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This article examines how scrofula was classified as a distinct 
disease in Danish medical history around the turn of the 20th cen-
tury. Dr. Niemeyer, a naturopathic advocate, attributed scrofula 
to an unhealthy composition of bodily fluids, whereas Dr. Geill 
viewed it as a tuberculous condition and a precursor to pulmo-
nary tuberculosis. While they differed on causation – particu-
larly regarding heredity – they agreed on prevention strategies, 
emphasizing fresh air, skin care, nutrition, and physical activity 
to reduce contagion and improve children’s resilience. Physicians 
advocated guiding children in dietary and hygienic practices to 
fortify their resistance against the tubercle bacillus. 
The article highlights how naturopathic discourses were chal-
lenged by emerging claims that scrofula was an infectious dis-

ease. Expanding clinical assessments to include home hygiene 
and working conditions reflected broader shifts in societal health 
rationales. Public health measures required coordinated efforts 
between physicians and municipal authorities rather than being 
solely an individual responsibility. 
Finally, this historical perspective is framed within a modern pub-
lic health context, emphasizing the bio-psycho-social model of 
health and disease. It underscores the lasting relevance of inter-
connected health approaches, drawing parallels between past 
strategies against scrofula and contemporary public health efforts 
to address infectious and non-communicable diseases. Integrating 
historical insights into modern policy and practice can enhance 
health equity and prevention strategies.
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Summary

Introduction
Tuberculosis serves as an excellent prism for 
understanding and discussing recent medical history, 
as its complex social, political, and medical dimensions 
reflect evolving perspectives and approaches within 
modern healthcare and public health policy  [1-5]. In 
line with this, the study of scrofula has seen a resurgence 
in medical history research, with articles exploring its 
history in France  [6], Italy  [7-9], the UK  [10], and 
Spain [11, 12]. The Spanish articles posit that scrofula 
has traversed three distinct stages in medical history: 
(a) the ‘humoral’ phase, originating in antiquity, 
wherein scrofula was perceived as a condition caused 
by an imbalance of the four bodily humors (blood, 
phlegm, yellow bile, and black bile); (b) the ‘royal’ 
phase, marked by the medieval belief, particularly in 
France and England, in the curative power of the royal 
touch  [13-19]; and (c) the ‘modern’ phase, wherein 
scrofula was redefined as a distinct disease following 
the advent of bacteriology. 
This article aims to explore how scrofula emerged as 
a defined medical entity in Denmark around the turn 
of the 20th century. Specifically, how was scrofula 
understood and classified as a disease in a Danish 
medical historical context? How was it delineated 

in such a way that contemporary physicians could 
recognize and diagnose it? 
The analysis is based on two contemporary works 
that attributed specific manifestations to scrofula. 
Both books, authored by medical professionals, were 
published within a few years of each other, lending 
credibility to the source material. They are structured 
similarly, addressing the nature, causes, prevention, 
and treatment of the disease, allowing for a comparative 
analysis of commonalities and differences.
On one hand, German physician Paul Niemeyer 
(1832-1890) argued in his 1888 work On Glandular 
Disease (Scrofula), Its Causes, Prevention, and 
Treatment that the disease could be prevented and 
cured through a healthy lifestyle: “We can assume 
that Glandular Disease is fundamentally caused by 
child care practices that conflict with the principles 
of maintaining a healthy balance of bodily fluids, 
and generally against all healthy living habits”  [20, 
p.  28]. Niemeyer’s book was the fifth volume in a 
series for the Medical Home Library and aimed at a 
general audience. The same year, German naturopath 
Friedrich Eduard Bilz (1842-1922) published Das neue 
Heilverfahren; Lehrbuch der naturgemäßen Heilweise 
und Gesundheitspflege, which became a bestseller and 
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was translated into 12 languages, including a Danish 
edition titled The New Naturopathic Method. Both 
books emphasize achieving health through a healthy 
lifestyle, indicating a close connection between them. 
Conversely, Peter Christian Frederik Geill (1860–1938) 
posited in his 1890 work Chest Diseases: The Origin, 
Prevention, and Cure of Pulmonary Tuberculosis with 
Special Regard to Domestic Conditions that scrofula 
should be regarded as a precursor to pulmonary 
tuberculosis: “Signs of Scrofula  [are] evidence that 
they already carry the seeds of  [Tuberculosis] within 
them” [21, p. 49]. This statement directly links to the 
1882 discovery by German physician Robert Koch 
of rod-shaped bacteria in the sputum of tuberculosis 
patients [22, p. 96].
This suggests that the naturopathic paradigm was 
challenged during this period by emerging views on 
scrofula as an infectious disease linked to tuberculosis. 
Physician Rolf Hertz (1868-1937) emphasized that 
“Tuberculosis is the dominant etiological factor in 
the development of Scrofula’s varied symptoms” [23, 
p. 2]. The following sections will closely examine the 
source material to understand how Niemeyer and Geill 
perceived and presented scrofula in a Danish medical 
historical context.

The Manifestations of Scrofula

Niemeyer interpreted scrofula as the “result of an 
unhealthy composition of bodily fluids”  [20, p.  7], 
and to assess the quality of these fluids, one had to 
consider their “total amount and nature.” Physicians 
were “quite practiced in daily life at assessing”  [20, 
p. 6] whether there was either too much fluid, leading 
to a bloated face, or too little, resulting in a thin and dry 
appearance. It was a common disease that physicians 
were accustomed to diagnosing. The face played 
a central role in Niemeyer’s clinical assessment of 
whether a person was ill. If glands became inflamed 
in “glandularly weak, scrofulous children,” swollen 
lymph vessels and nodes were often found on the “neck 
and nape,” first appearing as “thick cords” and then as 
“large, tender knots,” requiring surgical “incision to 
drain them” [20, p. 13].
Niemeyer described how scrofula could be 
pathologically characterized by lymph nodes forming 
“pea-sized, painless lumps that are movable under the 
skin and appear individually; later, they grow and can 
become as large as apples.” These primarily appeared 
on the neck and under the jaw, but could also occur 
in other specific areas with clusters of lymph nodes, 
such as the armpit and groin [20, p. 38]. A distinctive 
symptom of scrofula was a thick-necked appearance, 
and the pig-like face (scrofa, Latin: sow) thus became 
the anchor of the clinical description. Over time, 
the affected lymph nodes formed “cheesy, matter-
filled masses, which must be removed if accessible,” 
potentially leaving a “cavernous sore, from which 
flows a sparse amount of matter mixed with cheesy 

clumps.” These surgical wounds healed slowly and 
produced characteristic “white, deep, radiating scars, 
which we have so often seen in daily life” [20, p. 39]. 
It is noteworthy that Niemeyer observed how the gland 
disease (scrofula) and its surgical treatment could mark 
scrofulous patients with distinctive scars that were 
common in the late 19th century. Initially, a pig-like 
face, followed by stigmatizing radiating scars.
Geill, in parallel with Niemeyer, maintained that 
scrofula was not a disease “specific to the lungs but 
found in the intestines, joints, and most commonly 
in the glands”  [21, p.  7]. Geill vividly described the 
journey of the tubercle bacillus: “The tubercle bacillus 
is absorbed by the lymph flow and transported to the 
glands, where it settles [...] if a child with particularly 
susceptible glands is affected, the glands will become 
tuberculous, and the child will become ‘glandularly 
weak’ (scrofulous)” [21, p. 8].
According to physician Carl Marinus Reisz 
(1829-1902), the tuberculous attack on tissue generally 
progressed “from gland to gland, until it forms a 
continuous lump [...] sometimes a gland is so rapidly 
and completely altered throughout its mass that it 
becomes impermeable”  [24, p.  54]. Not unlike a 
sailor’s tattoo, where the nearest “axillary gland fills 
with pigment, completely blocking further circulation 
in the gland, which becomes a barrier to the further 
progression of the pigment”  [24, p.  55]. This could 
explain why tuberculosis remained localized in the 
nearest gland instead of spreading into the tissue, 
except in the neck, where the tubercular infection often 
migrated. When the glands in the neck were affected, 
the child developed “a familiar appearance with large, 
palpable knots on the neck, but if the glands of the 
chest or abdomen become tuberculous, the disease is 
not readily recognized by everyone” [21, preface].
Niemeyer argued that scrofula was a serious disease, 
demonstrating that “the disease can manifest anywhere, 
in organs and tissues, from the skin and mucous 
membranes to the deepest bones”  [20, p.  48]. He 
approached this systematically and soberly: 

The Skin
The skin was where “Glandular Disease most loves to 
appear,” and it was “the part of the human body that is 
first affected  [...] particularly on the hairy part of the 
head, the face, and behind the ears.” Niemeyer believed 
that the hairy parts of the head and face were first 
affected because the body hair was “suitable for holding 
scabs and dirt.” Scrofula presented as a “rash covered 
with thick, oozing yellow scabs” [20, p. 40]. The fluid 
irritated the skin and was contagious, necessitating 
care to prevent its spread to other parts of the body. It 
was essential “to observe the necessary cleanliness in 
time” and prevent scrofula from spreading “to larger 
and larger areas”  [20, p.  40]. Again, attention was 
drawn to the face, as scrofula’s pig-like face could 
develop from the hairy parts of the head and face into a 
“yellow-brown, oozing, and stinking mask” [20, p. 40]. 
Other manifestations of gland disease were also noted, 
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as scrofulous conditions could affect tissues beneath 
the skin. These presented as abscesses throughout the 
body, “sometimes located just beneath the skin and 
sometimes deep between the muscles.” They ranged 
from pea to hazelnut-sized lumps that, “when they 
become ‘mature,’ have a dark bluish-red color.” If the 
physician opened the abscess, “thin bloody matter 
flowed out,” and the wound healed slowly [20, p. 41].

The Mucous Membranes
In addition to abscesses that appeared as swollen 
lumps under the skin, scrofulous mucosal disorders 
also occurred in the form of “chronic catarrhs with 
an exceptionally strong secretion of mucus with great 
persistence.” The mucous membranes connected to the 
external skin “in the eye, at the corners of the mouth, 
the nose, and the ear” were at risk, and especially the 
nose could swell, giving patients a quite characteristic 
appearance; however, the stomach, intestines, and 
bronchial tubes could also be affected by catarrhs [20, 
p. 42].

Bones and Joints
On the arms and legs, scrofula manifested as swollen 
joints, “double joints,” where the bones of the arms 
and legs could bend like wax under pressure. This was 
particularly evident on the shins, “so the sharp ridge of 
the shinbone protrudes like the edge of a saber”  [20, 
p.  46]. Scrofula was not just about enlargements, 
but also inflammation — characteristic lumps — in 
the bones and joints themselves  [20, p.  48]. Scrofula 
reached deeper, causing inflammation in bones and 
joints. It formed “lumps in the bone itself, filled with 
matter, gradually working their way to the bone’s 
surface,” from where they could open into surrounding 
muscle tissue and further out to the skin [20, p. 47]. If 
an inflammatory lump opened spontaneously, it did so 
very slowly, while it could also cause “sores that could 
persist for years with continuous discharge of thin, 
foul-smelling fluid.” Even if the sore closed, there was 
no guarantee that “it would not reopen under certain 
circumstances,” leaving scars that could impede natural 
movement in “the affected part of the body” [20, p. 48]. 
This scrofula was a chronic, fateful disease.

Aetiologies of Scrofula

Niemeyer emphasized the importance of scrofula as a 
distinct disease among other contemporary illnesses, 
such as rickets, as he considered scrofula to be “more 
intrusive in the human organism”  [20, p.  48]. As 
mentioned, Niemeyer attributed the cause of the disease 
to the pathological composition of bodily fluids, 
specifically lymph — “the colorless fluid prepared in the 
intestinal canal from ingested nutrients” [20, p. 12]—
as the localized origin of scrofula. In other words, 
the imbalance of lymph due to dietary intake was the 
direct cause of scrofula. Niemeyer termed an unhealthy 
composition of bodily fluids as scrofulous [20, p. 28], 

holding that scrofula was “in some cases [...] inherited,” 
but in most instances, it was “surely acquired” through 
a child’s “inappropriate treatment” or living conditions 
that either developed “possible predispositions for the 
disease or outright triggered it” [20, p. 28]. It was only 
when a patient became scrofulous, with lymph nodes 
swelling and becoming tender due to inflammation, 
that scrofula could be visually diagnosed. Glandular 
pain was not a good indicator of scrofula, but it was 
unnecessary, as visible glands were a reliable sign 
of the disease. Niemeyer distinguished between 
rapidly emerging glands in acute conditions, which 
were “generally very tender,” and chronic conditions 
with a prolonged course, where “the glands could be 
completely painless” [20, p. 13].
In contrast, Geill vigorously advocated that scrofula was 
fundamentally a tuberculous infection, a view promoted 
and disseminated among colleagues following Robert 
Koch’s (1843–1910) discovery of the tubercle bacillus 
in 1882. As early as 1865, French physician Jean-
Antoine Villemin (1827–1892) described tuberculosis 
as a non-hereditary disease [22, p. 8], but it was only 
after Koch that the role of heredity in “the origin of 
pulmonary tuberculosis”  [21, p.  9] was dismantled. 
According to Geill, the presence of the tubercle bacillus 
and a predisposition to disease in the form of a general 
state of weakness were necessary for scrofula to 
develop. Scrofula in “the mouth, nose, and facial skin” 
was explained by Geill as a “tuberculous affection” 
rooted in “tuberculosis in the tonsils”  [21, p.  5]. The 
disease’s array of symptoms in individual cases needed 
to be attributed to tuberculous infections, which starkly 
contrasted Niemeyer’s explanation. Regarding the 
tubercle bacillus, the recognition that dried bacteria 
could survive “up to half a year outside the body” in a 
dry state meant that policymakers increasingly took an 
interest in the citizen’s private home [21, p. 6]. Thus, 
bacteriological surveillance in society became a key 
element in the name of prevention.
Scrofula was understood by proponents of the 
tuberculous perspective as a chronic disease that, 
while originating as an infectious disease through 
a pathogen’s influence, had been exacerbated by a 
“congenital or acquired state of debility”  [21, p.  77]. 
Physicians were particularly attentive to individuals 
weakened by “overexertion, illnesses, childbed, 
etc.” [21, p. 50]. Notably, “uncleanliness and poor skin 
care” were considered to contribute to a state of frailty, 
as “the skin participates in the work of expelling a 
large quantity of harmful metabolic products from the 
body” [21, p. 14]. The skin (and home) had to be kept 
clean and tidy, as this helped to prevent this unclean 
disease.
Geill believed that children’s bodies should be gently 
hardened to raise their metabolism and provide at-risk 
children with the greatest possible resistance. It was 
crucial that the child received “plentiful, nourishing, 
and easily digestible food,” allowed their lungs to inhale 
“fresh and clean air,” and engaged in physical exercises 
to strengthen “respiratory muscles and stimulate blood 
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circulation,” thereby promoting “nutrition” [21, p. 51]. 
This view aligned with Niemeyer, who asserted that 
a balanced relationship between “food and drink” on 
one hand and “physical movement” on the other  [20, 
p.  25] was essential to ensuring a proper mixture of 
bodily fluids. Geill and Niemeyer concurred that 
healthy living required fresh air, skin care, nutrition, 
and physical activity.

Fresh Air
Fresh — and especially clean — air was considered 
“one of the greatest conditions for health,” while poor, 
stagnant, and particularly humid air was viewed as 
“the absolute most harmful thing imaginable.” Air was 
perceived as a “purifying agent for bodily fluids, as vital 
to the organism as the intake of nutrients” [20, p. 20]. 
Regarding the lungs and branches of the respiratory 
tract, Niemeyer asserted that catarrh occurred because 
the mucous membrane was “susceptible and exposed 
to the effects of poor air” [20, p. 44]. The relationship 
between fresh air and nutrition was expressed in 
the notion that a person could thrive “better on less 
good food when living in fresh air” than on excellent 
“nourishment while simultaneously residing in poor 
air” [21, p. 19]. Poor air was a primary cause of scrofula, 
emphasizing the importance of access to fresh air.

Skin Care
Niemeyer understood that what air was to the lungs, 
water was to the skin, and that glandular disease rarely 
developed “as long as one continues with baths.” 
However, in practice, it often happened that parents 
ceased bathing the child after the first few weeks 
– especially if there were multiple children in the 
family. Niemeyer provides an example where a “doctor 
happens to prescribe a bath,” only to observe that it was 
“something the child was not accustomed to at all” [20, 
p. 23]. This absence sometimes developed into a fear 
of water, despite the fact that most children were “not 
able to bear the consequences of this neglect without 
harm.” In practice, the earlier parents stopped bathing 
their child – and deprioritized regular skin care — the 
earlier symptoms of scrofula appeared in the form of 
“eruptions on the body, face, or head” [20, p. 23].

Nutrition and Physical Activity
Just as the vital role of fresh air was crucial, poor diet 
was similarly perceived as one of the most decisive 
causes of scrofula, “when the body’s nutritional fluids 
are already of poor quality”  [20, p.  34]. Inadequate 
nutrition manifested even more quickly if the child was 
also “confined in rooms with poor air, where they also 
cannot get sufficient exercise”  [20, p.  36]. Niemeyer 
wrote that “the affliction is essentially doubled” if 
glandular swellings occurred in the intestines, as this 
could lead to nutritional disturbances and digestive 
issues in the child [20, p. 7]. Thus, there was continuity 
between the naturopathic method, as represented by 
Niemeyer, and the pulmonary tuberculosis model 
presented by Geill, where scrofula was considered 

an infectious disease. This was evident in that both 
approaches placed particular emphasis on the social 
aspects of the disease, despite conflicting views on the 
etiology of scrofula. A key issue influencing treatment 
was whether scrofula could be inherited or acquired, 
and the general impact of (workplace) environment.

Treatments of Scrofula

Until 1865, scrofula was viewed solely as a hereditary 
disease, which meant that therapy was limited to 
symptomatic relief, such as stays in Madeira and 
Corsica to provide patients with sun and warmth, 
and notably the “extensive use of cod liver oil and 
Swedish Bitters”  [24, p.  8]. Niemeyer argued that 
scrofula was best treated “by adhering to the general 
dietary guidelines”  [20, p.  49]. This explains why 
only three of the book’s 52 pages explicitly dealt with 
the treatment of scrofula, merging the content with 
previously mentioned points about fresh air, exercise, 
skin care, and nutrition. Niemeyer viewed scrofula as a 
“comprehensive constitutional disorder” that “is easier 
to prevent than to cure” [20, p. 52], resulting in a strong 
focus on preventive measures and practical guidance.
Niemeyer categorized scrofulous patients into two 
groups. The first was the obese patient, who had “a 
very peculiar appearance. The body is plump; the skin 
is puffy, lacking elasticity, and of a peculiar grayish-
pale color; the lips are thick, protruding, and have a 
pale blue color.” These obese patients were often from 
the wealthier classes, “whose children are allowed to 
fill themselves with all kinds of foods, without regard 
to their type or quantity”  [20, p.  35]. The second 
group was the thin patient with a “slender build 
with transparent, white, thin, fine skin with little fat 
underneath; the cheeks have a peculiar fine red color; 
the muscles are weakly developed.” The thin patients 
generally came from the “poorer population, who must 
live on potatoes, pork, and similar cheap dishes that 
can only be called nourishing to a certain extent” [20, 
p.  36]. There is an interesting contrast between the 
disease profile then and now, where the situation today 
is diametrically opposite.
At the 1890 International Medical Congress in 
Berlin, German bacteriologist and physician Robert 
Koch attempted to move beyond his discovery of the 
tubercle bacillus by introducing a new miracle remedy. 
Unfortunately, tuberculin proved to have no curative 
effect on tuberculosis in practice. Geill hoped that it 
would “be possible for us to find a remedy that can 
directly affect and kill the bacilli after they have 
entered the lungs and attacked them”  [21, p.  71]. He 
also acknowledged that no miracle cure existed in 
1890, despite high demand, as the “absolute cure” took 
not days and weeks, but months and years [21, p. 77].
According to Reisz, tuberculosis treatment in 1899 was 
characterized by its “complex nature.” The Germans 
pursued results using tuberculin, but these immunity 
experiments were “rather naïve and thus only briefly 
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reported” [24, pp. 26-31]. Edoardo Maragliano’s (1849–
1940) and other Italians resorted to serum treatment, 
which gained attention between 1895 and 1898. Reisz 
admitted: “I cannot deny that this serum strikes me as 
highly suspect, and as I have already mentioned, the 
available reports make one inclined to consider it a thin 
and weak form of tuberculin.” [24, p. 34]. Auriol and 
Sollaud, a French naval physician based in Cherbourg, 
treated patients using inhalation of sulfurous acid, 
reporting notably positive clinical outcomes  [24, 
pp. 45-49]. Reisz concluded: “It is therefore not always 
easy to determine which element or elements in the 
chain of treatment is the primary remedy, or indeed 
how much each of the methods used contributes to the 
outcome of the treatment.” [24, p. 78].
As mentioned, the medical miracle cure remained 
elusive, and treatment continued to focus on “raising 
the organism’s strength and resistance by placing [the 
scrofulous child] under good hygienic and dietary 
conditions”  [21, p.  75] to bring “the organism up 
from the predisposed state in which it has sunk” [21, 
p.  50]. This held no novelty, in line with Niemeyer’s 
highlighted measures.
Geill’s rationale was that a better composition of the 
blood and the vitality of individual cells enabled the 
lungs to establish an “impenetrable barrier against the 
tubercle bacilli’s attack.” This was achieved through 
“a cartilaginous capsule that excludes the tubercle 
bacilli from the surrounding healthy lung tissue,” 
thereby depriving them of access to nutrients, which 
would ultimately extinguish the disease  [21, p.  75]. 
This approach remained the only defense against the 
external aggressor until the development of the well-
known Calmette vaccine (BCG), which remains the 
only partially protective vaccine against tuberculosis 
today. Geill highlighted, from an occupational health 
perspective, how the general spread of tuberculosis 
correlated with “the population’s occupations and 
sources of employment, its poverty, and its vices” [21, 
p.  77]. Geill categorized “urban industry and factory 
work and alcoholism,” which reduced the population’s 
resistance, as modernity’s iron cage, while “rural life, 
with its abundant outdoor movement, relatively easier 
access to appropriate food  [e.g., milk], and its lower 
propensity for drinking,” was elevated as the optimal 
living conditions.
It is, however, noteworthy that heliotherapy and 
the therapeutic use of sunlight  [27] – also widely 
promoted in southern European countries at the time, 
as noted above – are almost entirely absent from 
Dr. Niemeyer’s and Dr. Geill’s works. This limited 
attention suggests that sun-based treatments were not a 
central component of Danish scrofula management, in 
contrast to Mediterranean practices where heliotherapy 
featured prominently in both medical and public 
discourses. The omission in Danish sources may reflect 
climatic constraints or a cultural-medical preference 
for emphasizing air, hygiene, and nutrition over direct 
solar exposure.
Overall, the focus shifted from individual internal 

imbalance to the impact of the working family’s 
environment, living, and working conditions. As 
is known, from 1875, medical reports were altered 
from pre-printed forms to include comment fields 
for describing the patient’s hygienic conditions at 
home  [25, p.  283]. This development occurred in 
parallel with the evolving understanding of the causes 
of scrofula, reflecting a broader public health movement 
in the latter half of the 19th century [26].

Bridging Historical Perspectives with 
Recent Advances in Contemporary 
Public Health

The historical discourse on scrofula highlights 
pivotal transitions in public health paradigms that 
resonate with contemporary understandings of 
disease and health. At the turn of the 20th century, 
scrofula’s prevention and treatment relied heavily 
on the interplay between environmental, social, and 
individual factors. Fresh air, nutrition, and hygiene 
were emphasized not only as therapeutic measures but 
as essential public health strategies. This reflects an 
early acknowledgment of what we now recognize as 
the bio-psycho-social model, where health is viewed 
as an outcome of biological, psychological, and social 
determinants [28-31]. 
Scrofula, classified as a precursor to tuberculosis, 
also underscores the fusion of infectious and chronic 
disease paradigms; a theme that persists today  [32-
37]. Diseases like HIV/AIDS, initially acute and 
infectious, have transitioned into chronic, manageable 
conditions. Similarly, the intertwined narratives of 
infectious and non-communicable diseases (NCDs) 
illustrate the complexity of contemporary public 
health challenges, where socioeconomic factors and 
chronic comorbidities influence disease progression 
and outcomes. In this context, historical strategies 
for scrofula’s prevention, such as improving living 
conditions and fostering intersectoral collaboration, 
resonate with modern efforts to address health 
inequities and social determinants. The early 20th 
century municipal hygiene reforms in Denmark 
foreshadowed today’s holistic approaches to health 
promotion, bridging the gaps between medical 
interventions and societal well-being. These historical 
lessons remain relevant in addressing contemporary 
global health issues, reinforcing the importance of an 
integrated and adaptive public health strategy.

Acknowledgements 

The study has received funding from the Danish Society 
for the History of Medicine. The funders had no role in 
study design, data collection and analysis, decision to 
publish, or preparation of the manuscript.



U.B KIRK ET AL.

E268

Conflict of interest statement

The authors declare no competing interests.

Authors’ contributions

UBK conceived the initial idea, conducted the historical 
analyses, drafted the first version of the manuscript, 
and contributed to subsequent revisions. CW and PK 
provided contemporary public health perspectives, 
contributed to the development of the initial concept, 
and critically reviewed manuscript drafts. All authors 
have read and approved the final version of the 
manuscript for publication.

References

[1] Hamlin C. Public Health. In: Jackson M, ed. The Oxford 
Handbook of the History of Medicine (2011; online edn, Ox-
ford Academic, 18 Sept. 2012). https://doi.org/10.1093/ox-
fordhb/9780199546497.013.0023 (Accessed on: January 3rd, 
2025).

[2] Riccardi N, Canetti D, Martini M, Diaw MM, DI Biagio A, 
Codecasa L, Barberis I, Bragazzi NL, Besozzi G. The evolu-
tion of a neglected disease: tuberculosis discoveries in the cen-
turies. J Prev Med Hyg 2020;61(1 Suppl 1):E9-E12. https://
doi.org/10.15167/2421-4248/jpmh2020.61.1s1.1353. 

[3] Orsini D. Tuberculosis in Siena: evolution of the disease 
and its treatment, from the Unification of Italy to the 1930s. 
J Prev Med Hyg 2020;61(1 Suppl 1):E19-E23. https://doi.
org/10.15167/2421-4248/jpmh2020.61.1s1.1346. 

[4] Barberis I, Bragazzi NL, Galluzzo L, Martini M. The history 
of tuberculosis: from the first historical records to the isolation 
of Koch’s bacillus. J Prev Med Hyg 2017;58:E9-E12.

[5] Riva MA. From milk to rifampicin and back again: history 
of failures and successes in the treatment for tuberculosis. J 
Antibiot (Tokyo) 2014;67:661-5. https://doi.org/10.1038/
ja.2014.108. 

[6] Chevallier J. Histoire des écrouelles et du toucher royal 
[A history of scrofula and the royal touch]. Ann Derma-
tol Venereol 2013;140:555-62. https://doi.org/10.1016/j.
annder.2013.05.004.  

[7] Guidi E, Lupi S, Vicentini CB, Mandredini S, Altieri L, SCi-
vales S, Contini C. Il ruolo degli Ospizi Marini quale presidio 
terapeutico della scrofolosi a Ferrara nel XIX secolo. Le Infe-
zioni in Medicina 2012;4:300-12.

[8] Vicentini CB, Altieri L, Guidi E, Contini C, Manfredini S. 
The treatment of scrofula in Ferrara (Italy) in the 19th century. 
Pharm Hist (Lond) 2012;42:26-32. 

[9] Orsini D. The Struggle Against Infant Scrofula in Siena Between 
the Nineteenth and Twentieth Centuries. Adv Exp Med Biol 
2020;1282:139-46. https://doi.org/10.1007/5584_2019_468. 

[10] Hedley-Whyte J, Milamed DR. Tuberculous scrofula: Belfast 
experience. Ulster Med J 2011;80:97-103. 

[11] Duarte GI, Chuaqui FC. Historia de la escrófula: de la discra-
sia humoral a la consunción [History of scrofula: from humor-
al dyscrasia to consumption]. Rev Med Chil 2016;144:503-7. 
https://doi.org/10.4067/S0034-98872016000400012. 

[12] Duarte I. La escrófula en el siglo XIX [Scrofula in the 19th 
century]. Rev Chilena Infectol 2017;34:55-9. https://doi.
org/10.4067/S0716-10182017000100008. 

[13] Xu J. The royal touch: scrofula and defining monarchy. Clin 
Dermatol 2023;41:166-70. https://doi.org/10.1016/j.clinder-
matol.2022.09.009. 

[14] Murray JF, Rieder HL, Finley-Croswhite A. The King’s Evil 
and the Royal Touch: the medical history of scrofula. Int J 
Tuberc Lung Dis 2016;20:713-6. https://doi.org/10.5588/
ijtld.16.0229. 

[15] Bray FN, Alsaidan M, Simmons BJ, Falto-Aizpurua LA, 
Nouri K. Scrofula and the Divine Right of Royalty: The 
King’s Touch. JAMA Dermatol 2015;151:702. https://doi.
org/10.1001/jamadermatol.2015.0449. 

[16] Duarte I. La pretendida curación de la escrófula por el toque 
del rey [The pretended healing of scrofula by the king’s touch]. 
Rev Chilena Infectol 2014;31:459-67. https://doi.org/10.4067/
S0716-10182014000400013. 

[17] Tainmont J. A historical vignette (18). The King’s Evil: scrof-
ula, physicians and the Royal Touch. B-ENT 2010;6:153-9. 

[18] Wheeler S. Henry IV of France touching for scrofula, by 
Pierre Firens. J Hist Med Allied Sci 2003;58:79-81. https://
doi.org/10.1093/jhmas/58.1.79. 

[19] Sperati G. Un’antica terapia della Scrofola: il tocco reale [The 
ancient therapy of scrofula: the royal touch]. Acta Otorhinola-
ryngol Ital 1996;16:460-3. 

[20] Niemeyer P. Om Kirtelsyge (Skrofulose), dens Aarsager, Fore-
byggelse og Behandling. København: Medicinsk Husbiblio-
thek 1888.

[21] Geill C. Brystsyge. Lungetuberkulosens Opstaaen, Forebyg-
gelse og Helbredelse med særligt Hensyn til Hjemlige For-
hold. København: PG Philipsens Forlag 1890.

[22] Jensen K. Bekæmpelse af infektionssygdomme – Statens Se-
rum Institut 1902-2002. København: Nyt Nordisk Forlag Ar-
nold Busck 2002.

[23] Hertz R, Thomsen O. En Undersøgelse af Kysthospitalets 
‘skrofuløse’ Børn ved Hjælp af v. Pirquet’s og Wassermann’s 
Reaktion. Sætryk af Hospitalstidende 51. København 1910.

[24] Reisz, C. Tuberkulosens Udbredelse og dens Helbredelighed. 
Kjøbenhavn: J.H. Schultz 1894 pp. 78 s.

[25] Nyland N. Alment praktiserende læger i Danmark 1800-1910. 
Træk af det historiske grundlag for almen medicin. Audit Pro-
jekt Odense 2000.

[26] Grzybowski S, Allen EA. History and importance of scrofu-
la. Lancet 1995;346:1472-4. https://doi.org/10.1016/s0140-
6736(95)92478-7. 

[27] Wejse C, Patsche CB. Vitamin D and infectious diseases. In: 
Liao EP, ed. Extraskeletal Effects of Vitamin D: a Clinical 
Guide. Springer 2018. https://doi.org/10.1007/978-3-319-
73742-3.

[28] Engel GL. The need for a new medical model: a challenge 
for biomedicine. Science 1977;196:129-36. https://doi.
org/10.1126/science.847460. 

[29] Borrell-Carrió F, Suchman AL, Epstein RM. The biopsychoso-
cial model 25 years later: principles, practice, and scientific in-
quiry. Ann Fam Med 2004;2:576-82. https://doi.org/10.1370/
afm.245. 

[30] Wade DT, Halligan PW. The biopsychosocial model of illness: 
a model whose time has come. Clin Rehabil 2017;31:995-
1004. https://doi.org/10.1177/0269215517709890. 

[31] Bolton D. A revitalized biopsychosocial model: core the-
ory, research paradigms, and clinical implications. Psy-
chol Med 2023;53:7504-11. https://doi.org/10.1017/
S0033291723002660.  

[32] Forget N, Challoner K. Scrofula: emergency department pres-
entation and characteristics. Int J Emerg Med 2009;2:205-9. 
https://doi.org/10.1007/s12245-009-0117-8. 

[33] Campbell JI, Dubois MM, Husson RN, Lamb GS. Childhood 
Tuberculosis: Historical Perspectives, Recent Advances, and 
a Call to Action. J Pediatric Infect Dis Soc 2022;11(Suppl 
3):S63-6. https://doi.org/10.1093/jpids/piac051. 

[34] Mathiasen VD, Eiset AH, Andersen PH, Wejse C, Lillebaek T. 
Epidemiology of tuberculous lymphadenitis in Denmark: A na-



SCROFULA IN THE CONTEXT OF DANISH MEDICAL HISTORY

E269

Received on January 29, 2025. Accepted on June 19, 2025.

Correspondence: Ulrik Bak Kirk, Research Unit for General Practice, Bartholins Allé 2, 8000 Aarhus C, Danmark. E-mail address: ubk@
ph.au.dk.

How to cite this article: Kirk Ub, Wejse C, Kallestrup P. Historical Perspectives on Scrofula:  Competing Medical Discourses and Pub-
lic Health Implications at the Turn of the 20th Century. J Prev Med Hyg 2025;66:E263-E269. https://doi.org/10.15167/2421-4248/jp-
mh2025.66.2.3517

© Copyright by Pacini Editore Srl, Pisa, Italy

This is an open access article distributed in accordance with the CC-BY-NC-ND (Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International) license. 
The article can be used by giving appropriate credit and mentioning the license, but only for non-commercial purposes and only in the original version. For further infor-
mation: https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en

tionwide register-based study. PLoS One 2019;14:e0221232. 
https://doi.org/10.1371/journal.pone.0221232. 

[35] Mathiasen VD, Hansen AK, Eiset AH, Lillebaek T, We-
jse C. Delays in the Diagnosis and Treatment of Tubercu-
lous Lymphadenitis in Low-Incidence Countries: A Sys-
tematic Review. Respiration 2019;97:576-84. https://doi.
org/10.1159/000499052. 

[36] Mathiasen VD, Andersen PH, Johansen IS, Lillebaek T, Wejse 
C. Clinical features of tuberculous lymphadenitis in a low-in-
cidence country. Int J Infect Dis 2020;98:366-71. https://doi.
org/10.1016/j.ijid.2020.07.011. 

[37] Mathiasen VD, Lillebaek T, Wejse C. Tuberculous lymphad-
enitis: a forgotten and delayed diagnosis in low-incidence 
countries. Infection 2022;50:277-80. https://doi.org/10.1007/
s15010-021-01632-7. 


