirical data, 
one could incorporate culture and thus competently compare racialized 
migrant’s lives without relying upon “culture” or “race” alone.6

Over time, some public health reformers between the 1880s and 1930s 
acknowledged that environmental factors, shaped by socioeconomic 
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inequalities, were significant causal agents in determining infant and 
maternal health, while arguing among themselves about how much 
heredity or the à la carte subjectivities found in definitions of “race” 
could also influence individual and group health. I weigh these environ-
mental, socioeconomic, and assumed heredity factors in explaining why 
I think African American, British West Indian, and Southern Italian 
women behaved differently with regard to the public health care they 
received. My research unearthed the tensions between racialists and 
environmentalists at the time, and their ability to accept and inhabit the 
varying shades of racialism and environment in between. Correspond-
ingly, internal communications reflected not only the personal perspec-
tives of social workers, physicians, and nurses but also acts of agency 
from their clientele.7

Although some of my primary source data comes from medical 
journals and health records as part of my attempt to chronicle black 
and Southern Italian women’s responses to the health work created for 
them, I must confess that my interest in public health and medical his-
tory happened quite unexpectedly. I knew when considering graduate 
school that I would research black and Italian women in early twenti-
eth century New York City. In 1996, while conducting initial research at 
UCLA on an Urban Studies seminar paper on black and Southern Ital-
ian women for the late Eric Monkkonen, I happened upon a 1923 Oppor-
tunity magazine article that reviewed how blacks had fared in New York 
City since the start of the 1910s Great Migration of African Americans 
out of the South. The author had briefly mentioned an unnamed black 
neighborhood where, in 1915, almost one- third of the infants had died 
within their first year of life.8 Because of the arbitrary racialization that 
had been incorporated in the establishment of sanitary districts, nei-
ther the author nor the City had considered calculating the black infant 
mortality of an adjoining district that also contained Irish, German, 
Italian, and native- born white inhabitants. However, when I later incor-
porated the black infant mortality rate for this district, the death rate for 
the black area on West 61st, 62nd, and 63rd Streets soared even higher, 
to 46 percent.9 Mesmerized by the enormity of human suffering that 
corresponded even with the lower statistic, my task became one of exca-
vating the information surrounding the incredible numbers —   namely, 
recovering the steps taken in the 1915 Department of Health citywide 
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mortality survey, and what had transpired afterward. In the process, 
my earlier interests in women’s identity became more focused on issues 
of maternal and infant health as I conducted a never- before- attempted 
health client study.

Many historians of medicine and public health have investigated 
how social inequalities influenced and thus complicated perceptions 
of science and medicine as empirical and objective, seen in the past as 
somehow set apart from the biases of practitioners and researchers.10 
For example, in Silent Travelers: Germs and the Immigrant Menace, 
Alan Kraut revealed the symbiotic relationship between U.S. politics, 
economics, Anglo American culture and identity, medicine, and pub-
lic health in the period between 1880 and 1924. Immigration officials, 
armed with newly minted scientific knowledge about bacteria and the 
etiologies of diseases, inflamed nativist concerns over cheap immigrant 
labor by stigmatizing migrants from southern and eastern Europe as 
disease carriers whose presence threatened native- born white American 
health. In particular, as state agencies increased their ability to identify, 
classify, and quantify diseases, and as notions of intelligence testing and 
the hierarchy of supposedly superior and inferior races increased, the 
numbers of immigrants whom they deemed “fit” to become naturalized 
citizens decreased. Although most immigrants gained admittance, they 
found themselves under the constant scrutiny of public health officials 
and reformers who blamed immigrants for any signs of poor health and 
justified their views by citing the impoverishment, strange customs, and 
perceived racial inferiority of each group.11

Europeans experienced the links between “disease and difference” 
in contacts with native American populations, who later succumbed 
to European- borne diseases.12 Explorers and colonists had also learned 
valuable lessons while dealing with their own “virgin soil” epidemics, 
such as malaria and yellow fever, which felled the vulnerable and unsea-
soned.13 Pre- bacterial- era explanations of epidemic diseases centered 
on airborne miasmas, or foul air, that carried effluvia, or microscopic 
particles. Humoralists and anti- contagionists usually argued that dis-
ease required decaying filth as a growth medium for disease. Morality 
and religious beliefs also played a hand in understanding health and 
disease. This mode of thought and belief shifted slightly into the fore-
ground during the 1800s. For example, between the cholera epidemics 
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of 1832, 1848, and 1866, Anglo Americans’ perspectives altered from 
viewing illness as God’s will or wrath to exploring how poverty and filth 
exacerbated the spread of disease. Yet the rise of sanitarianism, and con-
cerns over environmental factors as the cause of disease coexisted with 
the stigmatization or “othering” of nonwhites. Pro- slavery apologists 
such as doctors Samuel Cartwright and Josiah Nott led the fight against 
abolitionism by racializing African American health and disease, thus 
also racializing health differentials between blacks and whites and pro-
viding further scientific justifications for enslavement. This foundation 
of hereditary difference also influenced the treatment of Irish immi-
grants, whom reformers linked to the cholera epidemics due to their 
poverty, “drunkenness,” and dirty surroundings.14

Of the immigrants that Kraut surveyed, the contadini, or townsfolk 
of southern Italy, felt the weight of white nativism with a disturbing fre-
quency through the encroachments of public health officials and visit-
ing nurses. Despite proof from “spokesmen” of the Italian community, 
such as Dr. Antonio Stella, and data compiled by Ellis Island officials 
that revealed low levels of premigration disease, U.S. health reformers 
continued to argue that Italian migrants fell ill to diseases they brought 
with them, not those they encountered through impoverished lives 
spent in overcrowded tenements, workplaces that lacked adequate ven-
tilation, or malnutrition.15

The growth of their numbers frightened even the most tolerant 
Americans: between 1880 and 1921, more than 4.5 million Italians, 
mostly rural unskilled peasants from the south, moved to the United 
States. Most gained entry through the port of Ellis Island, and many 
settled in the New York City area. A vast cultural gulf existed between 
Anglo and Italian customs and responses to health and illness. The 
Italians became the focus of public health reformers as a result of their 
“strangeness” and recalcitrant attitudes toward authority figures —   they 
brought with them a mistrust of uniformed “officials” that had been 
cultivated in Italy. Thus, with mistrust and cultural differences on both 
sides, public health officials castigated them for retaining their cultural 
perspectives on health care (“magic and superstition” to Anglos), and 
Italians resisted many incursions of health workers.16

Kraut’s work is vastly important because he correlates the edicts of 
health officials, nativists’ fears about the onslaught of racial inferiors, 
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industrialists’ need for cheap immigrant labor, the cultural clash over 
disease and its spread that occurred between native- born whites and 
immigrants, and the ways in which immigrant groups resisted or 
accommodated the desires of public health officials. Missing, of course, 
are people of African descent who either lived in New York City during 
the time of massive immigration from southern and central European 
immigration or migrated from the Caribbean, West Indies, and South 
America. Regardless of geographic origins, their numbers increased as 
Anglo nativists placed a firmer legal damper on non –   northern Euro-
pean immigration. Moreover, some white northern reformers tagged 
blacks as socially dangerous because of the belief that they carried the 
same diseases as SCE migrants, a token from southern white physicians 
who warned their northern counterparts of diseased black women as 
domestics and their closeness to white families.

Therefore, the movement of blacks out of the South during the first 
Great Migration should be studied in concert with the era of massive 
European migration, because the two movements fed upon and sup-
ported the other. Since historians of science and public health have 
grounded Anglo American notions of racial differentials in health and 
disease within the legacy of slavery and Emancipation, a comparison of 
the health care received by groups of African and southern European 
ancestries and their responses is long overdue.17

Lastly, when public health reformers targeted women’s reproduction, 
childbirth, and child rearing as objects of public health concerns, they 
commingled notions of women’s bodies and bodily integrity, the home, 
and cultural traditions. James Scott’s theory of “public transcripts” 
and “hidden transcripts” is invaluable in unearthing how seemingly 
powerless subgroups (such as my impoverished black and Italian 
women) always possess some measure of agency and may hide col-
lective actions and words of resistance from the public sphere. There, 
representatives of the dominant culture (such as the public health 
workers and officials who served these female immigrant clients) wear 
a public mask that also may hide hidden private words and actions 
that belie their dominant position. According to Scott, “[by] assessing 
the discrepancy between [emphasis his] the hidden transcript and the 
public transcript we may begin to judge the impact of domination on 
public discourse.”18
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I raise several questions where a scrutiny of public and hidden tran-
scripts provides alternate answers that explicate the complexity of these 
women’s lives. For example, when AICP nurses questioned Columbus 
Hill’s black women to find their marital status, they overwhelming 
replied “married.” Historian Herbert Gutman revealed a marked differ-
ence in the Columbus Hill black male- to- female ratio, which did not 
become equal until 1925. He maintained that most black women were 
not single heads of households.19 Studies done in the 1910s and 1920s by 
Frances Blascoer and Abram Harris —   respectively, a white female and a 
black male social worker who were both sympathetic to the women of 
Columbus Hill —   revealed difficulties in collecting critical data, or much 
lower rates of marriage for these women than the 96 percent marriage 
rate reported by the AICP.20

Who was right —   the AICP and Gutman, or Blascoer and Harris? Or, 
better yet, should one instead look at the power held by these women to 
map the terrain, see what was expected and at stake, and reveal just so 
much to authority figures? At the turn of the twentieth century, much 
of white American society stigmatized women of African ancestry 
as wanton or hypersexual. One can easily surmise that these women 
told public health nurses they were married in order to receive better 
prenatal care, or to receive care at all, because they felt that monoga-
mous (though extralegal) relations equated with marriage. In addition, 
I believe they may have lied to counter prevalent white stereotypes of 
black female sexuality. They may have been motivated by both reasons, 
including stretching the truth to keep whites out of their personal busi-
ness. Were black female statements of marriage public transcripts that 
masked the reality of their private lives?

Regarding the Southern Italian Mulberry population, the City of 
New York instituted its first anti- tuberculosis campaigns in 1900. Part 
of the new public behavior that officials demanded was an end to pub-
lic spitting, where air circulated from common instances of walking or 
wind could become a vector for the inhalation of dried tuberculosis 
sputum particles. Moreover, tuberculosis pamphlets disseminated by 
public health officials stressed that in order to avoid ingesting contami-
nated sputum, individuals should not drink or eat from the same cups, 
plates, or eating utensils. These public health warnings ran head on 
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into cultural differences. For example, Alan Kraut has shown that spit-
ting was an integral part of Italian culture. According to Kraut, South-
ern Italian mothers believed that their spit, used on an infant’s eyes, 
would protect it from conjunctivitis, or treat impetigo. Italian women 
undergoing a difficult delivery also asked neighbor women to spit out 
the window to ward off evil spirits. They also used spittle as a purga-
tive or to protect against the evil eye.21 Did they hold on to these tra-
ditional methods at home? Were these actions hidden from those in 
public authority —   especially since most Italian women continued to 
use midwives? Inquiries into and answers for these and other questions 
help reveal how, from seemingly powerless positions of racial, cultural, 
socioeconomic, and political subjugation, African American, British 
West Indian, and Southern Italian women may have successfully hidden 
their private lives from public view at a time when public health officials 
felt that their private lives demanded public scrutiny.

Chapter Outline

Chapter 1, “Migration and the City,” charts the worlds that African 
American, British West Indian, and Southern Italian women encoun-
tered and created after coming to New York City, juxtaposed against 
the spaces, attitudes, and expectations of their homelands. Here I reori-
ent the narrative around excerpts from social work files that reveal the 
lives of individual women and migration theories, inserting African 
Americans and British West Indians into standing European migration 
literature that has excluded them. While there were some differences, 
black and Southern Italian women often had parallel and overlapping 
reasons for their migrations and competed for housing, services, and 
even prospective sexual mates. This chapter also includes sociological, 
literary and cultural aspects of their lives, imperative in postulating how 
they felt about themselves, their expectations, and the demands of their 
pre-  and post- migration communities. I also briefly explore what life 
was like for impoverished women and children who lived in Columbus 
Hill and the Mulberry District. Using census and sociological data from 
the 1910s and 1920s and Community Organization Society social work 
interviews of women living within the areas, I reconstruct how these 
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poor and working- class women dealt with the vagaries of daily urban 
living: abandonment, poor health, caring for their children, work, 
and abandonment.

Chapter 2, “Professionalization in the City,” examines the historical 
tenets of “maternalist” movements as loci to investigate how the profes-
sionalization of medicine and nursing combined in New York City to 
transform it into apex of “modern” municipal medicine at the dawn of 
the twentieth century. Here I argue that it is important to interrogate 
these constructions as contradictory, yet complementary, conceptions 
of racially gendered and classed identities in the United States that were 
firmly rooted in the perception and existence of racial and gendered dif-
ferences, yet undergoing contestations at the same time.

Chapter 3, “Work in the City,” charts the professionalization of pub-
lic health and social work and its effects on Columbus Hill, the chap-
ter’s focus. In this chapter, I look at the amalgamation of top- down 
efforts to aid and analyze the poor, starting with Dr. S. Josephine Baker, 
head of the Division of Child Hygiene and the first woman to lead a 
municipal city department in the U.S., and continuing to the legendary 
Dr. W. E. B. DuBois who, in 1900, studied black life in San Juan Hill 
(the earlier name for Columbus Hill). I then discuss a more “middle-
 up” perspective from social worker Frances Blascoer, who worked in 
Columbus Hill, and Mary White Ovington, the activist and “mother” of 
the National Association for the Advancement of Colored People, who 
actually lived among blacks in Columbus Hill.

Chapter 4, “Culture in the City,” begins with an 1892 Frances Ellen 
Watkins Harper speech to Brooklyn women on black mothering, and 
then incorporates popular cultural artifacts —   work and blues songs, 
poetry, folklore, and short stories —   to elicit cross- class perspectives of 
black womanhood from African American and British West Indian men 
and women in each particular group. I use this dialog to interrogate 
how women and men within these cultures responded to debates sur-
rounding issues of privacy that were withheld from women, especially 
women of color: their bodies, female sexuality, being a “good mother,” 
and the meaning of motherhood.

Chapter 5, “Birthing in the City: Columbus Hill,” starts with the 1915 
citywide health study, the Health Department’s decision to start health 
work in the black section of Columbus Hill, which it saw as a “hot zone,” 
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and its devolution of power to the AICP, which decided to ignore the 
effects of tuberculosis, pneumonia, enteritis, and other respiratory dis-
eases for infant and maternal syphilis. I posit that health officials ignored 
respiratory diseases for syphilis because of their acceptance of age- old 
stereotypes. Moreover, while changes in the diagnosis and treatment of 
syphilis infections were still dependent on the determinations of physi-
cians and the efficacy of laboratories, the existence of multiple sites of 
maternal health care within the neighborhood —   and of the Vanderbilt 
Clinic, which was staffed by medical students and syphilologists from 
Columbia University —   made it prime territory for a public health dem-
onstration and the subject of multiple articles on syphilis treatments, 
which were published in medical journals.

Chapter 6, “Health in Columbus Hill,” continues by critiquing the 
actual health work done in Columbus Hill, and the pernicious effects 
of tuberculosis —   the widespread disease that the AICP chose to ignore. 
While the neighborhood experienced a small yet significant decrease in 
infant deaths from syphilitic infections, this cannot explain the enor-
mous decline in infant and maternal deaths that occurred in the AICP’s 
first year of research. More to the point was the agency of African 
American and British West Indian women, who went out of their way 
to seek prenatal and postnatal care, even while dealing with mandatory 
syphilis testing and treatment.

Chapter 7, “Birthing in the City: The Mulberry District,” tracks 
why —   then how —   the AICP in 1918 expanded its Columbus Hill- model 
of public/private infant and maternal health care into Lower Manhat-
tan’s Little Italy, the Mulberry District, which the agency deemed a more 
“racially pure” neighborhood in its own internal documents. Here, the 
AICP chose to forego the mandatory syphilis testing and treatments for 
parturient women to receive prenatal care that they were mandating for 
black women in Columbus Hill. Instead, in an effort to introduce pre-
natal care, the agency took the Italian preference for Italian midwives in 
its crosshairs and, viewing itself as an “entering wedge” into the commu-
nity’s health care and cultural traditions, implemented Anglo Ameri-
can physician deliveries in lieu of Italian midwife deliveries. To answer 
“why,” I engage the broader anti- midwifery movement in this chapter, 
and its racial and classed foundations, to help explain why Columbus 
Hill’s African American and British West Indian women had eschewed 
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midwives and overwhelmingly accepted physician deliveries in Colum-
bus Hill, while Southern Italian women doggedly clung to midwives 
throughout the 1920s.

Chapter 8, “Health in the Mulberry District,” contrasts the actual 
health work done by the AICP and the Department of Health in the 
Mulberry District, from the perspectives of officials, the efforts of 
works, and the reactions of clients. The AICP’s designation of the “mid-
wife problem” became an enduring “line in the sand” between the dis-
trict’s Italian women, the larger community, and health care workers. 
This is clearly reflected in the agency’s 1924 pamphlet Protecting the 
Mother and Child; however, despite maternal resistance, the AICP again 
lauds it efforts, much as it does in Health Work for Mothers and Children 
in a Colored Community. The internal data from which the AICP con-
structed Protecting the Mother and Child reveals that the agency may 
have “helped” its public image by inflating some of its reported data 
on maternal/infant health outcomes. This may have been done so that 
Italian maternal and community acceptance of Anglo preschool public 
health and medical programs made more sense. Regardless, the basis of 
the AICP’s medical work in the Mulberry District was racially gendered 
and classed. The AICP mistakenly believed that, like Columbus Hill’s 
African American and British West Indian women, Southern Italian 
women would similarly adopt Anglo birthing and prenatal programs. 
Instead, the women resisted, leading the AICP to blame them for their 
ignorance when, in fact, it was the AICP’s ignorance of Italian culture 
and mores that had thwarted some of the outcomes it had wanted to 
achieve. By 1930, the AICP reviewed its efficacy in the Mulberry Dis-
trict and realized that its efforts had been limited by resistance from the 
neighborhood’s Southern Italian women —   even though it had publically 
trumpeted its successes only six years earlier.
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