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SUMMARY
The dissertation investigates British India‘s experience with the plague in the late nineteenth
and early twentieth centuries. It documents and analyses a broad range of social, political,
medical and legal perspectives, examining the coming together of indigenous communities in
resistance, rebellion and cooperation vis-a-vis colonial plague measures. The rapid diffusion
of the epidemic in India is traced through communication networks and migratory movements
while engaging in a lively debate about the origins of the epidemic in Bombay. The
progression of the disease from Bombay into Punjab, Bengal and Madras is revealing of how
the plague successfully penetrated the interiors of the subcontinent while remaining a portcity phenomenon elsewhere in the world. While the study makes a thematic comparison of
shared experiences in Hong Kong, Sydney, San Francisco and South Africa within the global
pandemic, it pays closest attention to the developments in Bombay and Punjab, offering an
analysis of India‘s urban-rural dichotomy.

The plague in India highlighted two profoundly differing ways of treating patients, viz.,
indigenous medicine and modern Western biomedicine. Western medicine, with its focus on
the aetiology of disease and on the segregation of the patient from the community, lacked a
holistic perception of the patient as a human being, a member of a family and community. In
this context, the dissertation describes parallel efforts within the realm of Ayurveda,
homeopathy and popular medicine in providing alternative plague preventives and cures. An
inter-cultural encounter in the implementation of plague policy reveals the role played by the
indigenous middle class intelligentsia, for as the epidemic progressed, press criticism became
increasingly political in nature and nationalistic in flavour, making for a study of how the
management of epidemics drive professional and political ambition. The dissertation also
engages the administrative mechanics of the colonial government as it decided plague policy-the continual dialogue involving the London, Indian and provincial governments, disclosing
distinct administrative traditions in the interpretation and implementation of plague policy.

i

The non-official missionary response to the disease also offers a fresh perspective on the
plague.
India‘s tryst with the plague brings to the fore questions of social responsibility, individual
freedom and shared fears and apprehensions that have the ability to unite people. On the other
hand, latent social tensions and other antagonisms within its social fabric were magnified,
revealing much about the way societies are structured and the manner of their functioning.
This Indian epidemic is indeed a significant historical marker of the burgeoning growth in
public health inequalities, deeply influenced and conditioned by the socio-political realities of
both time and place. The dissertation attempts to locate the disparate voices from within the
community, for India lived in several centuries simultaneously, and the Indian people
encapsulated all the contradictions that came from being a multi-religious, multi-lingual and
multi-cultural society. The plague with its political, social, economic and demographic
dimensions is deserving of the detailed attention it receives.
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INTRODUCTION
SETTING AND CIRCUMSTANCE
Bubonic Plague in History
Bubonic plague has attained pandemic proportions on three occasions in recorded history.
The first plague epidemic on actual record was the outbreak among the Philistines in 1320
B.C. Pollitzer argued for the Philistine outbreak on historical, epidemiological and clinical
grounds.1 A generally accepted record which testifies to the existence of plague in the West,
in the pre-Christian era, is contained in the writings of Rufus, a physician of Ephesus, about
A.D.100. He had noted the occurrence of fatal bubonic plague in Syria, Egypt and Libya,
during and before his time, as far back as the third century B.C.2 It is impossible to decide
whether this scanty information refers to occasional manifestations of the disease, which
perhaps remained localized, or whether some of these outbreaks were episodes of an early
pandemic. But it is certain that the first satisfactory evidence regarding the prevalence of
plague concerns the commencement of a pandemic in the fifteenth year of Emperor
Justinian‘s reign (A.D.542). In the opinion of most of its contemporary chroniclers, the
pandemic had started at Pelusium in Lower Egypt. The contention that the plague had
travelled from Ethiopia might suggest a Central African origin of this pandemic.3
While it is uncertain whether the pneumonic form of plague had manifested itself during the
outbreaks in Justinian‘s reign, this form featured prominently during the pandemic of the
fourteenth century, the Black Death. The origins of the Black Death were, for years, believed
to have been in Central Asia, the evidence for this assumption having been presented by Wu
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R. Pollitzer, Plague, (Geneva: World Health Organization, 1954), p.12.
Wu Lien-teh, Chun, J.W.H., Pollitzer, R., and Wu, C.Y., Plague: A Manual for Medical and
Public Health Workers, (Shanghai: National Quarantine Service, 1936).
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Wu Lien-teh, ―The Original Home of Plague‖, Far-Eastern Association of Tropical
Medicine: Transactions of the Fifth Biennial Congress (1923), p.286.
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Lien-Teh4 who explained that this pandemic was not restricted to Europe and the Near East,
but was rampant in India and China as well. Recently, a team of geneticists reported
conclusively that not only the Black Death but all the three great waves of plague originated
from China. They believe that plague may have reached Europe across the Silk Road.5
Occasional outbreaks due to an importation of the infection from still-active foci did occur.
Thus, France (Marseilles, 1720) is believed to have suffered an epidemic due to importation
from Syria. Likewise, while most of India remained plague-free, outbreaks which might have
been importations from Persia occurred from 1812 to 1821 at Cutch, Gujarat, and Kathiawar,
and in 1836-8 at Pali in Rajputana.6 Plague had a tendency to become latent rather than to
disappear altogether. It continued to linger in a number of endemic foci, the most important
among these being situated in and around the Central Asiatic plateau in Russian Turkistan,
Semirechinsk, Chinese Turkistan, Inner Mongolia, Outer Mongolia, and Transbaikalia; in
Central Africa; and in the foothills of the Himalayas in northern India.7
Configuring Plague
In order to comprehend the plague in all its complexities, one needs to configure how
epidemic disease was imagined in the years preceding the bacteriological revolution and soon
after. Until the nineteenth century, plague was largely a mystery to all those who encountered
it. This phenomenon was attributed to supernatural forces in the event of society‘s inability to
control its spread. Invariably, epidemic disease came to be portrayed as an ―Act of God‖. All
solutions verged on penitence to God and an acceptance that human lives remained at the
mercy of a deity. Death resulting from disease was perceived as punishment for one‘s sins
during life, and therein lay the vulnerability of mankind (Fig.1). With the onset of the
bacteriological revolution in the late nineteenth century, societies gradually became
accustomed to scientific medicine which attributed disease to a specific microbe. But the

4

Ibid.
New York Times, 31 October 2010.
6
Wu Lien-teh, ―The Original Home of Plague,‖ p.15.
7
Ibid., p.286.
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eradication of disease could have been attributed to several factors, and not least the
contributions of the Public Health movement. A far more holistic approach in modern times,
had resulted in not simply relying on the usage of an antidote prepared in the laboratory, but
also f other preventive measures.
Europe‘s previous experience with the plague explains the use of certain anti-plague measures
that came to be adopted by the British government in late nineteenth century India. In ancient
writings, the word ―plague‖ was used to describe any pestilence that had high mortality rates.
It was therefore difficult to trace the first appearances of the plague as we know it today. Even
sensitive observers, while making reference to the plague as a specific disease, did not clearly
spell out the types of plague that were encountered. Interestingly, although certain therapies
were based on incorrect diagnosis or theories of disease causation, they still proved to be
effective, for they provided protection from a factor of which the doctor or healer had no idea
or knowledge. Conversely, some plague measures might have led to its widespread diffusion.
At the time of the Black Death (1347-51) and in the next three or four centuries when the
disease remained endemic in Europe, medical theory was based on the assumption that
disease was person-specific and therapies were based on this idea of disease. It seemed
inconceivable to medical practitioners that thousands of people enjoying different lifestyles
could die from the same condition. Galenic and Hippocratic teachings provided little help on
how one might deal with such widespread mortality from a single disease. What was required
was a form of medical practice that would treat entire populations rather than offer treatment
for the individual patient. God continued to remain at the top of the hierarchy of disease
causation as the almighty would use epidemic disease as punishment for the sins of mankind.
Among other secondary causes were changes in the atmosphere which facilitated the onset of
disease; in planetary positions or in the constituents of the air.8 Plague was attributed to foul
air or miasmas. To rid themselves of the dangerous gases, individuals were encouraged to
change their environment by having their rooms fumigated and perfumed. The doctors were
8

Vivian Nutton, Western Medical Tradition: 800 BC to AD 1800, (Cambridge: Cambridge
University Press,1995), Chapter 5, p.192.
3

known to have devised special costumes with masks, long robes, and a beak-like protrusion
from the nose which contained perfumes which were believed to filter out bad air (Fig.2).
While the doctors did not know it then, this costume probably prevented the contraction of
plague by protecting the wearer from the bite of the rat flea. Anti-plague masks were devised
well into the nineteenth century, as seen in (Fig.3) and (Fig.4).
During the fifteenth century, with a shift in power away from the church and with the
authorities becoming more secular, new health boards emerged in Europe in response to the
plague. These health boards were permanent committees consisting of both lay officials as
well as medical advisors and they sought to shoulder the responsibility of preserving health.9
The most important measure was the removal of plague victims from their towns and their
isolation in lazarettos or plague hospitals. An inspection of goods and of people entering and
leaving towns followed, while a quarantine period of forty days was imposed on anyone
coming from an infected area. Health passes were introduced in around 1480. The health
boards in certain areas also banned religious ceremonies and processions since crowded
gatherings were perceived as dangerous in terms of spreading the disease. Such health boards
and the measures which they enforced were to become the blueprint of measures to be taken
across Europe in the centuries to follow.
Early References to Plague in India
One of the earliest references to plague in India had been during Jahangir‘s reign when the
plague in Punjab (1616-18) caused a great loss of human lives. Corpses were found in locked
houses. Mutamad Khan observed that every hour, fifteen people were discovered dead.10
Other references to plague epidemics across India were made from the sixteenth to the early

9

Ibid., p.197.
Mutamad Khan, ―Ikbal nama-i-Jahangiri‖ in The History of India as told by its own
Historians, eds. H.M.Elliot and John Dowson, (Calcutta: Sushil Gupta Private Ltd., 1959),
p.103.
10
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nineteenth century.11 The severity of the plague in the Deccan during 1702-04 was
commented upon by Manucci who noted that two million people died and that, in desperation,
fathers offered to sell their children for a quarter to half a rupee.12 The plague affected Gujarat
from 1812 to 1821, Central India and Rajputana in 1813 and Kumaon and Garhwal in 1823.13
In 1838, Honigberger noticed that only one person in twenty recovered from the disease at
Pali.14 Contemporaries ascribed various reasons to the cause of the plague. Impure air due to
frequent droughts and scarcity was considered as the causal agent of the disease in the early
seventeenth century.15 The disease was believed to be contagious and anyone touching a
corpse or the clothes of a plague victim was liable to contract the disease. Although the role of
rats in transmitting the infection was not understood, the characteristic behaviour of rats was
noticed. It was observed that when the disease was about to break out, a rat rushed out of its
hole, struck itself against the doors and walls of the house and died. If the inhabitants vacated
the house immediately, they would escape from contracting the infection.16 Bernier attributed
the spread of infection to heat; the pores opened due to intense heat following which the
pestiferous and malignant material confined in the body was expelled.17 Honigberger, in the
early nineteenth century, believed that the infection spread through air. Pestiferous dust was
thought to communicate the virus externally by absorption through lachrymal glands of the
eyes, pituitous membrane of the nostrils and cavity of the ear and internally through
respiration via the lungs.18 European travellers prescribed different plague remedies. Bernier
claimed that a person could be cured within four days after taking butter of antimony along

11

O.P.Jaggi, History of Science, Philosophy and Culture in Indian Civilization, Vol. IX: Part
I, (New Delhi: Oxford University Press, 2000), pp.125-27.
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Niccolao Manucci, Storia Do Mogor or Mugul India (1653-1708), tr. by William Irvine,
Vol. I, (Calcutta: Editions India, 1965), p.91.
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O.P.Jaggi, History of Science, p.127.
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J.M.Honigberger,Thirty Five Years in the East (Calcutta: R.C.Lepage & Company, 1852),
pp.91-92.
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Jahangir, Wakiat-i-Jahangiri in The History of India as told by its own Historians, eds.
H.M.Elliot and John Dowson, (Calcutta: Sushil Gupta Private Ltd., 1959), p.103.
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Mutamad Khan, Ikbal Nama-i-Jahangiri, pp.164-65.
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Francois Bernier, Travels in the Mogul Empire 1656-1668, (Westminster: Archibald
Constable & Co.1891), p.451.
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with the lancing of the abscess.19 Manucci prescribed ―pills‖ which were known to have cured
buboes.20 Some kind of quarantine was also resorted to, for the house of the person who died
of plague was immediately shut up and self-imposed quarantine was adopted. At Pali, the
villagers did not allow Honigberger and his fellow travellers to enter the village and brought
whatever provisions they needed to their camps. Honigberger did not give medicines to the
people in their houses but asked for the patient to be brought outside.21 In all probability, the
common man in urban areas, particularly in the large administrative centres, had access to the
charitable medical institutions supported by the state and the aristocracy. Nonetheless, the
existing systems of medicine and institutional arrangements for the treatment of diseases were
probably not geared for the handling of diseases on a large scale, let alone in epidemic form.
Therefore, in view of their own helplessness to deal with the epidemics, people tended to
combine practices of taking medicine along with some procedures to purify the blood, with
local and sub-regional variations in these. There was a very thin line of distinction between
medicinal and non-medicinal remedies, both of which were resorted to and both of which
appear to have continued well into the colonial period.22
Third and Most Recent Pandemic
With the remarkable cessation of plague in Western Europe at the end of the seventeenth
century, and the disappearance of plague from Turkey and Egypt in the mid-nineteenth
century, the plague disappeared entirely from its old haunts in South-Eastern Europe. It
likewise disappeared from the Levantine countries and Egypt, between 1839 and 1844,23 But
just when the world believed that the plague as an epidemic disease was a thing of the past,

19

Francois Bernier, Travels in the Mogul Empire 1656-1668, p.451.Bernier writes that in
Egypt he gave this treatment to the Vice Consul at Rosetta. Bernier himself contracted the
plague there, and after taking his own medicine was cured within three to four days.
20
Niccolao Manucci, Storia Do Mogor, p.128.
21
J.M.Honigberger, Thirty Five Years in the East, pp.91-93.
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Gazetter of Lubhiana District, 1904, p.46.
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W.J.Simpson, A Treatise of Plague dealing with the Historical, Epidemiological, Clinical,
Therapeutic and Preventive aspects of the Disease (Cambridge: Cambridge University Press,
1905), pp.33-37.
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plague resurfaced in Yunnan, China in the 1850s, infecting Southern China before attacking
Canton and then Hong Kong in 1894. International fears were rekindled when plague was
transported by steamships circling the globe, affecting countries across continents. This third
and most recent plague pandemic took nearly 15 million lives, affecting mostly India, China
and Indonesia. While India had to grapple with several diseases,24 the plague caused over 10
million deaths from 1896 to 1921,25 with varying estimates placing mortality rates at over 12
million. The repercussions of the plague were widely felt on the society and economy,
severely dislocating life. A crisis of such magnitude makes for an insightful analysis into
governmental, medical and native perspectives on the plague, and the current study is an
endeavour in this direction.
PRESENT STATE OF KNOWLEDGE
In recent years, the history of disease and medicine has experienced as expansion in scale and
scope.26 There has been a divergence from the longitudinal perspective which held sway for
decades; a time when medicine was depicted as the ―conquest‖ of diseases by great men and
great ideas, independent of socio-political context. Today, the writing of medical history
includes critiques of systems as tools of domination within social and political structures such
as those of colonialism. The triad of Disease, Medicine and Empire has been examined from a
variety of angles in the context of colonial India, addressing issues that range from the
marginalisation of indigenous medical systems, the medical imperatives of imperialism, the

24

An estimated forty million people died of malaria in the subcontinent during the nineteenth
and twentieth centuries. Cholera is reported to have caused three million deaths from 1877 to
1916, the annual rate being more than 3.5 lakhs a year. See David Arnold, Colonizing the
Body, p.164, 201. Smallpox took a toll of several million lives in the late nineteenth century,
with an annual average of more than one lakh fatal cases.
25
Major F. Norman White, Twenty Years of Plague in India with Special Reference to the
Outbreak of 1917-18, Punjab Government Civil Secretariat Proceedings, Home: Medical and
Sanitary, April 1919, Numbers 190-94, p.2.
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Roy Macleod, ―Introduction‖, in Disease, Medicine and Empire: Perspectives on Western
Medicine and the Experience of European Expansion, Roy Porter and Roy Macleod (eds.),
(London: Routledge, 1987).
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British Indian medical establishment‘s public health policies, gender and medicine, responses
and reactions of indigenous society to colonial medical policies, and more.27
In the nineteenth century, epidemic disease presented an opportunity for Western medicine to
examine the health of a population and in the process, to colonize their bodies. David
Arnold‘s investigation of plague is centred round the question -- Who speaks for the body of
the people? –and this formed the basis for his investigation into the factors that informed
political thought and social action on the part of the colonizers as well as those colonized.28
Arnold documents how the apparatus of the colonial state was utilized against the Indian
public on the pretext of disease prevention, focusing on the use of extreme control measures
that resulted in hostile public reaction. Arnold provides a dramatic illustration of colonial
assault on those Indians suspected of harbouring the disease or those who fell victim to it. He
documents how the complete apparatus of the colonial state was utilized in this process.
What remain partly unexplained are the reasons behind such draconian anti-plague measures.
Again, Arnold documents how the resistance to Western medicine was complemented by
indigenous approaches to disease, but these native alternatives are mentioned only in passing.
But his analysis is path-breaking because it offers an understanding of the colonizing process
by incorporating the responses of Indians to the plague and not simply by depicting Western
medicine as a ―tool‖ for colonial interests. The account makes a note of rumours that
accompanied these measures. These are indeed revealing of perceptions in a crisis situation.
Arnold‘s regional focus is the city of Bombay since plague was largely perceived as being an
urban phenomenon. He takes the body as the site of contestation between the rulers and the
The following are fine examples: Deepak Kumar, ―Unequal Contenders, Uneven Ground:
Medical Encounters in British India, 1820-1920‖ in Western Medicine as Contested
Knowledge, A. Cunningham and B. Andrews (eds.) (Manchester: Manchester University
Press, 1997), pp.172-190; Mark Harrison, Public Health in British India:Anglo-Indian
Preventive Medicine,1859-1914 (New Delhi: Cambridge University Press, 1994); Waltraud
Ernst, ―Colonial Policies, Racial Politics and the Development of Psychiatric Institutions in
Early Nineteenth Century British India‖ in Race, Science and Medicine, 1700-1960, W.Ernst
and B.Harris (eds.), (New York: Routledge, 1999, pp.80-100; contributions in B.Pati and
M.Harrison (eds.), Health, Medicine and Empire: Perspectives on Colonial India (New Delhi:
Orient Longman, 2001).
28
David Arnold, Colonizing the Body: State Medicine and Epidemic Disease in NineteenthCentury India (Berkeley: University of California Press, 1993), p.10.
27
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ruled and brings this contest to life through a careful selection of the accounts of Indian
responses to the plague. The narrative is enjoyable and readable and provides a greater
understanding of the colonization process. Arnold‘s analysis depicts how the state shied away
from making financial and administrative commitments which were necessary for an effective
assault on the spread of the disease.
Carol Benedict‘s29 narrative traces the origin and diffusion of plague in nineteenth-century
China, concentrating on the social and political consequences of plague control measures in
Guangzhou and Hong Kong. The significance and scope of Benedict‘s scholarship lies in the
fact that her work is a social history of disease which also reveals significant aspects of
China‘s political, social, economic, and cultural life during the Qing dynasty‘s last century.
She examines the factors that resulted in the gradual diffusion of the disease from Yunnan in
the eighteenth century to the southern coastal regions of China in the 1890s. In tracking this
diffusion, Benedict utilizes William Skinner‘s socio-economic model – the regional systems
approach, drawing on ―core-periphery regional analysis‖ that explains how plague was both
an urban and a rural phenomenon. This model, however, underscores the problematic of using
economic and demographic data to express diffusion of a disease that is primarily vectored by
infected flea-carrying rats and other rodents which would entail a study of enzootic reservoirs.
Nevertheless, Benedict does offer a refreshing approach to studying plague epidemics. She
certainly contributes to the continuing debates over the true origins and spread of the third
plague pandemic. By the application of Skinner‘s model, Benedict shows that although the
spread of plague might take place in complex ways, it need not be random or unpredictable.
In examining the origins and spread of the epidemic, Benedict uses new material gathered by
the PRC‘s Ministry of Health studies on plague reservoirs as well as from local gazetteers and
contemporary records. In this section of her study, Benedict is very forceful in establishing
the intersection of geographical and environmental preconditions with historical events.
Benedict‘s survey of etiological theories and religious explanations that guided responses—
29

Carol Benedict, Bubonic Plague in Nineteenth-Century China, (California: Stanford
University Press, 1996).
9

administrative, communal and medical, is a valuable addition to a social understanding of the
disease.
Ian Catanach,30on the other hand, offers a possible explanation for the diffusion of plague
from Bombay city into the interiors of the province, but while he suggests that the effect of
colonial plague measures was ―to stir up a great tide of alienation from western medicine,‖31
his study does not explore the alternatives that were offered by the practitioners of indigenous
medicine which seemed to appeal to the masses. In another article,32 through a case-study of
the city of Poona, Catanach undertakes an analysis of the nature of Indian nationalism during
the plague years. In this account, Catanach shows how Tilak and Gokhale used the measures
adopted by the British for controlling the plague, in contrasting ways, to consolidate their
positions as nationalists. Ira Klein33 identifies plague reservoirs as the focus of endemic
plague, while attributing the virulence of plague epidemics to population pressure, crowding,
malnutrition and insanitation -- all of which, to him, increase the vulnerability of humans to
infection. Rajnarayan Chandavarkar34 opines that the policies of the state and popular
response to them have been often portrayed in terms of the conflict between Western antiplague measures and popular culture, a clash between antagonistic value-systems, one Indian
and the other European. He argues that contemporary officials had a tendency to homogenise
Indian responses to the epidemic, but his account falls short of adequately explaining just how
diverse these reactions were.

His work does, however, explore how the epidemic was

essentially the interplay of a number of elements which comprised it, namely, colonial
perceptions of Indians, medical and scientific rivalries and the interaction between plague
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officials and the indigenous population. The tensions and antagonisms that prevailed in these
relationships have their significance in the manner in which their interaction has assisted in
constructing the panic that persisted at the turn of the century.
STRUCTURE AND ISSUES TO EXPLORE
The historiographic survey reveals the necessity to undertake a far more comprehensive study
of the plague epidemic of the 1890s, which would require the inclusion of political, social,
medical and legal perspectives. The dialogue between epidemics and empire has been
hopelessly one-sided. It has largely been the success story of the hegemonist, namely,
Western medicine. My dissertation provides a detailed understanding of the plague years,
through a scrupulous examination of colonial records on plague management and sanitary
efforts. It hopes to provide an account of shifting perceptions of plague within different
historical contexts; evolving understanding of disease aetiology over time, plague diffusion in
time and space; colonial attempts to contain the epidemic in the face of cultural defiance,
political resistance and the prevalence of non-biomedical options of treatment.

This

dissertation has aimed at creating a broad canvas for an Indian epidemic, -- one that was
deeply influenced and conditioned by the socio-political realities of both time and place. The
late nineteenth century marked the apogee of British imperialism in India. Nationalist
developments at the turn of the century saw the growing influence of the Indian National
Congress. The socio-political ramifications of such developments and the perceptions of these
political actors would undoubtedly influence the response of the masses to colonial plague
measures. While the pandemic coincided with the dramatic growth of bacteriology, it has left
us with the challenge of examining whether the retreat of this plague could be attributed to
human agency. The current thesis, while examining governmental measures in addressing the
plague, attempts to provide a parallel description of the response of indigenous medical
systems which were arguably even more germane to the needs of the masses. A social history
Rajnarayan Chandavarkar, ‗Plague panic and epidemic politics in India,1896-1914‘, in
Epidemics and Ideas: Essays on the historical perception of pestilence, ed. Terence Ranger
and Paul Slack (Cambridge: Cambridge University Press,1992).
34
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of the time would provide the social context within which the plague years unfurled. My work
displays a preference for empirical exposition rather than an application and testing of
theories, but the richness of my narrative lies in the social and political ramifications of
plague diffusion in India.

Regional Focus
During the first three years of this pandemic, nearly fifteen per cent of all of India‘s deaths
from plague were in Bombay.35 Bombay‘s worst single year was 1903, with 20,788 plague
deaths, and India‘s was in 1907, with 1,315,892 recorded deaths. Between the arrival of
plague in 1896 and 1921, an estimated twelve million Indians lost their lives, in comparison
with three million in the rest of the world.36 Bombay was, most certainly, the principal seat of
the plague, but Bombay city was also a microcosm of urban India. Its capitalist system, on
which the British Indian Empire was founded, produced a large number of commercial
magnates who came to be inextricably linked with the plague through trade. In addition, the
late nineteenth century was a period of rapid growth for the region during which trade,
transport, communication, and education progressed beyond recognition. Bombay was in the
process of transformation into a modern urban city which attracted the wealthy, intellectuals,
skilled and unskilled labourers. It became the centre of economic, social, political, educational
and cultural activities. People migrated by the hordes to this city, hoping to make their
fortunes. Unfortunately, increasing foreign, coastal, and inland trade brought in not only the
Parsis, Muslims, Banias and other Gujaratis on industrial ventures, but also the deadly plague.
Modernization of transport and communication helped in the diffusion of plague from the city
into the towns and villages of the province. The extension of the Railways, i.e., the Great
Indian Peninsula and Bombay Baroda and Central India Railway connected the city, not only
with the cotton districts of the province but also to places throughout India. Coastal transport
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by steam boats and ships only ensured the rapid spread of plague across the country. A
particularized study of the plague in Bombay would therefore be crucial to one‘s
understanding of plague as witnessed within an urban context.

Along with Bombay, Punjab grossed the largest numbers in plague mortality rates, but more
importantly, in the latter province, plague was largely a rural phenomenon. Rural areas have
been practically left out of the scope of public health in studies on South Asian medical
history. The current study provides a description of how plague measures played out in rural
Punjab vis-à-vis urban Bombay. It is true that the civilian masses residing in rural areas
remained virtually outside the purview of Western medicine, but the plague experience was
unique in a sense that plague threatened colonial interests in Punjab, stalling defence efforts at
the northern frontier (war having broken out and soldiers having died off the field due to
plague rather than on it).Vivid descriptions of the movement of people during the epidemic
come from Punjab. These reports contain detailed histories of such individuals both before
and during the plague, in over seventy Punjab villages -- accounts that are invaluable to our
understanding of plague diffusion. Reports vary from those about Brahmins who go on
pilgrimage to Hardwar and merchants moving from village to village, or indigenous medical
practitioners travelling in search of customers. Punjab thus offers a rich canvas of experiences
of plague management and response within a rural context. But while the thesis focuses
primarily on Bombay37 and Punjab, it also provides a macro study of British India38, tracing
developments in all of British India‘s important provinces, including Bengal and Madras.
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Timeframe

The study begins with the probable origin of the pandemic in Chinese ports and its spread to
Bombay in the 1890s (It would be of significance to note that, thus far, all accounts of plague
in India have mainly focused on the years preceding 1900). My dissertation is concluded in
1925 with a shifting public health emphasis on the influenza (―Spanish flu‖) pandemic (19181920) that spread much devastation at the end of World War I. This period also coincides
with the introduction of dyarchy in the provinces by the Government of India Act of 1919,
when health was made a transferred subject. The year 1919 witnessed a transformation in that
Indians were more closely consulted by the British in decision-making and were granted
wider legislative powers as well as a larger share of bureaucratic posts. In this arrangement,
responsibility for administration was to be divided between Ministers chosen by and
responsible to popularly elected legislatures, and Executive Councillors appointed by the
Crown and working with the Governor who was responsible to the British Parliament. The
declared purpose of the Act was to make public health measures more accessible to the
masses.

Chapter Scheme

Chapter 1 (Mapping a Global Pandemic through Shared Experiences) offers a thematic view
of the global pandemic with the intention of reflecting upon similarities and differences in
how epidemics affect people across the globe. While there are certain experiences that might
remain central to all cultures, other distinct reactions offer novel dimensions to studying the
human experience. Whether it was the continued association of the disease with filth despite
the advances made in biomedicine, or the rumours that accompanied the introduction of
Western medicine, there was a need to communicate the plague control measures in the best
manner possible. The clash between Western imperialism with speedy developments in
biomedicine and older indigenous medical approaches in Hong Kong, China and India was
inevitable.
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Chapter 2 (Origins of Plague in India and its Inter-Regional Diffusion in Time and Space) has
its relevance in terms of how advancement in transport and communication was instrumental
in the rapid diffusion and spread of epidemics. This singular feature sets this pandemic apart
from all previous plague encounters. The third modern pandemic does indeed acquire great
significance since the arrival of steamships allowed for faster travel, widening the range of the
plague in establishing temporary foci across the globe. Varied notions about the origins of
plague in Bombay resulted in a lively debate. While a few competent authorities proposed
that it was brought by pilgrims from the southern slopes of the Himalayas, others presented
evidence in favour of Hong Kong and even the Gulf. The diffusion of plague is traced from its
official discovery in south Bombay into the interiors of the province and beyond. In this
respect, close attention is paid to the migratory habits and movement of people in the region.
The steady progression of the disease into Punjab, Bengal and Madras receives special
attention in keeping with their importance to British India, and also to examine how far the
epidemic penetrated from the major coastal or river towns and cities. In most other countries
other than India, the pandemic remained a coastal port-city phenomenon. Only in India did it
successfully penetrate deep into the rural interior.

Chapter 3 (Combating Plague: Official and Non-Official Narratives) explores British
perceptions of the disease, which dictated the choice of anti-plague measures. The existence
of a tiered official administrative structure ensured formal and informal modes of
communication, which transcended the decision-making boundaries of various administrative
units ; it seeks to provide new direction in revealing the dynamics within imperial
administrative hierarchies — an attempt at exploring the tensions between metropole and
colony in the framing, interpretation and implementation of plague policy. The first half of the
chapter engages the administrative mechanics of the government as they affected the making
of official plague policy. The continual dialogue involving the London, Indian and provincial
governments resulted in the development of distinct administrative traditions in the
interpretation and implementation of plague policy, the local differences being evident in
15

Bombay and Punjab. The current dissertation complements David Arnold‘s work, in a sense,
in offering a deep understanding of the multi-layered nature of the colonizing process. The
missionary response to the disease which follows the official narrative, of course, offers a
fresh perspective on the plague, the objective being that of providing a general overview of
the nature and objectives of missionary work and their reach during this period of crisis.

Chapter 4 (Indigenous Response: A Paradox of Resistance, Rebellion and Cooperation)
reveals the attitude of the people to colonial measures, which was necessarily different, and
further varied to the extent that people were involved and affected. The vernacular press went
berserk with its coverage of what it perceived as the negligence and indifference in the
attitude of the British government. From the mass exodus to the sharp reactions against
segregation, medical examination and prophylaxis – absolutely nothing escaped the press.
The Indian National Congress came out strongly against the Sedition laws that sought to gag
the Indian press. Surprisingly, the moderate and radical factions of the press exposed the
heterogeneity that penetrated every sphere of Indian society. The latter part of the chapter
uncovers local initiatives by public-spirited citizens in addressing the plague and alternative
treatments that were offered by medical practitioners as well as laymen. A fascinating account
of Bhagirathi -- the Plague Goddess -- is finally revealed. A survey of other non-biomedical
alternatives had been contemplated in order to understand the choices that society had at its
disposal. The aim was not to establish their efficacy as much as it was to share intriguing,
fascinating, and at times, even absurd alternatives in anti-plague concoctions. My thesis
essentially contests the notion that the indigenous population completely rejected western
medicine. The native elite were instrumental in championing the virtues of western medicine
to the masses. The thesis reveals how the future of western medicine in India lay not with the
colonizers but with the rising Indian elite who came to appropriate western medicine to
establish their own hegemony post-WWI. But the impact of western medicine varied greatly,
given the socially diverse communities and groupings that constituted colonial India. True,
western approaches to controlling epidemics became important sites of contestation between
16

the colonizers and the colonized, but one that was not uniform throughout the region.
Previous accounts argue that, in time, colonial coercion led to western medical hegemony
with the rise of an Indian professional medical elite. While one cannot deny this occurrence in
cities, western medicine filled a distinct slot in the villages, among a wide spectrum of cures
and treatments. More often than not, western medicine remained the last resort, something to
which people turned to when all else failed. Homeopathic medicine (western but not
mainstream) proved to be far more popular as also the use of Ayurveda and spiritual healers.
In such an environment, the argument of hegemony is not easy to defend. The thesis also
establishes how indigenous healing techniques came to be linked to the nationalist political
agenda which aimed at revitalizing Indian medicine. There has been no uniform, culturally
specific Indian response, and herein lies this thesis‘ unique contribution—in challenging
simplistic notions; in featuring the many contradictions that make for colonial India.

Chapter 5 (Evolving Knowledge, Altering Measures: Colonial and Indigenous Health
Regimes after 1905) examines the developments that followed in the wake of an acceptance
of the rat flea as the vector for plague. Both official and indigenous attitudes were to find new
direction, the implications of which have been traced. The destruction of rats and rat fleas
received attention, while a radical shift in policy called for the use of vaids and hakims in
assisting anti-plague operations. Travelling Dispensaries which were a unique addition to
anti-plague measures are discussed. The fate of vaccination was, however, sealed. Public
health propaganda centred round the principles of sanitation despite the acceptance of the
plague flea-human transmission theory. The evolution of Ayurveda as ―national‖ science
traces the agenda of the Western-educated intelligentsia that felt the urge to reinterpret
classical Ayurvedic texts and to cast them in the language of the Western discourse, in the
event of protest that was generated by the domination of Western colonial medicine during
the plague years. The chapter traces the attempts of the Ayurvedic revivalists and
philanthropists to regenerate the indigenous system of medical practice, and their attempt to
appropriate a sense of identity through the notion of ―national‖ science. Ayurvedic and
17

homoeopathic preventives and treatment for plague have also been discussed in the light of
their growing popularity.

Chapter 6 (Impacting Society on Different Planes) makes an estimate of the impact of plague
in several domains. Its immediate influence on trade and commerce is followed by an
evaluation of a variety of factors that influenced mortality rates – the important ones being the
concurrent famines and the presence of other epidemic diseases. The politics of colonial
policy-making as well as those of the native elite in renegotiating their position in nationalist
politics is inspected closely. Finally, the impact of Haffkine‘s vaccine in the event of
Ayurveda‘s success is examined.
This dissertation thus aims to construct a broad picture – that of an ―Indian‖ epidemic and one
that was deeply influenced and conditioned by the socio-political realities of both time and
place. The late nineteenth century marked the apogee of British imperialism in India.
Nationalist developments at the turn of the century saw the growing influence of the Indian
National Congress. The socio-political ramifications of such developments and the
perceptions of these political actors would undoubtedly influence the response of the masses
to the colonial plague measures. But there was no uniform response to the plague. This
research has attempted to locate these disparate voices from within the Indian community.
India lives in several centuries simultaneously, and the Indian people encapsulate all the
contradictions that come from being a multi-religious, multi-lingual and multi-cultural society
– a place wonderfully vibrant and dense with connections. The plague with its political,
social, economic and demographic dimensions is indeed an ideal topic around which to reveal
colonial India in all its complexity.
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Fig.1: A EUROPEAN ARTIST’S IMPRESSION OF THE “PLAGUE DEMON” ENTERING A
TOWN
Photo Courtesy: Haffkine Museum, Haffkine Institute, Parel, Mumbai.
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Fig.2: EUROPEAN ANTI-PLAGUE COSTUME OF THE SIXTEENTH CENTURY
Originally from Wu Lien-Teh, A Treatise on Pneumonic Plague (League of Nations Health
Organization, May 1926).
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Fig.3: PASHUTIN ANTI-PLAGUE COSTUME, A.D.1879.
Originally from Wu Lien-Teh, A Treatise on Pneumonic Plague (League of Nations Health
Organization, May 1926).
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Fig.4: DOGEL MASK, A.D. 1879.
Originally from Wu Lien-Teh, A Treatise on Pneumonic Plague (League of Nations Health
Organization, May 1926).
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CHAPTER 1: MAPPING A GLOBAL PANDEMIC THROUGH SHARED
EXPERIENCES
Arabia, Asiatic Russia, Asiatic Turkey, China, Chinese Turkestan, French IndoChina, India, Japan, Persia, Persian Turkestan, Siam, Straits Settlements, Algeria,
British East Africa, British South Africa, Egypt, French Ivory Coast, German East
Africa, Liberia, Madagascar, Portuguese East Africa, Reunion, Tunis, Zanzibar,
Australia, Hawaii, New Caledonia, New Zealand, Philippines, Sumatra, Austria,
France, Germany, England, Scotland, Italy, Portugal, Russia, Turkey, Argentina,
Brazil, Chile, Mexico, Panama, Paraguay, Peru, Trinidad, United States, Uruguay
(Assistant US Surgeon-General J.M.Eager‘s list of countries affected by the third
plague pandemic, 1909)39
The reach of the third modern plague pandemic can be gauged from the fact that between
1894 and 1909, there had been 243 cases, (of which 122 were fatal) on 139 vessels sailing
between various ports of the world.40 While the period following 1894 saw the plague attain
global proportions, the origins of this pandemic can be traced to the late eighteenth century
when plague outbreaks had become frequent in the northeast of Burma, and the infection
made inroads into the neighbouring Yunnan province of China, having firmly established
itself in the west of Yunnan in the first half of the nineteenth century.41 There is the possibility
that the infection would have continued to smoulder in west Yunnan without spreading
further, but this equilibrium was upset by the movement of troops that had been sent in to
suppress a Muslim rebellion in 1855. In addition, the movement of refugees provided suitable
means for the spread of the disease which was to prove disastrous for the world. Progressing
gradually, plague reached Yunnan-fu (now Kunming) — the provincial capital, in 1866, but it
39
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took an additional twenty-eight years to reach Canton and Hong Kong, in 1894. When Hong
Kong was invaded, the world confronted a situation unlike that of the pandemic during
Justinian‘s time. In 1894, steamships and railways had replaced caravans and small sailingcraft, making transmission of disease around the globe much quicker.42 Macao and Foochow
(Fu Chou) were infected in 1895, while Singapore and Bombay succumbed in 1896. It would
be quite possible to trace the diffusion of the plague via major trading routes to India, the
Malay Peninsula, the Philippines and beyond. By 1900, Buenos Aires, Rio de Janeiro, San
Francisco, Oporto, Alexandria, and Honolulu had all experienced the plague. Europe,
Australia, South Africa and the Americas were afflicted in the same year. 43 To a great extent,
the pandemic remained a coastal port-city phenomenon, as in China, where the plague did not
extend far into the interior, excepting its origin point in Yunnan and those areas which were
dependent on internal waterways. The Indian experience with the plague would be unique, for
it successfully penetrated the interior with disastrous results.
While each country tried its best to make sense of the extraordinary in terms of the ordinary,
what remained central to all experiences of this pandemic was fear – not about the disease per
se but about plague regulations. The manner in which people thought about the disease
reflected similarities and differences which, in turn, influenced their response to plague
measures. What follows is a comparative study of events and circumstances across the globe
which revealed similarities and perhaps new and interesting dimensions to studying people
and the plague; characteristic features that might have escaped the study of previous plague
encounters in history.
Biology vs. Filth
The biological revolution of the late nineteenth century marked a defining moment in plague
research. The period beginning with the discovery of the specific micro-organism of plague in
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the summer of 1894 and ending with the final proof in 1908 that it was transmitted by rat fleas
has been acknowledged as the ‗pioneer phase‘ of modern plague research.44 It was a time of
revolutionary change in previous conceptions of the nature of the disease. Plague now came
to be understood as a four-factor disease which required the coincidental occurrence of four
distinct factors in order for the infection to be transmissible to humans. These principal
factors were: an etiologic agent (Yersinia pestis), a reservoir (rodents), an arthropod vector
(fleas), and a human host. It was in Hong Kong in 1893-94 that a team of scientists worked on
the bacteriological origins of the plague. Alexandre Emil Jean Yersin and Shibasaburo
Kitasato simultaneously discovered the bacillus that caused plague.45 In his paper of 1894,
Yersin described the bacillus which he had isolated from excised buboes and named it,
Pasteurella pestis, which was later to be named after him, as Yersinia pestis.46 Scientifically,
knowledge of the plague bacillus back then was in keeping with current knowledge about the
bacillus. Unfortunately, in the late nineteenth century, this knowledge gained little
acceptability for plague prevention.47
Insanitation came to be considered as a prerequisite for the disease. Plague was regarded as
the filth disease. One therefore wondered whether early attempts at understanding the
aetiology of epidemics were as much conditioned by the then prevailing levels of scientific
44
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knowledge, as by the anxiety to justify colonial rule in terms of certain stereotypes. The
tendency to attribute the prevalence of disease to poor and unhealthy living conditions was
rather pronounced in the early years of colonial rule. While attributing the outbreak of
epidemics to the prevalent insanitary conditions, certain racial stereotypes were also evident
in the general attitude of the administrators. In this respect, a connection had been drawn
between the occurrence and diffusion of the plague with that of want and filth -- factors that
were thought to decrease levels of general health and diminish natural immunity.
When outbreaks of plague were recorded in Hong Kong in May 1894, the living conditions in
certain areas of the island, in Taipingshan and Saiyingpun, were indeed highly insanitary.
Two factors were thought to bring about this state of affairs. First, there was a lack of sanitary
habits on the part of many Chinese residents who had always lived in extreme poverty.
Secondly, there were the avaricious and complacent attitudes on the part of the owners, both
European and Chinese, of the houses in and around Taipingshan.48 Taipingshan district,
situated in the western quarter of the city of Victoria, encompassed approximately ten acres of
space, with 384 houses.49 The land on which the property stood, was leased by the British
Government to various lessees for periods of up to 999 years. These lessees were often
business concerns employing the Chinese who occupied the properties and paid rent to their
employers. The houses of Taipingshan were constructed of brick and were built into the side
of a hill. The rear of these houses were below ground level, and no doors or windows existed
in that portion of the buildings. The houses were two or three stories high; the ground floor
had no artificial floor, only earth, which was often damp and always filthy. The upper stories
were floored with rough boards placed on makeshift joints; the boards being ill-fitted, allowed
water and waste to drip through to the floor below. Each of the upper floors was divided into
small cubicles, approximatley12 feet by 12 feet. The dividing wooden walls were about seven
48
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feet high, with the result that, unless the cubicle was adjacent to a window, there was little, if
any, natural light and little or no fresh air. Each of the cubicles served as living space for an
entire Chinese family of five or six people, together with all their possessions. Scarcely did
any of these houses have lavatory accommodation; the custom being, to store human excreta
in buckets and earthenware jars in crowded backyards, kitchens or living rooms where it
remained until collected by night soil carts if and when they came around. No owner of
property appears to have considered it his duty to provide his tenants with proper sanitary
accommodation. In many places the inhabitants of these houses had to go long distances to
fetch water from wells. As a result, they learned to do without it as much as possible because
of the difficulties surrounding its provision. They rarely, if ever, washed or cleaned the floors
of their houses because the floors being made of wooden boards, and not being watertight, did
not permit this.50 Overcrowding was a common phenomenon in the Chinese districts, with
thirty to forty people living together in a space of less than 150 cubic feet per person. It was
not considered surprising then, that such circumstances led to a visit by the plague.
When Bombay witnessed a plague outbreak in 1896, the sanitary state of the city was just as
deplorable. Dingy, filthy and ill-ventilated structures gave rise to various diseases including
the plague. Large numbers were crowded into such houses. (Fig.5) People had the habit of
choosing a house close to their workplace which resulted in certain areas becoming densely
populated. For instance, Kumbharwada, Chakala, Kamathipura, Umarkhadi, Kharatalao and
Bhuleshwar were areas that had a population of more than 500 persons per acre.51 The factory
workers lived in extremely insanitary and dingy houses, with most of these having just a room
with no ventilation. Some factory owners provided housing to their workers, but these were
just as bad and over-crowded.52 But while it might have been common to associate
insanitation with the dwellings of the poor, the houses of the middle class were not very
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different. The Jain merchants of Mandvi were noted for personal hygiene but they neglected
public sanitation.53 The Hindu traders -- the Banias, Bhatias and Lohanas lived like the Jains,
in crowded houses in bazaar areas, where they had their shops and businesses. For instance, in
Mandvi, a building on Clive Road, housed 600 people in 133 rooms. These traders had
storehouses and go-downs on the ground floors of their buildings.54 Besides living in
overcrowded houses, Indian traders indulged in practices which invited disease. They
collected rags and rubbish and dumped those in the verandahs which served as fertile ground
for rats and other insects thrived on. Since a majority of these traders were strict followers of
non-violence, they refused to kill rats. Incidentally, the Jains and the rest of the merchant
community suffered the most during the plague years.55 The ordinary laws of sanitation were,
in general, neglected. (Fig.6) Burning grounds, animal stables, markets, slaughter houses and
factories were sources of ill health. The native press criticized the Municipal Corporation for
neglecting its duties, for despite attempts to improve the sanitary condition of the city, there
were hardly any constructive schemes in operation.56
In distant Sydney, plague appeared in early 1900. Similar attacks on the local government
bodies in Sydney took place. But, of course, Sydney‘s public health campaign was successful
due to a spirit of cooperation that prevailed rather than a confrontationist attitude. Under
James Graham, mayor of Sydney, a citizens‘ vigilance committee was established which lent
volunteer support to the Boards of Health. The committee organized several sub-committees
that were to function in different municipalities. Poorly enforced health and building
regulations were exposed, and many dozens of dilapidated and unsound buildings and other
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structures which provided breeding places for plague rats were demolished. For hundreds of
other constructions, structural improvements were made.57
Due to the Boer War, plague gained a foothold in the Union of South Africa in 1900, when
great quantities of forage for the British army had been imported from infected ports in South
America. Cape Town, Port Elizabeth, Durban and Pietermaritzburg were witness to plague
epidemics from 1900 to 1902, while Johannesburg was infected on a large scale only in
1904.The infection seemed to have been absent from the Union from 1906 to 1911 after
which there was a re-importation of infection from the eastern ports.58 Apparently, while
there existed political pressure for residential segregation, there was also a demand for
segregation on sanitary grounds. Hence, colonial rule and ―racial medicine‖ were rooted in
late nineteenth century South Africa.59 It was here, in South Africa, that Gandhi60 exhorted the
Indian community to protest against neglected sanitation and overcrowding, when plague
reached Johannesburg. That the Town Council allowed for such a state of affairs to continue,
was considered to be deplorable. The fact that there had been forty-seven cases among the
Indians was ―positive proof‖ of the low degree of sanitation observed in quarters inhabited by
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The years 1898-1903 were spent by Gandhi in South Africa, except for the year 1901-02
when he was in India. From October 1903 to June 1905, Gandhi lived in Johannesburg,
dividing his time and attention between professional and public work. Indian Opinion, the
weekly started in 1903 at Durban, was kept going by generous advances from Gandhi, who
finally took charge of it entirely in October 1904. The two outstanding events of 1905 were
the outbreak of plague in Johannesburg and the founding of the Phoenix Settlement. When
plague broke out in the Indian Location at Johannesburg, Gandhi took energetic and prompt
measures for the care of the sick and for arresting the spread of the disease. He presented a
different aspect of the plague story which was published in a series of articles appearing at the
time in the Indian Opinion, and in his interviews and letters to the press. Every effort was
made to prove beyond doubt that the neglect of the Town Council was the main cause of the
plague outbreak. Indian Opinion had, in Gandhi‘s hands, become an instrument of increasing
influence. Especially through the Gujarati columns, he tried to educate the Indians in South
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them.61 The utter incapacity of the Johannesburg Town Council to implement sanitary
measures was considered to be the chief cause of the outbreak of plague in the city. Despite
the authorities having received urgent warnings, the Town Council did not attend to the
elementary principles of sanitation which might have forestalled an outbreak. For eighteen
months, the Council never went beyond framing impressive schemes on paper. Therefore, the
Health Committee‘s statement that they did everything they could, and that it was not possible
for them to fix a new site in place of the insanitary area, was viewed as the failure of the
Council in protecting the health and lives of the community at large. After all, the plague had
broken out five months after the Council had taken possession of the insanitary area.
Unfortunately, beyond the removal of the inhabitants of the Indian Location to a temporary
camp at Klipspruit, there was no sign of an improvement in terms of the selection of a
permanent site. It was due to such exceptional circumstances that the British Indians held the
Council responsible for the outbreak of the plague.
What Hong Kong, South Africa and India had in common was the absolute neglect of those
parts of town inhabited by the non-Europeans. In Hong Kong, the sanitary conditions had
been improving steadily for the resident Europeans. Life for British citizens in the Far East,
including Shanghai, had increasingly become more comfortable during the years preceding
1894, with better drainage, housing, servants‘ quarters, and wider streets. The British
increasingly lived with their families in the East, and the idea of a trip home was gradually
abandoned.62 In Natal, the conditions in the Eastern and Western Vleis, where the Indians
were huddled, were not different from that of a Bazaar, or Location, or Compound, under the
direct control of the Corporation itself. The Corporation had done nothing to remedy the
disgusting state of affairs.63 While one could expect an individual to observe personal
cleanliness and hygiene, part of the responsibility for domiciliary sanitation certainly lay with
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the governing body of a locality. But while filth had been nearly synonymous with plague
outbreaks, a particularly interesting incident might have suggested that it held but little
influence. In the House of Correction, in Byculla (Bombay), where cleanliness was believed
to have been brought to near perfection, a plague outbreak exceeded in severity to that in any
of the filthy chawls (multi-storied one room tenements) around. There were 345 prisoners
confined in this jail when plague broke out on 23 January 1897, lasting for fifteen days and
attacking thirty-three prisoners, of whom seventeen died.64 It is significant too that out of
1,579 patients treated at the Arthur Road and Parel Hospitals, there were only sixteen
sweepers and the halalkhores (toilet cleaners) who removed the night soil from houses, and
who were considered to be among the most unhygienic of the population, were notably free
from the plague.65
Of Rumours, Concealment and Compensation
In an atmosphere of fear in the face of colonial intervention, and uncertainty, rumours
flourished. There are, of course, difficulties in interpreting these rumours since they probably
appeared in official reports and the press, in an attempt to prove the naivety of the masses.
Nevertheless, widespread rumours were indicative of the extent to which the plague was
discussed in the public domain and the manner in which state measures were perceived. Hong
Kong had its fair share of plague rumours, and one that was widely circulated was that of the
Government forcing medicine down the throats of all of the Chinese population with the aim
of poisoning the whole community; that the doctors were ―cutting up‖ their patients and
making gruesome use of their kidneys, and that the real purpose of the search parties was
theft. One of the most outlandish rumours had to do with the intent of the Government to bury
alive 20,000 Chinese infants.66 Even Western missionaries were not spared and were held
responsible for causing the plague through the dispensation of poison in scent bags and
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amulets.67 There were claims that people who were not sick were being taken to the Hygeia
(hospital ship in Hong Kong) and to Kennedy-Town Hospital. An increase in plague rumours
was accompanied by a subsequent increase in resistance to the sanitary inspectors in the
performance of their duties. They had great difficulty in entering plague-stricken homes, and
in some cases, small crowds even pelted them with stones. The Chinese position was that the
sanitary officers did not conduct themselves properly during house calls. 68 Riotous
disturbances led to the Captain Superintendent of Police believing that these incidents were
part of an organized plan intended to defeat the authorities‘ measures for combating plague.
He called for a heavy penalty for interference with plague measures and placed an armed
body of police in Taipingshan.69 Some thirty prominent Chinese men demonstrated outside
the Registrar-General‘s office, demanding an end to the visitations in Taipingshan and the
segregation of plague-stricken victims. They insisted on handling the plague ―in their own
way‖ without European doctors, or sanitary inspectors or police or anyone interfering,
through local committees in Tung Wah and the Po Leung Kuk.70 The crowd opined that such
Governmental action would lead to a lack of hesitation in reporting new plague cases. The
English press, in turn, were prompt in placing blame upon the Chinese population for having
contributed to the conditions which led to the outbreak of plague, and for having hindered its
suppression.71
A dislike for foreign interference among the Chinese in Hong Kong seemed evident in
mainland China as well, with riots and unrest having broken out in Canton. Posters warned
that any attempt to destroy a Chinese house as insanitary would result in a general bloodbath
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for European residents.72 There was also the concern about compensation for property
damaged or destroyed as part of anti-plague measures. In India, the sources are silent about
any funds being earmarked for making good the loss of property suffered by the people, while
in Hong Kong, the government did establish a Board of Arbitration in view of the issue of
compensation claims for property condemned as part of the plague measures undertaken.
There were, of course, disagreements between the Government and property owners as to the
value of their claims for lost property.73
The concealment of cases by either hiding the patients in the house or sending them to a
relative‘s place was a common stratagem to escape segregation. Such hazardous actions that
spread the plague further were found among some members of the Chinese community in
Hong Kong. Plague cases and deaths went unreported and surreptitious burials were also
attempted. Bodies were removed to other addresses so that their own homes would not be
searched. Gandhi was not in favour of concealing plague cases and even regretted that there
were some Indians in Durban who did not know the serious consequences of doing so. In fact,
an Indian employed by the Durban Corporation was sentenced to pay a fine of twenty pounds,
or, in default, to three months‘ hard labour, for concealing a case of plague. The case was that
of a girl who was removed to an empty house by her father as soon as he found that she was
sick. The reason he gave the Magistrate for his action was that he did not want the European
doctors to take her away from him. While this act seemed natural, Gandhi opined that Indians
must learn that, in this matter, they were under the same law as the Europeans. He hailed the
sentence as exemplary, and appealed to his Indian friends to cooperate with the authorities,
for every prosecution of this kind would reflect poorly on the entire community.74 The Indian
Opinion offered a probable explanation for the concealment of cases. It suggested that at the
plague hospital, no distinction was made between Indians and Black Africans, and this
indiscriminate herding together of people of all races, let alone differentiations of creed and
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caste( that were dear to Indians), kept the Indians away. Thus, little regard for religious
customs and traditional beliefs of Indians resulted in the avoidance of hospitals.75 The
opposition to segregation in India was to rest on similar grounds.
Colonial medicine and Indigenous sensibilities
Colonial medicine was representative of direct intervention and interaction with the social,
cultural and material lives of indigenous populations. This engagement was useful in
fashioning the distinct character of colonial medicine in various colonies, and also the extent
of native reception and assimilation. In Hong Kong, the Government agreed to the demand for
a temporary Chinese hospital, under the management of the Tung Wah, in Kennedy-town.
This hospital was to have two large rooms forming separate wards for men and women, and
all patients removed there would be treated by native doctors. The Glassworks Hospital was
opened on May 21, 1894, the administration of which remained in the hands of the Chinese
themselves.76 India, of course, had its caste hospitals established through generous donations
by public-spirited citizens. In Johannesburg, when plague struck in 1904, nearly a thousand
pounds were subscribed by the rich and the poor of the community, in order to set up a
permanent hospital for the use of the community.77 To understand why the Chinese were so
adamant about the treatment of Chinese patients by Chinese doctors is not really difficult.
From mid-May to mid-June of 1895, the proportion of deaths to admissions in Hong Kong
was, under British doctors, seventy-seven per cent.78 There was thus, no reason why the
British doctors would be greatly preferred by a patient. Moreover, some Chinese had a great
dislike of surgery, a practice condemned by Confucian ethics as a breach of the duty that ―we
got our bodies perfect from our parents and should so preserve them to the last.‖ 79 Added to
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this was the immense difficulty of not being able to speak the language of the patients. Such a
state of affairs was alarming to the patients who considered Western treatment to be less
capable. There were interpreters, of course, but they were unsatisfactory. The Chinese, on the
other hand, were perceived by the Westerners as having kept their remedies for disease secret
and as having refused to accept European treatments for most afflictions, except for
vaccinations. Moreover, their prescriptions for cures often consisted of ingredients which
were alien to Western medicine of the time.80 In addition to establishing community hospitals,
relief was sought in rituals as well. If Bombay had its Bhagirathi who claimed to have been
possessed by the goddess Kali, the Chinese community of Hong Kong organized a religious
festival to appease Chan Shui Ching Pak which would last three nights and involved offerings
of fruit, incense sticks, and candles. Religious processions were carried out (as in Bombay). It
was believed that perhaps the firing of crackers and the burning of joss sticks would serve as
useful disinfecting agents.81
Railway Inspection: A means for harassment?
Land quarantine during the plague years included railway inspection. The railway staff kept
watch over the state of health of travellers, with the objective of detaining those who showed
symptoms of plague. Medical inspection of travellers was regarded as a measure of immense
value in stalling the diffusion of plague via travellers from an infected place to their
destinations. Surveillance was to last for a period of ten days. The usefulness of railway
inspection was, however, hotly debated in British India, for it was believed that no medical
man, however skilled, would have been able to detect people with bubonic poison incubating
in their system. There were real concerns about racial differentiation since the Europeans
were treated favourably over others; liberal treatment being meted out to first class and
second class passengers who were mainly Europeans, and this resulted in widespread
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disappointment.82 In South Africa, complaints had been received that, although the plague
restrictions on Indian departures from Natal to the Transvaal had been removed, authorised
British Indians were required to furnish medical certificates and yet, were being subjected to
medical inspection at Volksrust. Medical officers gave them letters, addressed to the
Magistrate, stating that they were to be placed under medical surveillance for ten days. The
harassment continued, in spite of the removal of regulations, and the cancellation of the
Plague Notice of the Transvaal Government.83 It was believed that the ―plague had served as a
peg in the Transvaal on which to hang many a disability on the British Indians.‖84 Under the
cover of plague precautions, the issue of permits to British Indian refugees from all the
colonies in South Africa had been stopped, and the only reason, as it appeared, was that
plague-infested rats had been found in some localities in Johannesburg, and apparently, not in
Indian quarters, but in poor European quarters.85
Jolt to trade and commerce
For those who had the means, one way to escape the plague was to simply leave the infected
port cities. While records are not available for those in the Chinese population who left
surreptitiously, some 1,000 persons were officially reported as having left Hong Kong daily
by steamers, junks, and steam launches at the height of the plague in May and June of 1894.
In the month of May alone, a total of 76,039 persons departed Hong Kong while only 42,390
arrived; a net decrease in population of 33,649. This net loss of population proved disruptive
for the colony. Employers were unable to find sufficient labour for many jobs. Building and
manufacturing came to a near standstill — the Lee Yuen sugar refinery had shut down, and
the China sugar refinery was also in danger of closing. Shipping was also disrupted, with
cargo steamers avoiding the port. Pacific mail steamers leaving for Vancouver, Honolulu, and
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San Francisco refused to take Chinese passengers. The British, French and German mail
steamers also refused to take native passengers. Considering the great importance of Hong
Kong as a shipping port, it was only possible to guess what was lost by quarantine regulations
against her in every direction which drew away vessels and deprived all, down to the
humblest labourer, of their proportion of gain from the coaling, victualing, loading and
unloading of the immense fleet which ordinarily frequented those waters. 86 Signs of desertion
were evident in the streets of the colony, with chairs and rickshaws abandoned by Chinese
labourers; laundries closed for lack of Chinese labourers to wash clothes; stores serving the
Chinese population were shuttered, and the streets were deserted. Most of the Chinese Hong
merchants had already fled to the mainland, leaving the caretakers to look after their premises
and placing their commercial operations in abeyance. The sugar refining industry suffered for
want of labour. In one instance, no less than 300 men left a sugar factory one morning, and
crossed over to Kowloon to start the 180 mile walk to Swatow.87 In South Africa, at
Pietersburg, Krugersdorp and Potchefstroom, it was believed that full advantage was being
taken to eradicate the Indians, and not merely to prevent the introduction of the plague. Under
the cover of plague precautions, Indian trade was nearly ruined and all kinds of
inconveniences were thrust upon the Indian community.88
Civilian populations take charge
Whether it was the support provided by socio-religious associations, public associations and
committees, the educated middle class comprising of doctors, lawyers, teachers and
journalists, who acted as intermediaries between the colonial state and the masses or ―leading
men of influence‖ who assisted in the implementation of the plague measures, the spread of
the epidemic in India could hardly have been curtailed without timely help from civil society
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groups. And this was true for most other places. In Hong Kong, volunteers aided in house-tohouse visitations in large numbers.
Plague attacked the American port of San Francisco in March 1899, and mostly attacked
Chinese residents of the Chinatown districts within a matter of weeks. There was no dearth of
racial assumptions that the Asians were far more susceptible to the disease. Late 1903 saw the
last of the epidemic. However, in April 1906, a terrible earthquake struck San Francisco, and
in its aftermath, along with reconstruction, plague returned, and this time, it mostly attacked
the white neighbourhoods rather than Chinatown. San Francisco was witness to perhaps the
largest enterprise of volunteers in the Citizens‘ Health Committee, appointed in January,
1908.89 The Committee engaged businessmen, mothers‘ clubs, school children, women's
clubs, employees of industrial plants and commercial houses, improvement clubs, social
settlements, and representatives of all important lines of trade and industry across San
Francisco. Four hundred inspectors and labourers were engaged in trapping and poisoning
rats, in addition to a force that was maintained by the Board of Health and the Federal
Government. The Committee purchased nearly $15,000 worth of rat traps and paid out
$12,375 in rat bounties.90 Nearly 700,000 circulars were distributed, disseminating knowledge
of plague transmission and the virtues of sanitation. In conjunction with the Federal, State,
and City Health authorities, and through the co-operation of the people themselves, the
Committee helped avert a general quarantine. The San Franciscans revealed what possibilities
could be achieved through personal initiative. Since official interference was kept at a
minimum (with hardly any orders from a central authority), here was a fine example of how
community involvement might result in a great success story. In Australia, the groundwork
had been laid for public health to become a State rather than a local government
responsibility.91 The Federal sanitary forces were particularly recognised for one important
contribution to Sydney. They inspected and made maps of the entire sewerage system, on
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which were indicated breaks and defects of every kind. These maps were invaluable as
indications of danger spots underground. An immense amount of repair work has been done
by the Board of Works, patching them up, and in May, 1908, the people authorized a bond
issue of $4,000,000 to rehabilitate the whole sewer system.92 England, for that matter, kept a
permanent staff of trained men in plague districts, even when no plague was present. These
men carried on a continual warfare against rats and, if plague did break out, serious epidemics
were prevented by their prompt and efficient work.93
Summation
To be successful, any campaign of plague eradication must be based on sound knowledge of
the aetiology, mode of transmission and the causes of the continuance of the disease. The
campaign should be conducted by a trained corps of medical men having few local prejudices,
backed preferably by the government, but when one attempts a study of why the plague
evoked widespread revulsion and fear, one realizes that plans of operation do not always meet
with acceptance and approbation from those afflicted. An examination of the commonalities
and differences in various responses across continents reveal the existence of several variables
at play. The strength of an outbreak generally dictates the control measures adopted, which
would then have to be communicated in the best manner possible, to the public. What is
crucial is the attitude of the medical and the political authorities, and perhaps more
importantly, the historical and cultural precedents that have shown how epidemics might be
dealt with. One cannot possibly lose sight of the fact that the global reach of this pandemic
coincided with Western imperialism and that speedy developments in biomedicine were
bound to clash with older indigenous medical approaches, be they in India, China or Hong
Kong. But when the plague first made its appearance in Bombay, the British officials as well
as the natives seemed perplexed about its origins and were only beginning to acquire an
understanding about the disease, let alone the appropriate measures that would help contain its
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spread. The next chapter shall, therefore, trace the origins of plague and track its diffusion
from Bombay to other provinces in India.
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Fig.5: TENEMENTS IN BOMBAY
Originally from Captain W.Glen Liston, The Cause and Prevention of the Spread of Plague
in India (Bombay, May 1908).
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Fig.6: THE BACK ALLEYS OF BOMBAY
Originally from Captain W.Glen Liston, The Cause and Prevention of the Spread of Plague
in India (Bombay, May 1908).
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CHAPTER 2: ORIGINS OF PLAGUE IN INDIA AND ITS INTER-REGIONAL
DIFFUSION IN TIME AND SPACE
Before our father‘s time came a pestilence the firangs knew – with
hard swellings and maddening fever that burned like eternal noon.
They called it o praga, the plague. Their foolish doctors were of no
use. Vaids and hakims were even more useless. They stood aside,
fearfully, and watched us die.94
To doctor, hakim95 and vaidya96, man was a prisoner of the elements. A change of air meant
new challenges. The medieval ship was a vector, in a sense. It was a floating island of
plagues. Hundreds of years later, ships continued to be the chief transporters of the plague.
Epidemics of plague were self-limiting in so far as they often burnt themselves out before the
completion of a sea voyage, but this was before the arrival of steamships which allowed for
new and faster travel, widely extending the range of plague, and establishing temporary foci
in the major port cities of the world. In addition to the arrival of steamships, however, modern
medicine and particularly laboratories also emerged in the mid-nineteenth century as a
potential counterweight to the spread of the disease.
Plague Origins: A Matter of Considerable Debate
There existed varied notions about the origins of the plague in Bombay. W.M. Haffkine97
proposed that as the outbreak commenced near the docks, it appeared most probable that the
infection was introduced by sea and carried in their clothes or goods by traders. He also
entertained the idea that it might have been introduced by traders from Northern India, as
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plague was believed to have been endemic on the southern slopes of the Himalayas. 98 Not a
few competent authorities held similar notions of the disease having been brought to Bombay
by pilgrims from certain villages in the Kumaon Hills (located in Uttarakhand, North India).99
This theory was supported by the fact that in the early months of 1896, there had been a
stream of pilgrims, fakirs100 and devotees from the north to the sacred shrines of Nasik (in the
Bombay Presidency), many of whom went to and fro between that place and the muchfrequented temple of Walkeshwar at the extremity of Malabar Hill (South Bombay), and from
there, wandered into the various portions of the city for the purpose of obtaining food and
collecting alms.101 Even in the opinion of Mr.Vincent, the Police Commissioner of Bombay,
the plague was imported into Bombay from Kumaon by sadhus (holy men) who came down
from the Himalayas during the months from May to August 1896, and took up their quarters
in Mandvi (South Bombay).102 The Kumaon Hills may, however, be dismissed as quite
impossible, partly because there was no epidemic plague in Kumaon at that time, and that the
travellers must have taken ten days to a fortnight at least to reach Bombay from their hill
country, during which time cases would have occurred amongst them en route. If the sadhus
passed through several places before arriving at Bombay, one might have wondered why the
contagion had not spread to those places. According to an account, ―There is no evidence to
show that there was any sickness in their company until some days after their arrival in
Mandvi.‖103
The evidence in favour of Hong Kong was that of a man who contracted plague in Hong
Kong, and landed in Bombay, via the S.S.Bormida, in March 1899. Hence, there arose the
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possibility that similar cases might have occurred in 1896. Also, very early in the epidemic,
rats were found dead, and cases amongst men rapidly followed, in the neighbourhood of a
certain warehouse in Mandvi. The building was found to contain goods that had been
imported from Hong Kong, not to mention the fact that plague was epidemic in Hong Kong
shortly before Bombay was infected.104 A general consensus lay with this theory that the
plague had been imported from Hong Kong. Dr.Ismail Jan Mohamed, a member of the
Municipal Corporation, and Dr.Bhalchandra Krishna, were of the opinion that the origins of
the infection lay in the importation of Chinese crackers from Hong Kong.105 The theory
suggested that the infection was carried from Hong Kong in these crackers, which was then
communicated to rats and from them to man. This theory, however, seemed unreal, only to be
dismissed by the commission, for it was based on slender evidence. Others feared that dead
rats had been brought in from China along with boxes of imported sugar. It was believed that
Chinese merchants did not regard rats as objectionable, especially since they added weight to
the cargo-- an allegation denied by Chinese merchants who said that sugar was manufactured
in their factories under hygienic conditions. They also stated that there was no way that rats
could have entered the boxes. This was confirmed by the sugar merchants of Bombay who
denied the presence of rats in sugar. This explanation too was unsatisfactory.106
Mr. R.H. Vincent, Police Commissioner, made a statement at the meeting of the Standard
Committee that dead rats were imported from Baghdad in dry fruits and from Hong Kong, in
sugar. While this statement had received credence in some quarters, Dr. Viegas chose to
disagree, believing that sugar and dates were not given to the rats to eat. Also, rats were not
the only consumers of sugars and dates.107 In the opinion of a native Parsi medical
practitioner, the clothes of affected persons in China might have been tied up in a bundle, or
some of his goods might have been brought over to Bombay, along with some of the affected
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clothing, thus bringing the disease to this city. This theory derived some support from the fact
that the disease mainly prevailed among the Lohanas108 in Mandvi, and these Lohanas were
mostly employed on board the steamers coming into the port from China. Some of these
Lohanas were employed as servants to Banias109, and hence, infected them as well.110
The Bombay Gazette disagreed with the theory of importation of plague from Hong Kong,
questioning its appearance in Bombay long after it had disappeared from Hong Kong, and that
intervening ports had been left unaffected despite more interaction with those places than with
Bombay.111 Evidence in favour of the Gulf was that it was much nearer Bombay than China;
that communication between the Gulf and Bombay was more frequent than with China, there
being more passenger traffic to and from the Gulf, than to and from China, and that there
were a large number of country boats plying between Bunder Abbas, and other Gulf ports,
and Bombay. If plague came from there, it was considered possible that it was brought in one
of these.112 There had indeed been brisk commercial intercourse between Bombay and Busra,
the export-centre for Turkish Arabia for centuries, and yet, there had been no record of the
disease ever having found its way down the Persian Gulf from the Turkish Arabian littoral.113
The areas to be affected first were close to the docks, and it was logical to assume that plague
entered Bombay through its port. The Hong Kong epidemic of 1894 was common knowledge
and ships leaving the Fragrant Harbour were quarantined in Singapore. The Indian port of
Calcutta was at greatest risk but when the outbreak in Hong Kong was declared under control,
the quarantine was lifted. In 1896, when plague recurred in Hong Kong, the Government of
India did not receive any information. Hence, quarantine was not re-imposed. Egypt faced a
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similar situation. Thus ships from Hong Kong enjoyed pratique in both Egypt and India.114
Widespread official opinion tilted in favour of this impression of how Bombay might have
been infected.
Mandvi (Bombay): Official Discovery of the First Plague Victim
18th September 1896 was a Saturday. At 11 a.m. that day, Dr. Viegas made his way
to Vor Gaddi for a house call. Dr. Viegas found his patient, a middle-aged woman,
moderately feverish. Her speech and consciousness were impaired…She also had an
enlarged lymph node in the groin. Dr. Viegas could find no local ulcer or wound to
explain it. He prescribed the usual remedies of his time for fever. Later that day, Dr.
Viegas saw a second patient with a similar illness, a young man from the Port Trust
Estate. On Sunday morning his first patient was dead. The young man was much
worse and unlikely to survive. At the boy‘s bedside, Dr. Viegas made his momentous
diagnosis. The boy‘s uncle had more alarming news. In the last month more than 50
people had died of these very complaints in the neighbourhood. And rats were dying
by the dozen in the godowns of Mandvi. Dr. Viegas did not hesitate. He told the
family the boy was dying of bubonic plague. Later that afternoon, in the Petit
Laboratory, Dr. Viegas, with the aid of a microscope, could view the pink-staining
bipolar bacilli. He now had proof enough to make a formal communication to the
Health authorities. Five days later, a Standing Committee reviewed Dr. Viegas‘
findings. On 29th September, the Government of India, in the person of the Governor
General Lord Elgin, was notified of the outbreak of plague in Bombay city by a
telegram from the Governor, William Sandhurst.115
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Dr. Accacio G. Viegas, a private practitioner, had indeed been attributed with the discovery of
plague in Bombay.116 While 23 September 1896 had been recorded as the ―official‖ presence
of the plague in Bombay, there were indications that the disease might have been diagnosed
before this date. The IPC heard evidence from Mr. K.S. Engineer, Fellow of the Chemical
Society in London and a Licentiate of Medicine and Surgery of the Bombay University, who
claimed that he had observed his first plague case on 16 July 1896.117 Dr. Ismail Jan
Mohamed, Licentiate of Medicine and Surgery and a member of the Municipal Corporation,
opined that the first cases appeared around the beginning of August 1896. 118 Other private
practitioners such as Dr. C.H. Freeman Underwood, M.D., Licentiate of the King‘s and
Queen‘s College of Physicians in Ireland, claimed to have seen plague victims in August and
―a death was actually registered on the 31st of that month as due to bubonic fever.‖119 Local
doctors such as Dr. Dochihalkar, Licentiate of the College of Surgeons, Edinburgh, employed
in the Byculla Division of the Health Department, claimed that he had seen plague in a couple
of children in 1893.120

Several others recollected cases of sudden death of what they

presumed were ordinary severe types of malarial fever. A lack of experience in diagnosing
plague was probably among the problems associated with these claims. Municipal
Commissioner P.C.H. Snow spoke of the dilemma thus, ―The difficulty of accurately
diagnosing this multiform disease is admittedly very great; many suspicious cases were put
down as diphtheria; the resemblance to enteric fever often made the differential diagnosis
exceedingly difficult in the absence of bacteriological examination, and even such
examination not infrequently proved abortive in cases of plague.‖121 Different patients showed
different symptoms and unfortunately, since characteristic features like glandular swellings
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and a high temperature were ―not unknown in Bombay,‖122 the diagnosis of plague was
indeed a challenge. In addition, it was not easy to establish if these cases were genuine or
simply a reaction to the increasing interest around the outbreak.
It was evident that the Bombay Government was loath to acknowledge the presence of the
dreaded disease. The Lancet reflected this sentiment when it reported that ―an outbreak of
fever, attended by some of the features of what is alleged to be bubonic plague, has taken
place at Bombay and has been attended by many deaths.‖123 Ironically, the Lancet‘s
contemporary, the British Medical Journal, in its article, on the same day, seemed a lot more
brave. BMJ discussed the possibility of the disease being plague. Due to the identification of
the plague bacillus which was ―definite and characteristic‖ in addition to the detailed clinical
symptoms, ―it can hardly be believed that there can have been any mistake in diagnosis.‖124
Although the Government carried out an enquiry regarding the existence of the disease,
initially no serious measures were adopted by the authorities to control the plague. The
colonial authorities, fearful of damage to foreign trade which was carried out primarily
through the port of Bombay, remained silent regarding the spread of the epidemic. Even
though in the over-populated dwellings of dockers and textile workers, ten to twelve persons
were affected by plague and more than half of them were dying, the officials claimed that the
plague was present in a mild form.125 Every possible care was taken to avoid plague attacks in
the European quarters.126 Eventually, the Lancet relented on 17 October 1896, that ―there does
not seem to be much doubt as to the nature of the disease that has occurred at Bombay. A
malady attended with glandular swellings, high fever, and delirium, and commonly fatal in
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three or four days, either possesses the features distinctive of plague or of the disease very
closely allied to it.‖127
Diffusion from Bombay City into the Interiors of the Province
Bombay was to become a great gateway for the plague bacillus, being a major port of
Western India, and being well-connected through the railways. Internal movements from one
district of Bombay to another had been much resorted to. Any outbreak of plague in one
quarter of the town was followed by the removal of the sick to another; and where several
cases took place in a large chawl, or a compound, the neighbouring families would disappear
en masse. These movements were conducive to the spread of the disease. The sick person was
hidden in the house and in many instances, the house would only be discovered after three or
four deaths had occurred in it. People from an infected chawl fled in different directions and
in many cases introduced plague in their new lodgings.128 This was typical of RandomNatural diffusion where contact between humans was largely dependent upon chance
meetings, and where opportunities for human plague were small and followed a fairly random
pattern, in many cases leap-frogging or bypassing houses and streets.129 It was claimed that
the Banias had introduced plague in the Deccan, where it was known as the Marwadi
sickness, while they carried it to parts of Khandesh, where it was called the Bania disease.
Other Hindu traders, mostly Gujaratis, probably conveyed the disease to Karachi in
November 1896, and to Cutch in April 1897. The Bania was the plague spreader perhaps
mainly because the Bania was the chief traveller.130 Through such travels, what might have
resulted is Hierarchical diffusion, when the disease travelled up or down the urban hierarchy
through towns of differing sizes.
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At first, the progress of the disease from Mandvi was relatively slow. The epidemic phase
began in December, with the sudden appearance of new foci of rat and human plague across
the city. The population became even more panic-stricken, and vast numbers fled until half
the inhabitants had departed into the interior of India, carrying the infection along with them.
Members of the floating population and the merchant community departed in large numbers.
The floating population, having nothing to detain them, realized their pay and left. It was from
amongst this class that the early deaths from plague occurred, resulting in panic. They left
Bombay by sea in hundreds, some taking with them sick companions, others carrying the
incubating disease on their person, to break out on arrival at their homes. Towards the end of
September 1896, Ahmedabad was the first place to be infected. The merchant class who were
very easily frightened, so much so that the first man to run away was always the merchant or
bania, followed by the coolies. They left by rail and steamers, going to friends in the large
cities inland. By December, Poona and Karachi were infected, and soon the infection spread
to other parts of the Bombay Presidency. By 31 March 1897, the whole of the Konkan, as far
south as Ratnagiri, the district of Kutch, Kathiawar, Surat and Daman, were all infected with
the disease by the floating population, while in the towns of Karachi, Poona, Sholapur,
Hyderabad (Sind), the disease had obtained more or less of a footing, the virus being
conveyed there in all probability by members of the merchant community.131
The British authorities had concerns with regard to the possibility of reverse migrations, from
the interiors into Bombay city. They had hoped that the news of the spread of the epidemic, in
the last quarter of 1896, would be sufficiently known to the agriculturists in the Deccan so as
to prevent labourers from migrating to the city to find employment. The slackness of trade in
the city would greatly minimise their chances of working there. It was also hoped that the
railway works in progress in Gujarat would divert a part of the stream, but the scarcity of rain
and the consequent absence of work on the land led to an influx of the unemployed. Their
prospect of falling victims to the disease in Bombay were greater than their chance of finding
131

Ibid.
51

employment.132 Dr. Weir, Health Officer for the city, foresaw a possible crisis in the
immigration from the mofussil, of cultivators seeking employment to escape the
consequences of the failure of crops. During the first week of October1896, three hundred
immigrants came to Bombay from the Southern Mahratta Country. They were healthy kunbis
(farmers) from Ratnagiri and neighbouring areas, who had come to Bombay to look for work
due to the failure of crops. It was feared that if unfavourable conditions prevailed throughout
the mofussil, the city would be inundated with thousands of immigrants.133 For a fact,
Bombay saw the arrival of between 250,000 and 300,000 immigrants during the months of
April, May and June of 1897.134 Among those who fled Bombay city and Poona were the
well-to-do members of the municipal government who chose to leave for distant places where
they had relatives or land, or both. The Vartanidhi regretted that ―Like many common persons
who left Poona in panic, several of the shining lights of native society had also temporarily
turned their backs on the city.‖135 Poona‘s student population left for other parts of
Maharashtra too. The Bombay-Karnatak town of Dharwar poured several refugees into the
surrounding villages. In Western India, there was no sharp distinction as far as the movement
of people was concerned between the town and the countryside, making for a rural-urban
continuum.
If bubonic plague were infectious from man to man, it would have been expected to spread to
hospital attendants, nurses, doctors, and other visitors to the bedside of the plague patients. It
might have also been expected that the numerous individual imported cases which broke out
in uninfected localities among the panic-stricken refugees, would serve as a fresh focus of
infection. However, many towns and villages remained free from indigenous plague for a
long period after the arrival of the fugitives suffering from the disease. Poona serves as an
example of late infection, only after at least fifty imported cases of plague occurred in that
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city. Though at least 200,000 people fled from Bombay during the first five months, only four
other towns were infected. Further, when an imported case did give rise to plague, an interval
of a month to six weeks usually elapsed before many indigenous cases began to appear. This
slow diffusion was one of the most constant characteristics of plague. In Bombay, the plague
remained confined to the dock quarters for a considerable time before it spread to other
districts. While at that point of time, the latent period puzzled epidemiologists, Simond
seemed to have the answer. Rat fleas from the infected area were passively transferred to the
new home of the refugee on his person or among his belongings, seeking to find their natural
host as soon as possible, and soon they infected the local rats. The latent period in question
represented the time taken to establish a local rat epizootic. It was not at all necessary that the
bearer of these infected fleas should himself fall sick. He was often, quite well, and remained
so.136
Progression of Infection beyond Bombay
The plague spread mainly along the main lines of communication and even across villages in
several districts. Soon, plague began to appear in the other provinces. While the foci were
established in a random and irregular fashion, the diffusion was steady around each focus.
Fugitives from the Bombay Presidency were not long in carrying infection to the other
provinces of India, and this, notwithstanding certain precautionary measures of inspection
were taken on the railways.137 The first outbreak of the disease, outside the Bombay
Presidency, occurred at the village of Khandiaoni, in the Gwalior State, in January 1897. It
was imported from Bombay and was apparently stamped out.138
Diffusion of plague in a newly infected town or village, in most provinces, displayed identical
patterns. Plague officers had particularly observed that the village shopkeeper was the first to
contract plague. There were more rats about his house and storehouses than in any other
136
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habitation. The rats might have contracted the disease from infected grain or grain bags
brought from an infected warehouse.139 The sequence of events in a newly infected village
was as follows: First, dead rats were found in houses, or sickly rats appeared in the daylight.
Secondly, cases of plague appeared and usually attacked the inhabitants of houses in which
the dead rats were found. Thirdly, there was a general exodus of the people, who travelled by
rail or road to their relatives in other villages and towns.140
Punjab was infected in October 1897, followed by Bengal and the Madras Presidency in 1898.
The spread had been slow but certain, and only large tracts of water had, in any way, delayed
it. The large rivers of India, and especially the Indus had delayed its progress north. Year after
year the number of newly infected villages and towns increased, and they in turn become foci
for its spread.141 However, the East and South of India never became strongholds of the
plague. The distribution of plague in India was extremely uneven and irregular, with some
areas remaining virtually immune to the disease. By 1903, the annual mortality from plague
had risen from 26,423 to over a million. The next year(1903-04), there were 1,138,451 deaths,
and from July 1904 to June 1905, it had reached its maximum in the country with 1,328,249
deaths.142
Punjab, Bengal and Madras were among the most important and major provinces in British
India, and hence, a study of the progression of the disease in these regions merit our attention.
For a long time, the three port cities of Bombay, Calcutta and Madras grew in importance due
to their accessibility with other regions, both within and beyond the country.
Punjab: A Rustic Experience
The situation in Punjab was in marked contrast with that of the other provinces. Here, plague
was largely a rural phenomenon. In the Punjab and Frontier Province, a combined 88.6 per
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cent of the population lived in villages and 11.4 per cent in towns. The proportion of rural
population rose to 96 per cent in the Himalayan tract and fell to 85.2 in the Indo-Gangetic
Plain.143 More interestingly, a study of the province offers insights into the progression of the
disease from village to village and the functioning of the plague machinery in the mofussil.
Khatkar Kalan, a village inhabited mainly by Jat Sikhs and Muhammadan Rawals, and
situated in less than a mile south of the Banga-Nawashahr road in the Jullundur district was
the first place to be attacked in the Punjab province. Different theories had been propounded
regarding the importation of plague into the Punjab; some stating that it was imported through
the Rawals who resided in Khatkar Kalan and indulged in trade with Bombay, while others
held that it was imported by a Brahmin from Hardwar. The Lieutenant-Governor had
remarked that a Brahmin who had come from Hardwar, fell ill at Rahon on 29 April 1897, and
passed away at Khatkar Kalan a few days later.144 But the plague broke out in the month of
September, and it seemed quite improbable that the plague bacilli should have remained
inactive for so long a period -- from May to the end of September. Nevertheless, the origin of
the outbreak, from most accounts, appears to be in keeping with the Lieutenant-Governor‘s
statement that a man returning from a pilgrimage to Hardwar, brought the disease with him.
The story runs as follows:
A Brahmin named Ram Saran , a purohit [private priest], left Khatkar Kalan in either
the end of February or the beginning of March in 1897, and in due course, visited
Hardwar. Near April-end, he returned in an ekka [horse-carriage] in a state of high
fever, and apparently very ill. The driver of the ekka left the poor man on the high
road, nearly a mile away from his village. He was brought to the village by some of
his friends and placed in his house—constructed of mud, with two rooms. The man
was delirious but gave an account of himself, stating that he had taken ill at Rahon, a
town eight miles away. He then passed into a semi-conscious condition and died the
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following morning. The death is recorded as having taken place on 29 April. Ram
Saran had no family. For nearly two months nobody else became ill, and the disease
from which Ram Saran died was not immediately communicated to others.145
If Ram Saran was first attacked in Rahon and remained there for several days afterwards, it is
questionable as to why the epidemic did not start there instead of Khatkar Kalan, where the
man only lived one night. Again, one does not know what became of the ekka-driver who
brought in the sick man. But that the village should have remained free for so long after this
man‘s death tends to discredit this episode. A story of a Rawal who came from Poona is
alluded to as being the only other source of which there is knowledge, and which could
possibly have started the epidemic.
The only other person besides Ram Saran who had left the village for any distant
place outside the province was a Rawal named Bannah. The Rawals are great eyedoctors and travel great distances in pursuit of their profession. There were several
men in this village who had visited Europe and America in their travels. In February
of 1897, a company of them started for Australia. Bannah, who was a man of delicate
health, accompanied his fellow-caste-men as far as Poona, where his health gave way
and he returned to his village in March. After his return he was more or less
bedridden, and in September, six months after his return, he gradually sank and died.
None of his relatives or any of the Rawals were affected.146
The villagers, however, had no doubt that Ram Saran brought plague into their midst. This
impression was strengthened by the fact that there was plague at the time at Hardwar, where
the man had been. The disease at first was confined to the Brahmans, to which caste he
belonged, and there seems to have been a regular sequence of cases from Ram Saran to the
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Chamars. Upto this time, the Rawals had not been attacked. They lived in a separate patti or
section of the village, cut off from the rest, and the patti had a different entrance for the
Brahmins. But after the Brahmins ventured out, a woman named Barkat, was attacked and she
succumbed soon after. At the beginning of August the rats in the village were noticed to be
dying out in the open, and in September, some Jats were infected. The Sanitary Deputy
Commissioner arrived on 21 October, and after a careful examination of the village, officially
announced the presence of plague.147
In intensity, mortality and dreadfulness, the plague surpassed all other epidemics in Punjab.
After the first case of plague in Khatkar Kalan on 17 October 1897, the disease had affected
seven villages in the Jalandhar district and five in the Hoshiarpur district by February 1898. In
the following month, twenty-eight villages in the Jalandhar district and four in the Hoshiarpur
district had become infected. In August, no new village had been infected and the
administrators felt encouraged to think that the epidemic had almost ceased. However, on
October 1, a case was detected at Kariam and Mazara Dingrian in Hoshiarpur district. With
this case, the second season of the epidemic was said to have commenced which lasted till
September 1899. In October, it reappeared at Sahiba and soon engulfed many villages.
According to the district administrators, the period from October 1899 to September 1900
constituted the third season of the plague.148 Thus, limited to Jalandhar and Hoshiarpur
districts to begin with,149 Simla could remain free of the plague only until April 1904 when a
woman passenger on the Kalka-Simla highway, suffering from the plague, was discovered.150
The epidemic gradually moved to the thickly cultivated, densely populated and humid areas in
the upper doabs (interfluvial tracts) of central Punjab. From there it spread to the once
sparsely populated, arid areas in the south-west which were being canalised and colonized.
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The large-scale irrigation from the populous central Punjab districts had led to an increase in
the population in these areas. The extensive irrigation from canals also resulted in increasing
the humidity level, which was conducive to the spread of the disease.151
In Punjab, the plague was largely a rural phenomenon; the plague death rate in rural Punjab
being 6.30 per mille in excess of the urban deaths caused by the plague.152 The poorly
ventilated, ill-built and crowded houses (akin to the chawls in urban Bombay) facilitated a
faster spread of the plague in the rural areas of Punjab. In towns153, food grain was not stored
in houses in as large quantities as in the villages, which probably contributed towards a lower
prevalence of rats and, consequently, a lower incidence of plague.154 In addition, the towns
had more pucca houses (made of burnt bricks), often with several storeys and compared to the
villages, the towns had wide streets, paved alleys and sidewalks with covered drains.155
However, in the urban areas, plague did cause greater mortality, but only in small towns.
During the early years, out of the thirty-four towns in which the death rate was over ten per
mille, Ludhiana alone had a population of over 30,000.156 In the large urban centres with a
population of 50,000 or more, the plague death rate was 0.04 per mille.157 Perhaps, in the
cities the emphasis on early detection of plague cases resulted in a lower mortality rate than in
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the towns. In general too, the municipalities in cities showed more awareness regarding
sanitation and also had more funds at their disposal.158
An enquiry made by Captain James, I.M.S., into the source of infection of some of Punjab‘s
villages, revealed that out of sixty-three villages, no fewer than forty-seven or a percentage of
seventy-three were infected by the arrival of infected persons, and much the same proportion
was probably good for other inland places as well.159 A similar experience fell on most
investigators. Captain Browning Smith, I.M.S., in a report on plague in the villages of
Amritsar district, remarked, ―in the great majority of villages, infection could be traced to
human intercourse between healthy and infected villages, and this is doubtless the manner in
which the disease spreads from village to village, the usual history being that a person went to
an infected village to visit relatives attacked with the disease or to be present at the funeral
ceremonies of dead relatives; on return to the healthy village the person develops plague; the
next step was the infection and death of rats in the infected and adjoining houses, followed by
a rapid spread of the epidemic plague occurring in those houses and parts of the village in
which the rats died.‖160 It was not always persons ill or about to be ill with plague who created
new foci of the disease in healthy localities. Healthy persons from an infected house were
able, at times, to carry the infection without being infected themselves. The infection appears
to have been carried on the clothes or personal effects of the traveller or refugee.161
Bengal: A Belated Infection
In several cases it was possible for plague to bypass important cities, only to infect them in a
later bout of infection. Calcutta, thus, managed to avoid the disease in its epidemic form until
early in 1898, despite the fact that plague had been raging on the Indian subcontinent.
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A case of mild bubonic plague was reported to have occurred in Howrah, the patient being a
Eurasian lad who arrived from Bombay on 26 September, 1896, was believed to have brought
the disease with him.162 Here‘s his story:
J. Cotta, a Eurasian, aged sixteen, a resident of Bombay, lived in Byculla at a distance
of nearly three miles from Mandvi. On 13 September, he exposed himself to venereal
infection, on 17th he noticed local sores, on 19th -- glands in both groins were a little
enlarged and slightly tender. He left Bombay of the 25th, arriving in Howrah on the
26th. He lived in a small house in Punchanuntollah in the company of his sister and
her children. On 2nd October, he went to the Howrah General Hospital under the
assumed name of Naidoo and was treated by Mr. Milchem, the apothecary, who
diagnosed soft sores. He was advised to become an in-patient for the further treatment
of the buboes. On the 9th, Drs. Cobb, Tomes and Simpson signed a certificate, stating
that plague bacilli had been found in the blood of Cotta.163
Dr. W.J. Simpson, then Health Officer with the Calcutta Corporation, suggested the existence
of plague in Calcutta in October 1896 and mentioned drastic measures introduced by him
which, he believed, evaded an epidemic.164 Stringent regulations were indeed known to have
been used by municipal officers in ill-treating the public. In one such incident, a few bags of
gram belonging to a shopkeeper were destroyed by the Health Officer on the suspicion that
the man who lay on those bags had been attacked with bubonic fever. In reference to another
incident, W.B. Gwyther, Secretary to the Medical Board in October, presented a case of pestis
ambulans which occurred in Barra Bazar. He spoke of a ―commencing epidemic‖ -presumably the plague, having been stamped out by drastic measures, one of which was the
closing of a grain shop and the removal of the inhabitants.165 In yet another incident, a
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zenana166 lady belonging to a respectable family in Kidderpore died of mumps, attended with
fever. She was treated by a local practitioner, Umesh Chandra Pal. The municipal authorities
delayed the removal of the body for cremation. This could happen only hours after Dr.
Simpson had arrived at the scene, inspected the body, cross-examined an old lady, and drawn
some blood from the body for bacteriological examination.167 Eleven cases had been reported
to the Medical Board as cases of bubonic plague in Calcutta.168
What happened in Calcutta in 1896 was that, in one quarter occupied by Bombay merchants
the rats began to die, and there were a few cases of the plague, but stringent measures taken
especially against the rats in the infected area were successful in preventing the disease from
gaining a lodgement in that year. In 1897, the Bangavasi had published a plague cartoon of
the demon—plague, with outstretched arms pursuing people in all her fury, and the natives
and Europeans running, in confused haste, at her approach. Under the cartoon appeared the
following: ―The Bubonic Plague—the Juju.‖169 The plague was yet to appear anywhere within
the limits of the Bengal Presidency, and yet, the Government had devised the means to
prevent its spread. People feared that their honour would be at stake if plague regulations
were implemented. Many proposed to leave Calcutta, while several others had already left
Patna and Gaya.170 But it was not until April 1898, that the plague gained a foothold in
Calcutta, due to fresh introduction of infection.171
The first case of plague that came to the notice of Health Officer J.N. Cook, took place on 17
April, in central Calcutta, in the Kapalitala lane near Bowbazar. Cook saw the corpse of a
man lying in a grocer‘s shop. The deceased was a young man of thirty and of good health.
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The origin of his infection could not be traced because he had not moved from Calcutta for
quite some time.172 The history of the case was as follows:
The deceased passed Thursday night at the house of a woman. On Friday morning he
returned home and went out as usual to sell ghee [clarified butter]. He came back at
11:30am, somewhat earlier than usual and took his meals despite some pain in the
groin and a feeling of uneasiness. But at 1pm, the pain was [sic] worse, with a
shivering. The fever turned severe and he was very restless and tossed about in his
bed. He complained that his heart was bursting. On Saturday morning, he was
unconscious until 10:30am when he succumbed to death. On clinical examination, it
was found that he had a left femoral bubo, characteristic of a plague bubo. On postmortem examination, large extravasions of blood extending from the affected glands
upwards and downwards and also small extravasions on the heart and bowels were
noticed which were characteristic of plague.173
From April 14- 20, the disease began to spread far and wide, with reports of plague cases
pouring in from Manicktola Hospital, Calcutta Medical College and the Municipal Hospitals.
Among the victims were the doms174, many of whom were infected while assisting in the
post-mortem examinations, and died later. Official reports indicate that by the end of April,
the number of attacks totalled forty-one.175 While Prof. Haffkine was delaying his report on
the serum which was sent to him from Calcutta for examination, those in Calcutta who had
fever accompanied with glandular swellings, were hurried to the Isolation Hospital and their
families were segregated. All this time, the Government kept resolutely silent as to whether
the plague had truly arrived. The Bombay Gazette declared that the Haffkine‘s examination
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had clearly established that the plague had actually appeared in Calcutta. People feared that
the government would not declare the arrival of the plague and that they would enforce the
terrible plague regulations as in Bombay, and that they had kept silent to avoid creating an
alarm. Panic followed soon enough.176 A spectacle was witnessed which was never before
seen or heard of, and one that was captured well in the Bangavasi:
Native women, from ladies belonging to respectable families to women belonging to
the lower classes, were seen leaving the town by the hundreds and thousands. There
was a continuous flow of people through the public roads. Fear and anxiety were
painted on every face, and thousands upon thousands left Calcutta in a hurry for
villages, forsaking their property and their occupations. Panic-stricken, the people,
male and female, fled from the town, only with a few necessary articles, by rail and
boat and steamer and on foot. Even ladies who had never before appeared in public,
did not hesitate to walk to the railway station for want of conveyances. Old women
felt their way to the station under the scorching sun. Women, in an advanced stage of
pregnancy, were seen toiling through the public streets. Old and young, male and
female, able-bodied and disabled — all fled from the town.177
The newspaper Hitavadi questioned whether the authorities had tried to ascertain why there
prevailed so much panic in Calcutta. The Lieutenant-Governor was informed that the exodus
from Calcutta was due to fear of quarantine. The native press expressed the view that people
fled neither out of a fear of the plague nor that of quarantine, but for the fear of plague
regulations, the fear that their women would be dishonoured. Inspection and isolation were
apparently other causes for the panic. Few had garden houses or houses with large compounds
(for segregation within homes).178
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The Bangavasi published a cartoon, depicting four European doctors, clamouring and fighting
over the plague question. The letter-press ran as follows:
The Doctor Difficulty
Doctor No.1: Take what I say is true. Here is the plague bacillus.
Doctor No.2: Confound your eye! (literally, let your eye catch fire) Is this bacillus?
This is a tadpole, a tadpole.
Doctor No.3: Don‘t fight among yourselves. What we shall say will be accepted as
true. Why, then, fight?
Doctor No.4: What do you say? Confound my eye! I will give you a black eye. Great
indeed is your presumption. We have fire burning in our stomachs and not in our eyes
as you say.179
The Lieutenant Governor, after considering Prof. Haffkine‘s positive affirmation of the cases
of plague and the collective opinion of the practitioners, finally declared the presence of
plague as an epidemic, on 29 April 1898.180 But even three months after the official
announcement, there had been but 185 suspected cases, none of which were believed to be
true cases of plague. The plague scare caused by the plague regulations had been worse than
the plague itself. The threat to trade was evident in large-scale desertion by mill hands.
According to available reports, fear of the disease, combined with segregation and
inoculation, disrupted the labour force in mills in and around Calcutta.181 The Capital called
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for a repeal of the plague operations, and for Calcutta to be declared a non-infected area, for
each suspected case had meant a loss of thousands of rupees to trade.182
Once infection was introduced in Calcutta, there was the fear that it would spread into the
interiors of the presidency through those who escaped railway inspection183. It was considered
strange that the exodus from Calcutta exited no attention or comment. Allegations were
rampant about how the Marwaris184 did not flock at the railways stations as before, and that
they would now steal out of the city by the hundreds daily. Chandarnagore was apparently
crowded with unwelcome guests from Calcutta.185 It is interesting to note that the first real
epidemic of plague started in Calcutta in a similar part of the city, (viz., around the wharves),
like Mandvi in Bombay. This suggests little doubt about the fact that the bacillus was
introduced via shipping, and not by the railway,186 but the actual facts of the case, such as the
date of the first introduction, by what ship the infection was introduced remain unknown, and
are matters of conjecture only.
Madras: The Epidemic that Never Was
The plague had found its way from Bombay to Lahore and Punjab, and Amravati, the town
where a session of the Indian National Congress was to be held in 1897, was not far from
these places. About forty delegates from the city of Madras and about a hundred from its rural
interiors were to proceed to Amravati. There prevailed an apprehension that the delegates of
Madras province would come in contact with those proceeding from the plague-affected parts
of Bombay and contract the contagion. The government was therefore requested to watch the
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delegates carefully on their return, and keep them under strict observation either at Ooty or
Arkonam for a period of ten days before allowing them to enter the city.187 These initial fears
were unwarranted because plague never really made its presence felt in this region.
An important factor that influenced the prevention of plague was the mode of living in urban
and rural areas. The Plague Research Commission found, in the course of their inquiry at
Bombay, that some of the most sanitarily built chawls were the most infected with plague.
This was an indication to how the construction of dwellings had much to do with the diffusion
of plague. What merits our attention here are the rural areas. The method of constructing
dwellings in the villages led directly to rat infestation and their liability to spread plague. In
the Punjab and the United Provinces, where the rigours of the winter season were severe, the
average village consisted of a row or rows of low mud huts, built in continuation with flat
roofs and a single opening serving for a door and window, wherein the entire family lived
with its cattle and domestic pets, its grain store and its refuse heap. A rat that penetrated from
one end of such a dwelling was thus able to burrow itself through all the huts in the row and
convey infection to the inmates. When one contrasts this with the conditions prevailing in the
rural areas of Bengal and Madras, one notices how rats were kept from invading the living
rooms. The agriculturist had a separate place for storing grain and cooking, at some distance
away from his dwelling place. This probably explains why these provinces were partially
immune from plague.188
Summation
In most places other than India, the pandemic remained a coastal port-city phenomenon. It
rarely penetrated far from major coastal or river towns and cities. In China, for instance, the
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plague did not extend far into the interior, except in those areas which were dependent on
internal waterways. In the case of India, as has been seen, plague successfully penetrated the
interiors of the subcontinent. Throughout the course of the pandemic, the diffusion of the
disease could be attributed to the transport of goods and merchandise and the movement of
people by caravan-, river-, land- and sea-borne traffic. Modern transport and communication
brought an end to the isolation of towns and villages. Would this then mean that unmodernized societies, with low mobility and limited commerce had hindered the spread of the
bacilli? Perhaps, but the fact remains that plague travelled via the main transportation
networks. The modern transport network of India was on par with the largest in the West.189
The Rajputana plague epidemic of 1836-37, remembered today as the Pali plague, was
documented by Dr. James Ranken in 1838. With surprising astuteness, Dr. Ranken warned
against draconian measures to enforce a cordon sanitaire:
Nothing appears to me more calculated than an efficient cordon to assist famine,
disease, and with the concomitance of an impure atmosphere, the very infectious or
contagious fever which it is intended to eradicate. The combined coercion, restraint
and oppression subversive of the functions of society, which the system of quarantine
involves, are inferior only to the horrors of plague when it actually prevails.190
Did Rankin‘s forewarnings go unheeded when plague reappeared in the late nineteenth
century? Most observers agreed that something beyond personal contact was needed to
transmit the disease. What the British officials and missionaries made of the factors involved
in plague transmission, and measures that were implemented in keeping with these
perceptions remains to be explored in the following chapter.
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CHAPTER 3: COMBATING PLAGUE: OFFICIAL AND NON-OFFICIAL
NARRATIVES
The British administrative structure in India had four important tiers - the district office, the
local or provincial government, the Government of India consisting of the Viceroy and his
executive council, and the Secretary of State for India with his consultative India council.
Informal relationships were frequently more significant in determining the operation of
government than the statutes and rules which delineated formal modes of communication and
the decision-making boundaries of each administrative unit. The local administrations were
not mere adjuncts of the Viceroy and his council. The Viceroy gave his subordinates wide
latitude in implementing imperial policy, and they consequently developed their own distinct
administrative traditions and methods of handling local problems. Besides interpreting and
applying imperial policy, the provincial governments were continually interacting with and
influencing the central government in the determination of those policies. The decisions of the
Indian Government were not made in a vacuum on the basis of the theories of a Viceroy and
his council. Rather, policy and decision-making was primarily the fruition of a continual
dialogue involving London, Indian and provincial governments. The Government of India
thus appears as an extremely important link in the administrative chain, stretching from the
district officers to England. The first part of this chapter touches upon these administrative
mechanics of the government in addressing the epidemic. Official plague policy that was
constructed in the early years of the epidemic emerged from a complex network of
interactions among officials across various administrative levels.
The activity of the non-official British in India was easily discernible, involving large
numbers as planters, manufacturers, suppliers, agents, investors, advisors or consumers. Less
discernible to the community were the flows of non-official side-streams, most notably the
missionaries. Nevertheless, the movement of the missionaries, though quiet, was deep and
powerful. Their understanding of the disease and response to the same follows the official
narrative.
68

GOVERNMENTAL PERCEPTIONS AND COLONIAL INTERVENTION
It was found necessary to prohibit the Mahomedan pilgrimage from the Bombay
Presidency for this year [1897]. Although it is a ruling principle of the Indian
administration to respect the religious rights of all creeds, it was necessary, in order
to allay the fears of other parts of India, and of foreign nations, to impose this
temporary restriction.191
Early Efforts of the Municipality: Prohibition of Haj for Promotion of Trade
After the official recognition of the presence of plague in Bombay on 23 September, 1896, the
responsibility of dealing with it was entrusted to the municipal authorities. The Health
Department and the Municipal Corporation had to take immediate anti-plague measures and
provide medical relief to patients. Streets and drains were ordered to be cleaned and
disinfected, but these provisions proved insufficient and the Municipal Commissioner P.C.H.
Snow issued a public notice under Section 144 of the Municipal Act of 1883 on 6 October,
stating that persons suffering from contagious diseases would be admitted to hospitals and
houses with plague patients would be evacuated and disinfected.192
This notice was significant because segregation of the affected persons from the rest of the
population seemed, to the authorities, to be the only way to contain the disease. The notice
resulted in a great deal of unrest in Bombay. The Indian language newspapers were full of
criticism against enforced segregation. Under public pressure, the notice was, therefore,
declared null and void in November 1896. During the financial year 1896-7, the aggregate
value of the trade of the port of Bombay fell by nine per cent.193 This fall in trade was neither
very extensive nor was it entirely due to the plague. The overall foreign trade of India in the
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same year declined by 3.6 per cent from the year before.194 Further, the shrinkage in the
exports from Bombay and Karachi was largely due to famine, and yet it was actively feared
that Western countries would object to carrying on trade with India and that there would be a
larger decline in trade unless more positive steps were taken to deal with the plague.
The Indian Government and the Home Government both realised the gravity of the situation.
Lord Elgin, Viceroy, immediately dispatched Surgeon-General Cleghorn of the Indian
Medical Service (IMS) to Bombay to report on the epidemic. He prepared a memorandum in
which he expressed dissatisfaction with the Bombay government‘s handling of plague, and
called for thorough and stringent sanitary measures. He recommended the evacuation and
segregation of the sick and the destruction of unhygienic surroundings and dwellings. 195 The
Home Government, particularly the Secretary of State, George Hamilton, who was ―more
concerned about plague than famine‖ for the reason that a ―market once lost, or even partially
diverted is not easily regained,‖ goaded the Government of India for still stronger action.196 In
addition to compulsory segregation and evacuation, he asked for the closure of Indian ports to
Haj197 pilgrims.
Elgin was more disposed to accept Cleghorn‘s recommendations. But, unlike Hamilton, he
was moved not only by economic considerations but was inclined to take stock of social and
religious implications of any policy that might be introduced.198 Before giving a final reply to
the Secretary of State, the Viceroy decided to gauge the opinion of local governments,
particularly the Government of Bombay. The Bombay government agreed to close their port
to pilgrim traffic.199 Similarly, other local governments, except the Bengal government,
agreed that Bombay port should be closed but after observing quarantine rules and medical
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precautions, the pilgrims should be allowed to proceed from Calcutta and Madras.200 It was
the opinion of most of the senior officials that total prohibition of Haj would be ―politically
injurious.‖ John Woodburn, Home Minister, personally undertook a survey of Muslim
feelings and arrived at the conclusion that total prohibition would complicate rather than ease
the situation.201 Such was the opinion of Lieutenant Governor MacDonnell also.202 It might be
further stressed that after 1 February 1897, no pilgrim ship had left Bombay. In response to
the protection of trade and commerce, the Indian government had already instructed the
Bombay government to adopt any measure to prevent the outbreak, including the stoppage of
pilgrims and the checking of the railway passengers.203 In compliance with the wishes of Dr.
Cleghorn, the municipal organisations in the provinces of Bombay, Madras, Bengal, and the
North Western Provinces and Oudh were provided with summary powers by the respective
provincial governments to restrict abatement of overcrowding, evacuation and cleaning of the
affected areas.204 In so doing, the Government not only took almost all precautionary
measures but also retained their confidence in the municipalities which was a very important
step in soliciting the cooperation of the public.
After taking into account all shades of opinion, Elgin forcefully reiterated his views against
total prohibition of Haj pilgrimage. He wrote: ―It was an axiom of Indian administration,
established by teaching of bitter experience, that to enforce orders which the ignorant masses
could regard as infringing religious privileges must be dangerous.‖205 Elgin‘s view was
supported by the majority of the Executive Council.206 But nothing short of total prohibition
appealed to Hamilton. He over-ruled the Indian Government.207 In doing so, Hamilton,
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supported by Lord Salisbury, was mainly motivated by imperial considerations and did not
take into account the possible political implications. He himself confessed to Elgin, ―I am
always sorry from here to press you to do something, the benefit of which we feel in Europe
and the danger and drawback of which you have to bear in India.‖208 So on 20 February, for
the first time, the annual Haj pilgrimage was suspended,209 obviously to the annoyance of
Elgin, who recorded: ―I must confess to some surprise that those whom you consulted were
unanimous in recommending the step, but perhaps it is another illustration of the fact that it is
the men who were actually concerned in the administration on the spot who were most keenly
alive to the possible presence of waves of sentiment.‖210
State of the Plague in Bombay
Bombay Plague Committee replaces Municipal Authority
This action of the Home Government was not an isolated one but was coupled with many
other restrictive instructions to change the structure of plague administration in Bombay.
Hamilton believed that it was beyond the powers of the municipal authority to shoulder so
huge and onerous a responsibility. He considered it essential to substitute the municipal
authority by an executive body of a few officials.211 In the first instance, both Sandhurst, the
Governor of Bombay and Elgin were not favourably disposed towards Hamilton‘s views.212
But soon the pressure of the English and the Anglo-Indian press increased. The Government‘s
plague policy was condemned as weak, foolish, timid and obstinate.213 Unfortunately, under
the bellicose and hysterical attitude of the India Office and English press, the Bombay
Government by March 1897, succumbed to their pressure and relieved the municipal
authority of their plague duties, and appointed instead an executive committee of four under
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Surgeon Brigadier-General Gatacre.214 Lord Sandhurst, Governor of Bombay, passed an Act
III of 1897 or the Epidemic Diseases Act as an immediate measure, on 12 February 1897. The
Act extended to the whole of British India. According to it, when any dangerous disease
appeared, the governor could put the Act in force. He could prescribe regulations to control
the disease. Any ship, vessel or railway train could be inspected or detained for medical
inspection. The Governor could confer power to local governments. Persons who disobeyed
were to be punished under Section 188 of the Indian Penal Code.215 The Committee was given
the widest possible powers. It was authorised to evacuate any building, destroy it, forcibly
search private homes, segregate the patients and remove them to hospital.216
Collection of information about plague cases through house searches was to be conducted,
and soon, search parties were deployed. They visited homes in order to detect the cases or
insanitary surroundings and were supported by a cordon of soldiers to prevent the people from
escaping.217 These parties were not always sensitive to the feelings of the local people.
Evidence of the reckless attitude of the search parties could be sensed in the words of a City
Health Officer, ―we treated houses practically as if they were on fire, discharging into them
from steam engines and flushing pumps quantities of water charged with disinfectants.‖ 218
The most intolerable feature of the search parties, which were exclusively composed of the
British officials, related to their invasion of the privacy of an Indian house, for the Indian
women, Hindus and Muslims alike practised purdah.219
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When the plague broke out, though there were thirty-four medical institutions in Bombay
(private and public), only one of them was a hospital for infectious diseases, at Arthur Road,
where all plague patients were sent. In March 1897, General Gatacre suggested that special
plague hospitals be created. He was given the Government House at Parel to be used as a
plague hospital. Lord Sandhurst visited the site and consented to convert it into a plague
hospital for all castes and creeds. The hospital was to be run by military officers and army
doctors.220 Gradually the Committee acquired more buildings to convert into hospitals. It also
erected some temporary sheds as hospitals.221
Since August 1897, the chief object of the Committee was to provide camps (Figures 7&8)
for the healthy, when they were removed from infected houses. The outdoor life and fresh air
kept the inmates free from disease. The camps provided by the Committee were of various
kinds -- segregation camps, detention camps and health camps. In many instances, the same
camp served several purposes. Hospitals had been converted into camps and vice versa,
according to the necessities of the moment and of the neighbourhood. All the camps were
managed by camp-masters, assisted by a staff of servants.222 The District Officer had control
over all the camps in his ward. He was to see that they were in proper sanitary order, that
registers were maintained, all inmates were regularly inspected, and that all other
requirements would be promptly brought to the notice of the Municipal Commissioner.223 The
Committee encouraged Private Camps in the case of the well-to-do, and constructed Public
Camps on available open spaces in and about the city. Of the various camps that were erected,
those marginally noted were on private land. The other camps were either on Municipal,
Government, Port Trust or Improvement Trust land.224 Some camps were built from

220

BG, 16 February 1897, p.5.
IPC, p.21. By January 1898, there were some 40 plague hospitals, initially supervised by
the Committee and later transferred to the Municipal Corporation.
222
Report of the Municipal Commissioner on the Plague in Bombay for the year ending 31st
May 1901, p.109.
223
Report from W.L. Harvey- Municipal Commissioner to the Corporation stating measures
adopted to combat the plague, 1900, p.8.
224
Ibid., p.64.
221

74

subscriptions amongst the communities and mill-owners who employed people from different
communities.225
In Segregation Camps the inmates were to be supplied with rations, and the bread-winner,
whether man or woman, was allowed to go to work, provided he spent the night in the
camp.226 In the centre of the yard outside of a camp, stood a steriliser and round it separate
bathing-places and sheds for men and women where they washed and wore camp clothes
while their own clothes were being sterilised. The authorities considered these measures to be
valuable since a considerable number of people were attacked after entering the camp.
Detention camps were probably those in which arrivals from outside were detained under
observation and surveillance. They were sometimes referred to as segregation camps. 227 The
Narielwadi Hospital was enlarged and made into a Detention Camp. The local Bhatias, Jains
and Lohanas, to whom most of the immigrants belonged, made special arrangements for the
camp comforts of members of their own communities, and the principle of a guarantee by
certain leading members of each community, allowing under an adapted form, the concession
of surveillance accepted by the Venice Convention, together with the safeguard of
photographing all who were passed out on surveillance, worked well. But there were
occasions when it was difficult to manage the camp since the inmates, being rich, would
tempt the camp staff to connive with them in breaching the rules.228 The Committee, to meet
the probable increase of plague, sent those from infected houses into Health Camps. 229 The
inmates of the Health Camps were free to come and go as they pleased, except in isolated
cases where for special reasons movement was inconvenient, camping was effected without
opposition.
As regards the attitude of the people, there were instances of people raising an objection. No
trouble was experienced with the disinfection of huts, but there was a certain amount of
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concealment of sickness. Difficulty was experienced in preventing persons sent to the
observation wards from escaping at night; there were no walls or fences around the sheds, and
the guard was not in a position to patrol the whole circuit. Subsequently, however, the fencing
was increased, and guards strengthened, and every effort was made to reconcile the people to
their short imprisonment. They were provided with the material for preparing their own meals
and other arrangements were made to meet their caste prejudices; in some cases communities
came forward with food, servants, etc. to meet the wants of their caste-fellows.230 Roughly
1,10,000 people passed through the various camps in the year 1900 alone.231
Disinfection was considered a necessary device to control the spread of the plague. It was
believed that plague bacilli thrived in houses, godowns, factories, clothes and other
belongings of the patients. The Municipal Corporation had adopted disinfection as a part of its
measures to fight the plague. The Committee carried it further, taking special care to disinfect
roads, lanes and drains. The Committee used disinfectants like carbolic acid, perchloride of
mercury, lime, sulphur and kerosene oil. Phenyl was also used.232
As plague spread beyond Bombay, the news about the disease spread to foreign countries.
Most of the countries issued quarantine for Indian ships and passengers.233 In Bombay, the
government imposed quarantine on passengers coming from infected areas into Bombay. The
number of days varied depending on the area the passengers came from. However, regular
commuters and merchants were allowed to enter Bombay, without being sent to quarantine
camps. They had to undergo a medical check-up, after which, passes were issued to them.234
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From Tighter Controls to Maximum Discretion
While these exceedingly unpopular measures were being undertaken by General Gatacre in
Bombay, they did not deter India Office from suggesting some more stringent steps, like
corpse inspection and a tight system of land quarantine. The latest suggestions were made by
Dr. Lowson, Medical Director-General at the India Office, who ardently believed in very
vigorous and drastic measures. Hamilton had recommended the despatch of Dr.Lowson and
Dr.Reade to India to carry out their schemes. Both of them, who had previous experience of
plague in Hong Kong, arrived in Bombay on 1 March 1897. With their arrival a new phase in
the anti-plague operation started.
No sooner did Dr. Lowson land in Bombay than he started advocating stringent land
quarantine. He proposed a sanitary cordon across the affected places in order to completely
seal off the infected areas. He found a passionate supporter to the idea in the LieutenantGovernor of Bengal, Mackenzie.235 However, Elgin and his executive council generally, with
the exception of Collen, came out forcefully against land quarantine. The Indian Government
rightly argued that land quarantine would be ineffective and could not be administratively
feasible. It would give opportunities for ―oppression and extortion‖ and quarantine stations
could themselves become centres of serious outbreak. It was argued that any additional
restriction on the movement of the people would be bitterly resented and might lead to
disastrous consequences.236 The Bombay government could not, however, check Dr.
Lowson‘s measures for corpse inspection. Under the influence of the Secretary of State,
Sandhurst agreed to put this into practice. The purpose of inspecting the dead was twofold: to
ascertain the cause of death and to detect the suspected cases in the houses of the deceased.
Surely the examination of the corpse, particularly of the woman, was bound to excite the
religious prejudices of the public without obvious post-mortem benefits. Elgin refused to take
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a hasty view of the situation. He termed Dr. Lowson‘s opinion as ―rash‖ ―lacking in
experience‖ and urged Hamilton not to commit the Government to more severe measures.237
It was as much to Elgin‘s insistence as to Lord Sandhurst‘s concurrence with him, that
Bombay city escaped the practice of corpse inspection. Poona and Karachi were less
fortunate. It was, therefore, not a matter of surprise that in June 1897 sharp violence broke out
in Poona. Elgin had done his best to forewarn Hamilton. He discreetly wrote: ―I am not sure
that it would be safe to conclude that the Bombay Government were not well advised in
feeling their way towards the very severe restrictions they now impose. For myself I shall
wait till the history of this Plague is written.‖238 In yet another letter, he emphasised that ―a
very small spark might cause an explosion.‖239 Dr. Lowson continued to insist on corpse
inspection. But the Bombay government was now no longer prepared to tolerate any rash
measures for fear of open violence. They discreetly packed off

Dr. Lowson to Calcutta,

where he and Mackenzie formed a formidable team. The Lieutenant-Governor of Bengal,
with the aid of Dr.Lowson, revived the demand for land quarantine.240 Elgin reacted swiftly
and sharply. He wrote curtly to Mackenzie: ―I will only say that no amount of protest from
Dr. Lowson will convince me that any responsible authority in India can shirk the
consideration of the political dangers of forcing the people prematurely into methods
repugnant to their ideas of right and wrong. Much can be done by kindly leading, much can
be lost by rigid and unsympathetic attitudes.‖241 He plainly told the Lieutenant-Governor that
the system of land quarantine was not even favoured by Dr. Cleghorn, the highest medical
authority in India. Talking about Dr. Lowson, he wrote, ―I believe that the Home Department
had no wish to enhance his [Dr. Lowson] importance as an adviser, but felt bound to forward
the Bombay recommendation. I sometime wonder if Bombay in their hearts wished to see his
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energies employed elsewhere.‖242 Lest Elgin‘s weakness were over-emphasised, the Viceroy
categorically told the Secretary of State that if the Bengal government passed any legislation
in favour of land quarantine, he would be constrained to overrule and disallow such an act.243
Elgin at last succeeded in restricting the most ominous and vulnerable tendencies.
By December and January of 1897, plague reached its peak and more cases than ever before
were reported. Hamilton again feared the loss of trade. In December, rules were once again
issued for compulsory segregation and in January, military search parties were employed to
evacuate the sick in various parts of the Bombay Presidency.244 In addition, the Bombay
government voluntarily resorted to land quarantine.
On 3 February 1898, the Government of India issued a fresh resolution and tightened the
plague rules. The segregation of the sick with the aid of search parties was its main measure;
but the government did not use a drastic measure like corpse inspection.245 In March 1898,
however, it was rumoured that the government in Bombay was instituting corpse inspection.
The situation was already explosive with British search parties being used, and land
quarantine, though officially prohibited was being regularly practised in Bombay.246 On 9
March, 1898, fierce riots broke out in Bombay. The disturbance was caused due to the
attempted removal of a Muslim female plague patient to the hospital. There was complete
hartal247 of the Bombay dock workers, which continued with varying success from 9-16
March 1898.248 This spontaneous outbreak forced the government to reconsider its policy. On
15 March 1898, the Bombay government announced the withdrawal of military search parties.
House visitation was restricted to voluntary groups composed of the local population. 249
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MacDonnell and Macworth Young250 also sounded the note of caution and both urged that the
responsibility of the plague administration should and must be given to the Indians and the
local people.251
By now the medical and administrative authorities were convinced that plague did not recede
on account of stringent measures but increased and decreased in the winter and summer
months respectively. Hamilton was also brought around and was finally convinced that extrahard rules did not necessarily bring good results.252 Local governments were given maximum
discretion to apply rules according to the need and circumstances of the situation. Segregation
and compulsory evacuation were completely given up in large towns.253

These

new

propositions were fully supported by John Woodburn, Home Member and later, the
Lieutenant-Governor of Bengal; Rivaz the new Home Member; Hewitt, the Home Secretary,
and Surgeon-General Harvey, the Director of the Indian Medical Service. In a way, the
Bombay government reacted most effectively. The special plague committee was abolished
and the municipality was again brought into the picture.254 The importance of this was that
public cooperation which could always be the most effective weapon in an extremely
conservative society was put to use.
State of the Plague in Punjab
Framework for Plague administration in Rural Punjab
In Punjab, a comprehensive framework for plague administration was created. It proposed
surveillance and inspection for early detection of the disease, evacuation of the infected
dwellings, segregation of the sick and their relatives and disinfection of infected articles. The
infected area was divided into ‗divisions‘ to implement the plague eradication measures. Each
‗plague division‘ comprising of about a hundred villages, under the supervision of a Deputy
250
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Commissioner, an Assistant Commissioner, a Divisional Officer, Civil Surgeon and a Medical
Officer.255 There were three tahsildars256 or naib tahsildars257, six kanungos258, some
patwaris259, one or two hospital assistants, two compounders and five nurses and dais
(midwives) to assist in the operations.260 Assistance from sepoy prisoners was solicited.261 As
the disease spread and mortality increased, the plague duties of different officials came to be
spelt out in greater detail. The district administration was responsible for providing hospitals,
huts and shelters; it supervised the disinfecting work, paid compensation, arranged support
and relief for helpers.262 The assistant commissioner looked after the evacuation of the
villages, arranged for provisions in the camp and maintained accounts.263
The tahsildars and the naib tahsildars had about thirty villages each under them and they
supervised the work of the kanungos and the patwaris. They visited every village under their
charge once in every three days to examine the residents. They also examined the mortality
report books and absentee lists. The kanungos supervised the working of the patwaris and
checked the absentee list and patwaris‘ reports, and reported to the tahsildar on all plague
cases referred to them by the patwaris.264 The patwaris maintained a roll of the inhabitants, list
of sick persons and also an absentee list. They were required to visit the villages under them
to ascertain whether anyone had died or was ill.265 The inspector general of civil hospitals
prepared the budget for the plague expenditure as well as the weekly statements of the
number of deaths recorded in the province. The chief plague medical officer assisted the
255

Punjab Government Civil Secretariat Proceedings, Home: Medical and sanitary, June
1898, Number 260-61, p.1.
256
The Punjab province was divided into several districts, each of which was further subdivided into revenue sub-divisions called tehsils/taluks under a designated officer called
Tehsildar. The taluks are further divided into villages.
257
Naib tehsildar serves as a deputy of the Tehsildar.
258
Kanungos maintain assessment records of each tehsil.
259
Patwaris are village registrars or accountants.
260
Major E. Inglis, Report on the Outbreak of the Plague in Jullundur and Hoshiarpur
Districts of the Punjab in 1897-98, 1898, pp. 3, 19.
261
C.H. James, Outbreak of the Plague in Jullundur and Hoshiarpur Districts of the Punjab
1899-1900, Additions by Wilkinson, 1901, p.8.
262
Major E.Inglis, Plague in Jullundur and Hoshiarpur in1897-98, p.4.
263
Ibid., pp.22-25.
264
Major E. Inglis, Plague in Jullundur and Hoshiarpur in 1897-98, pp.1-3.
265
C. H. James, Plague in Jullundur and Hoshiarpur 1899-1900, p.4.
81

inspector general of civil hospitals and directed all the plague operations and dealt with the
reports and statistical returns. The civil surgeon, who was the health and sanitary officer of
the district submitted an annual report pertaining to the incidence of the plague. The senior
commissioned medical officers assisted the civil surgeons and supervised the plague
operations.266 The medical officers looked after the hospitals, performed inoculations,
supervised the segregation and quarantine camps and were in charge of the disinfecting
work.267 The civil assistant surgeons who were both Indians and Europeans encouraged the
people to adopt plague eradication measures.268 The medical staff in a plague circle trained
and supervised the auxiliary staff, which comprised of hospital assistants, compounders,
nurses, dais and clerks. The hospital assistants looked after the disinfecting work. 269 The
compounders accompanied both the medical officers and the assistant surgeons on their
inspection tours, distributed medicines and assisted in inoculations. The nurses and the dais
attended to the requirements of the women.270
Regulations at work
During the first outbreak of the plague, which affected the rural areas of Jalandhar and
Hoshiarpur districts, the primary concern of the district administrators was to prevent any
communication between the infected and the uninfected areas. They were acting on the
assumption that the human contact was the agency of spread of the epidemic. Therefore, they
got the infected villages partially or wholly evacuated, village sites disinfected, and the plague
infested areas cordoned off.271 In the initial course of the epidemic, each village was cordoned
off separately. As the infection spread to other areas, several villages were cordoned off
together.272 In the beginning, anyone who wanted to cross the cordon had to obtain a pass
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from a European in the civil, medical or police administration. Any official on duty inside the
cordon could cross it without a pass. In May 1898, changes were made in the rules pertaining
to issuing of the passes. Consequently, three types of passes—permanent, temporary and
quarantine were introduced. The permanent passes were given to tahsildars, naib tahsildars,
assistant surgeons and later on, to all government officials. The temporary passes were given
to all others whose duties took them across the cordon. The quarantine passes were issued to
those who went into the quarantine camps. It became mandatory to hold one of these passes to
cross the cordon.273 After the infected areas were cordoned off, the villagers were asked to
evacuate their homes and to move into the camps within forty-eight hours. They were
required to take their moveable property and supplies for about two months.
Three categories of the camps, viz., hospital camps, segregation camps and observation camps
were created. In the hospital camps, the relatives and the friends of those afflicted with the
disease were housed. The segregation camps were meant for those who came from infected
houses or mohullas (residential localities/neighbourhoods) and the observation camps were
for the patients.274 Each of the above-mentioned camps further consisted of three
parts/divisions, one for single men, the other for families and a third for women and children.
The authorities generally provided huts to the villagers in the camps. Sometimes, material was
provided to them and rewards were given for the huts made out of these. The accommodation
for women and families was screened off by a sirki (a screen made of straw). In case of
women observing purdah, a screen or curtain was provided during their stay in the camps. 275
Social divisions were transplanted to the camps, which were divided on the basis of the
mohullas or the sub-divisions (pattis) in villages. Generally, each caste or community was
allotted a separate site or there was a small distance in the huts allotted to them. 276 For
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instance, in Khatkar Kalan, Sikh Jats277, Brahmans278, Jhiwars279, and Darzis (tailors by caste)
occupied one camp; the Chamars280 occupied another camp, and the Muslims occupied a third
camp.281 Arrangements were made for meeting the basic needs of the people in the camps.
There were separate wells for the Hindus and the Muslims.282 The bhishtis (water carriers)
supplied water to the people in the camps. Men took food for their women from the serais
(shelters created for transients). The dais took food for the women detained in the camps. 283
To meet the daily requirements of the people, shops were set up in the camps.284
The evacuated houses in the villages were disinfected, ventilated and whitewashed. During
the course of disinfecting, the owner was brought from the camp to open the lock of the house
but was not permitted to assist in any operation.285 The Chamars, coolies and water-carriers
were ordered to thoroughly soak the walls, flooring and ceiling with the phenyl solution.286
Initially, phenyl was used as a disinfectant. In 1901, both phenyl and perchloride of mercury
were used. The coolies took the furniture, earthen vessels and other articles to the roofs or the
streets for exposure to sunlight. The magistrate could order the burning or the destruction of
any article during the process of disinfecting.287A hole of about twenty-four square feet was
made in the roofs to allow the sunlight to stream in. The following day, the house was
whitewashed.288
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Plague measures extended even to the dead. The district administrators favoured corpse
inspections, but they felt that although advisable, such measures could not be enforced due to
hot weather and social customs such as purdah.289 Therefore, post-mortem examinations were
not carried out in 1898, but if the police wanted it, they could do so after following the
instructions laid down in the Criminal Procedure Code.290 Social obligations were, of course,
restricted as people were not allowed to visit neighbouring villages to fulfil social obligations.
In one instance, the inhabitants of Dosanjh village in Banga circle were not given permission
to conduct a marriage ceremony which had to be postponed. In another case, certain Brahmins
were not permitted to go to the neighbouring village to collect offerings from their jajmans
(clients or patrons).291 The district magistrates of Jalandhar, Hoshiarpur, Gurdaspur and
Sialkot were given powers to prohibit caste gatherings and other social assemblies in
Nawanshahr, Nakodar, Pillour, Hoshiarpur, Garhshankar, Shkargarh, Zaffarwal and Sialkot
tahsils.292 Special measures were taken to prevent the organization of periodic, local fairs.293
The movement of rail passengers was similarly monitored and they were subjected to medical
examinations at various inspection posts.294 Those third class passengers who seemed likely to
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be carrying the plague, were detained. The authorities, it was claimed, went by their ―dirty‖
appearance and their social background. It was believed that lower classes were more likely to
spread the disease as they travelled in gangs whose whereabouts could not be traced on arrival
at their destination; nor could they be depended upon to give correct information.295 Initially,
the detention period was seven days but was later reduced to twenty-four hours as the number
of passengers detained increased considerably and became unmanageable.296 In contrast, the
Europeans or Eurasians, even if they were sick, were allowed to continue with their journey in
the rail carriage. Their relatives and friends could also accompany them.297
Taking cognizance of the rats
The role of rats in spreading the plague was not completely understood in the 1890s athough
there was some talk of its possibility. Surgeon Captain C.H. James, plague medical officer at
Banga, was amongst the few who thought that rats could be the potent cause for the spread of
the disease. In his view, the disease was spread by the migration of rats from one house to
another as the houses had their walls or roofs touching each other.298 Others continued to
maintain that the plague was spread by human agency. 299 Understandably, therefore, in the
early years, the emphasis remained on disinfecting the houses, which failed to kill the fleas or
the infected rats.300 Rather, flushing the houses with phenyl caused the rats to move from one
mohulla to another and even from one village to another, thereby spreading the infection. It
was only in May 1898, when the disease spread despite the cordons, that the role of rats in
transmitting the disease started gaining credence.301 Rats were considered to have spread the
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infection in Katt, Lalpur and Punian in the Banga circle in Jalandhar district.302 Some attempts
were also made to kill the rats or to prevent their migration from the infected to the uninfected
areas.303
Measures in Cities, Cantonments and Hills
The measures carried out in the cities, cantonments and hill stations, particularly the imperial
capital Simla, were different from those in the rural areas.304 The strategy to prevent the
cantonments from getting infected by the plague had already been perfected to save them
generally from disease and epidemics. The core of the plague measures remained the
application of the principle of physical distance from the natives and their habitations.305
Special administrative machinery was created separately for the municipal areas. A committee
was appointed by a magistrate in consultation with the municipal board, which discussed the
questions brought to it regarding the plague administration and reported cases of the plague to
the health officer. The committee consisted of five members - the president, civil surgeon,
health officer, assistant surgeon and the naib tahsildar. To make the plague measures
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acceptable, the committee also made use of the services of the vaids and hakims, the
practitioners of indigenous medicine. They accompanied the health officer when he visited
the patients‘ houses to verify the disease. The vaids and hakims assisted in the maintenance of
the camps and hospitals as well.306
In urban areas, stress was laid on the early detection of the disease. The owner of the house
was required to report to the health officer on the illness of any person with symptoms
resembling those of the plague. After the confirmation of the disease, the patient was moved
to the upper storey of his own house. In case of the single storey houses, the affected persons
were shifted to the camp or the private or government hospitals. Three attendants could
accompany the patient to take care of him during his segregation. The patients could employ
their own native medical practitioners and were under no compulsion to get themselves
treated from European physicians. The maulvis (Muslim religious teachers), priests and other
religious preachers could visit the patient, subject to the sanitary control of the health officer.
In case of any death during the course of the epidemic, the owner or occupier of the premises
or the head of the family was required to inform the health officer immediately. They were
also required to produce a certificate specifying the cause of death. The friends and relatives
of the deceased could then carry out the last rites as per their religion.307 To prevent the
disease from spreading, the persons associated with the sick were kept under observation in
the camps or the hospitals. The health officer visited them every three days until ten days
elapsed from the date of death or recovery of the patient to ascertain that they had not been
infected. Meanwhile, the evacuated rooms in the houses were disinfected in the same manner
as in the villages.308 Specific instructions were also laid down for the people who came from
other places to work in the factories in the Punjab. Every factory owner was required to report
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to the magistrate, the names and addresses of such employees who came from the plague
infected areas.309
Conflicting Theories: No consensus on Transmission and Dissemination
Given the Western antipathy to the ―Indian diseased environment‖, climatic determinism,
which had its roots in the eighteenth century, still persisted in the last years of the nineteenth
century. The report of the Municipal Commissioner suggested the possible effects of the
climatic phenomenon that preceded the outbreak of plague in Bombay: ―the severity and
brevity of the monsoon and floods due to its concentration or the scarcity caused by early
cessation and the unusually high temperatures of the latter half of 1896 may have had an
influence on the outbreak of plague.‖310 Municipal Commissioner, P.C.H. Snow, settled for a
series of factors which he believed, encouraged the spread of the disease such as ―abnormal
atmospheric conditions‖ and the rise in grain prices in the autumn of 1896. Snow observed
that the plague had begun in a year of intense famine which naturally debilitated the people,
leaving them in no condition to resist the disease.311 Snow was however quick to dismiss any
suggestion that the poor sanitary condition of the city encouraged the spread of the plague.312
Yet, the authors of many official reports of the plague believed that filth and squalor were the
main propagators of the disease and the anti-plague measures were designed accordingly.
General Gatacre‘s plague report as well as J.A. Lowson‘s compilation prepared for the
Government of India, both laid emphasis on insanitary and filthy conditions as predisposing
factors of disease. These factors, considered innate to the Indian environment, were explicitly
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blamed for the increasing virulence of the bacillus.313 Surgeon Lieutenant Colonel Waters
remarked, ―epidemics now-a-days are more and more believed to be due to local conditions
and are not simply imported.‖314 He was of the strong opinion that the plague was not
transmitted through humans and in districts where the causative factors were absent, the
disease could not have spread. Dr. Viegas reiterated this argument in remarking that the
plague bacillus ―would only flourish if it finds a suitable nidus,‖ as it had found in the
insanitary environs of Mandvi. The ―filthy habits‖ of the natives were isolated and blamed for
spreading the infection by ―expectorating on floors‖ -- considered by James Lowson as an
―ineradicable oriental habit.‖315
The discovery of the plague bacillus which was made simultaneously and independently by
Kitasato and Yersin in 1894, during the Hong Kong epidemic, was verified through
bacteriological investigation by not only Haffkine, but also Hankin316 and other medical
officers of the Government of India and members of scientific missions sent to Bombay from
Egypt, Germany, Austria and Russia.317 But, despite the rapidly developing world of
bacteriology and the rise of the germ theory, there was no consensus on the method of
transmission and dissemination. As such, the state was far from united in its opinions about
how best one might arrest the progress of plague. Before the confusion over theories of
transmission could be settled, many acknowledged the difficulty in diagnosing a disease
which existed in several manifestations. Snow shared his view regarding the possible
consequences of the difficult diagnosis:
The difficulty in accurately diagnosing this multiform disease is admittedly very
great; many suspicious cases were put down as diphtheria, the resemblance to enteric
fever often made the differential diagnosis exceedingly difficult in the absence of
313
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bacteriological examination, and even bacteriological examination proved abortive in
some clear cases of the plague…Doctors often differed in their opinion about
cases…and a number of cases had to be segregated by medical officers, not because
the patients had plague, but because they had suspicious symptoms.318
The most common modes of infection were thought to be through air or touch. And
consequently, the poison was believed to gain access to the body through the respiratory
organs or the skin. Of the former, it was believed that the plague victim might bring the
poison into his lungs and when he expectorated, he would contaminate his clothes, the floor
and other contents of the house which would then go on to infect others. Many theorists
argued that the bacillus entered the body through wounds, abrasions and other openings of the
skin or mucous membrane. Hankin stated that the disease was not due to breathing poisonous
air but infected humans through inoculation of the skin.319 In observing that the largest
number of buboes were concentrated in the groin area of the plague victim, SurgeonLieutenant-Colonel J.S. Wilkins, in charge of plague operations in Cutch-Mandvi, theorised
that since the ―Cutchees wore no protection to the feet, it is perfectly easy to understand that,
under these circumstances, a slight abrasion of the superficial epithelium would provide a
mode of entry to the bacillus followed by an inflammatory condition to the nearest gland.‖320
While it was universally observed that a rat epizootic preceded a human epidemic, Lowson
focused on shaping a plague policy around the human agency of the bacillus, despite evidence
in favour of the rat flea. The role of the rat flea in the dissemination of the disease would not
be universally accepted until much later. The early period of the epidemic focused on the
ability of the sick to propagate infection, in addition to local factors of insanitation. While the
human agency for disease transmission was largely agreed upon, official views hinged on yet
another disagreement. Medical officials attributed the utmost importance to the behaviour of
the plague bacillus in nature since this determined the extent to which and the manner in
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which the disease was infectious, and in consequence, the nature of the precautions that
should be taken to guard against it.321 But for evidence to support the non-infectious nature of
the disease, some officials looked no further than hospitals and the comparative immunity
enjoyed by the attendants to the sick and those engaged in the disinfection operations.322
Press under the Lens: Contesting Sedition
With time, plague restrictions began to bite. The Muslims as well as the Hindus showed
strong resentment against the suspension of pilgrimage and compulsory removal of the sick.
Indian newspapers were extremely critical of the government‘s handling of the plague. The
Hitavadi observed that ―the plague regulations have made the people more uneasy than the
plague itself.‖323 The executors of the government policy were called ―brutes,‖ ―butchers,‖
―barbarous‖ and ―wild bulls.‖324 The final outcome of these emotions was open violence.
Plague riots broke out in the Punjab, Mysore, Calcutta and Bombay and the most serious of
all in Poona, where the restrictions were the severest.325 On 22 June 1897, the chief plague
officer W.C. Rand and Lieutenant C.E. Ayerst were fatally shot.326 On the same evening,
Captain Ross was assassinated in Peshawar.327 Almost simultaneously serious riots took place
in Chitpur, Calcutta.328
Although the circumstances and reason for these various disturbances were different, all these
events taken together became a source of great concern and suspicion to the large section of
the Anglo-Indian community. Their fears were further aggravated when the real issues were
confused with imaginary and alarming news published by the English press in India and
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outside India. The Pioneer suggested that there was a well-planned conspiracy throughout
India and the Poona murders were deliberately planned to coincide with the Jubilee.329
Echoing the same sentiment, The Englishman remarked that the cumulative developments
exhibited a large scale antipathy of the ―natives‖ against the British.330 The Times of India
saw in the events a clear ―sign of preparation and organisation.‖331 Many others reported that
there was a general unrest comparable with the rising of 1857. The St. James Gazette wrote
that the Chitpur and Poona riots bore too much ―resemblance to that which is allowed to be
brought about in parts of India…that the old antipathy of the East to West has not really
diminished. Sometimes it reaches a point at which the different sects will sink their mutual
hatred to unite against a common enemy. They did so in the early days of the mutiny.‖332 The
Times specially took a conservative view. It repeatedly stressed that the events of the time
represented a political danger to the Empire. Elucidating its point, it made reference to an
incident in the Punjab, that on the Jubilee day, a certain rowdy element (mostly children)
disturbed the opening ceremony of the unveiling of the statue of Queen Victoria in Lahore.
Commenting on the incident, The Times forewarned: ―And this happened, be it remembered
in the capital of the Punjab, the most loyal province of India, which turned back the tide of the
Mutiny in India and stemmed the National Congress movement. If such things are done there,
what may not occur in Poona, Benaras, and Calcutta, the head centres of Brahmin or Bengali
disaffection.‖333 In view of the outcome, the newspaper recommended the control of the
vernacular press which it considered to be the mouthpiece of sedition.334
Lord George Hamilton appeared convinced by the utterances of the English press. He felt
certain that the ―outrages‖ in Poona were not the outcome of personal revenge or religious
fanaticism but the work of a critical hostile press which preached and sowed the seeds of
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sedition.335 On 10 July he telegraphed Elgin to bring out a new Press Act and change the
sedition laws immediately.336 Elgin, on the other hand, was very sceptical of any such
widespread danger which warranted so sweeping a treatment.337 But it induced him to
investigate. Accordingly, Elgin wrote confidently to MacDonnell, Mackworth Young, Lyall338
and Sandhurst enquiring as to whether there was any visible element which lent support to the
view that the Poona murder , the Peshawar outrage, the Calcutta riots and the Tochi rising
were evidences of a general movement which was alleged to be taking place in India.339
Regarding the Poona murders it was evidently known that they took place as a reprisal against
the plague measures which were exceedingly unpopular in Poona and other places. 340
Sandhurst and K.C. Ollivant, the Home Member of the Governor‘s Executive Council, were
of the opinion that the murder of Rand was due to the personal vendetta against him. 341 As to
the murder of Captain Rose at Peshawar, the Punjab Government‘s enquiries revealed no clue
or collaboration with any outside influence. It was merely an act of a Muslim fanatic.342 Nor
was there any evidence which could trace any bearing of Chitpur riots to any such general
wave of unrest. Bayley too was of the opinion that most of the European fears were
exaggerated by the needlessly dismayed and panic-stricken Anglo-Indian press.343
MacDonnell who had experience of the Home Office, considered it neither necessary nor
desirable to remedy the situation by controlling the press. However, he did not object to
taking judicial action against any patently seditious paper.344 C.J.Lyall, the Chief
Commissioner of the Central Provinces and formerly Home Secretary to the Indian
Government, also attached no political significance to the Calcutta and Poona riots. He
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advised strongly against the resurrection of the Vernacular Press Act.345 Such was also the
opinion of both Stevens and Sandhurst.346 Macworth Young, the Lieutenant-Governor of the
Punjab, on the other hand, discerned among some people a growing feeling of impatience
with the authority. He found the Indian press ―scandalous‖ and largely responsible for the
Poona riots. He personally favoured the re-arming of the Government with the Lytton Act but
hastened to add ―that the spirit of the times is against anything in the shape of the Press Act
and the extension of the Criminal Law is the only practical method of dealing with such
firebrands.‖347
From the evidence given, it could be deduced that there was in India discontent but no
disaffection, resentment but no sedition. Much of the bitterness was due to the plague rules. In
Bombay, where the Indian press was deemed to be the fountain-head of sedition, the
government‘s annual report issued on 27 July 1897, found only 12 papers out of 200 using
offensive language which could be ―near the verge of seditious writing.‖348 Elgin finally
surmised that ―if special executive powers against the press are intended we consider them
undesirable.‖349 Elgin‘s opinion did not please Hamilton. In addition to the strengthening of
the law against sedition by adopting procedure, he urged and repeated his preference for
executive action to suppress the ―the native press.‖350
Elgin argued that any legislation produced under the pressure of panic would not be durable
and might even be dangerous. He knew the public opinion in England had been led astray by
the gross representations of the Anglo-Indian correspondence. Elgin urged that ―if as a result
of a deliberate and careful investigation it is determined that the powers of the Government of
India to deal with sedition are insufficient, I do think it is likely that I should refuse any
support to proposals for the amendment of the law, even if they go in a direction which I
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generally disapprove… I must confess your yesterday‘s telegram has disturbed me and it may
be well if I am unfortunately compelled to differ from you that you should know that I have
not decided likely.‖351 In this letter Elgin makes it clear that he would resort to non-executive
action against sedition but not without due consideration and deliberation. This resolute stand
of Elgin had the desired effect. Hamilton agreed though reluctant to drop the demand for a
Vernacular Press Act.352 Elgin‘s attitude might not be considered to be liberal but it was
calm, cautious and calculating. But Hamilton‘s attitude in this whole affair deserves some
explanation.
Hamilton knew and perhaps realised from the very outset that there was no general movement
of any kind. But he found in the murder of Rand, an excuse to crush the press. In the very first
telegram after Rand‘s murder Hamilton wrote to Sandhurst whether the outrages could be
connected to the incendiary tone of the press.353 The very next day he expressed the same
sentiment to Elgin.354 A little later, he wrote the Elgin that both he and the Judicial and Public
Committee355 of his Council was strongly of the view that advantage should be taken at this
juncture to legislate and restrict the vernacular press.356 Hamilton was more anxious about the
future than about the present. He wrote: ―I am anxious to utilize the present opportunity, when
we have a House of Commons ready to ascent to anything the Government of India may
demand to try and put our house in order for future troubles.‖357 Elgin, on the other hand,
thought precisely the opposite. He thought it would be as much wrong to set the clock back by
bringing in Lytton‘s Act, as to look far ahead about the dangers of the distant future. He wrote
to Hamilton, ―I feel the force of what you say of the dangers that may rise in the future but
while we must frame our measures so as to guard against these dangers, there is a danger in
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looking too far ahead.‖358 Elgin was prepared to go far if there was any apparent danger to
the empire. He approached the problems of India not from a limited view point but in a
deliberately cautious and in a non-alarmist way. Elgin was genuinely convinced that the
―Native Press‖ was not hostile. His approach towards the Indian Press had been consistent
from the beginning. He had not found in the selections from the Native Press, any trace of a
design to substitute for British authority a native rule.359
In connection with the Poona riots, the Bombay government arrested some people under
Section 124A of the Indian Penal Code for making seditious utterances, the most notable
among them being B.G. Tilak360, who was arrested on 27 July 1897.361 The charge against
Tilak was that he made some provocative and irresponsible statements intended to cause
disaffection. Tilak had written in the Kesari of 4 May 1897 that the Bombay government
should not have entrusted the execution of objectionable plague orders to a ―suspicious, sullen
and tyrannical officer like Rand.‖ On June 12, 1897, he addressed a Shivaji memorial meeting
in which he justified the murder of Afzal Khan and reminded his audience that everything
was permissible to attain national ends. He said, ―do not circumscribe your vision like a frog
in a well; get out of the penal code.‖362 Writing a week later in the same paper, Tilak opined,
―to speak the truth, none can help thinking that this is surely not the proper time for
celebrating the jubilee, at least not in India.‖363 These statements were considered incendiary
enough and he was brought to trial on 8th of September, 1897. A jury of six Europeans found
him guilty against three, two Hindus and one Parsi, and Tilak was convicted for eighteen
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months.364 An appeal against the conviction and for leave to appeal to the Privy Council was
rejected by the full bench of the High Court on 24 September 1897.
The significance of the trial was immense. Tilak at once became a national hero. The
Bengalee of 25 September, 1897, appeared with black borders. In the Amravati Congress the
next year, S.N. Bannerjee365 said, ―For Mr. Tilak my heart is full of sympathy, my feelings go
forth to him in his prison house. A nation is in tears.‖366 Sandhurst, the Governor of Bombay,
did not find Tilak‘s speech particularly seditious. He wrote, ―I have read a full translation of
the Shivaji speech, but I can see nothing in it.‖367
The Government decided to change some sections of the Indian Penal Code and the Criminal
Procedure Code to make the judicial machinery flexible to deal with sedition effectively.
After the trial of Tilak, Elgin wrote to Sandhurst, ―Though it is satisfactory to have got a
verdict against Tilak, it was only by a majority, and the result of the subsequent trial shows
how the change of sides of the members of the jury might have prevented Tilak‘s conviction.
It cannot be pleasant for either you or me, personally to be responsible for the proposals to set
aside juries in these cases, but it is exceedingly difficult to see how we can avoid it.‖368 The
amendment of the sedition laws was discussed by the executive Council on 3 October and it
was decided that the changes should be of a non-executive and general nature.369 Amendment
of three sections of the Criminal Procedure Code and two sections of the Indian Penal Code
was recommended.370
Elgin invited the opinions of the local governments on the nature and extent of the changes
proposed. All local governments agreed that there was no need for reviving the Vernacular
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Press Act, or changing the wording of Section 124A.371 Similarly, most of the governments
accepted the principle of amendment but Lyall, Stevens and MacDonnell felt that the
wordings of some of the changes must be more sober.372

It was Cotton, the Chief

Commissioner of Assam who totally rejected the need for any change. He wrote, ―I trust I
may not be deemed to have exceeded my duties if I venture to offer you my most respectful
warning against the trend of legislation it is proposed to undertake. It will certainly be
received with tremendous opposition in India, and I anticipate that the embitterment of racial
feelings which is continually growing will be augmented.‖373 After receiving their opinions,
Elgin was inclined to further soften down the wordings of certain clauses. Elgin feared that
there would be bitter criticism at the hands of the public of the provision giving all powers to
the District Magistrates, the Presidency Magistrates and First Class Magistrates to try sedition
cases and deprive the jury of the right to do so. He summed up his personal views by stating
that ―to be charged with introducing legislation restricting the right of free speech and free
criticism and trial by jury is so unpalatable that nothing short of a feeling that it is a positive
duty would induce me to support what is now proposed.‖374 The changes in the Bill to amend
the Criminal Procedure Code were hotly contested and concessions had to be made before
they were enacted on 18 March 1898.
The alterations were criticised by almost all Europeans and the Indians. The main motive of
European agitation was that they were being equated with the native press. The Pioneer
openly advocated to confine the restrictions to the ―vernacular papers‖ and often eulogised
Lytton, that his arrangements were ―distinctly more convincing than those of Lord Elgin and
Lord Chalmers.‖375 The European critics were most interested in confining the jurisdiction to
Magistrates who were Europeans. They feared that in case of reducing the jurisdiction to
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Magistrates, there could be the possibility of a European being tried by a native.‖ 376 The
motive behind their agitation was primarily racial. Elgin did not like this tendency of
introducing any element of race distinction in the Code.377
The Indian press and the public were just as critical. They resented the abolition of trial by
jury. They wanted some safeguards and demanded the provision for review of cases by the
High Court. In most cases they did not trust the young Magistrates. Rivaz, the new Home
Member, and Chalmers were also now convinced that some changes in the proposed
amendments were required. Similarly, Elgin felt that the stringency of the law should be
relaxed as far as it could be done safely.378 Ultimately, the Government made many changes.
The Magistrates were now allowed to have sureties of good behaviour from the publisher.
Secondly, all orders issued under Section 108 were subjected to the review of the High Court.
These recommendations were accepted by the Secretary of State and by March both the
Indian Penal Code and the Criminal Procedure Code stood amended. There is no doubt that
but for the active opposition they aroused and the ready conciliation and moderation shown
by Elgin, the sedition laws would have been very restrictive.
Change of the Guard: Curzon takes over from Elgin
Lord Curzon landed at Bombay on 30 December 1898 and took over as Viceroy and
Governor-General of India on 6 January 1899. He resigned on 21 August 1905, and left India
on 18 November 1905. When Lord Curzon arrived in 1899, a Plague Commission, with Prof.
Fraser at its head, had been sent out at the request of Lord Elgin, and was still perambulating
the country. Haffkine had prepared a prophylactic fluid from sterilised bacillus of the disease,
which was being tentatively employed for protective inoculation. The report of the Plague
Commission appeared in sections. It approved of Haffkine‘s prophylactic which, it
considered, conferred a limited degree of protection.

It made many useful suggestions
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regarding the measures to be adopted in dealing with the plague, but threw very little real
light upon the origin of the disease and its method of dissemination. Lord Curzon issued a
resolution in June 1900, in which he reviewed, and with few reservations accepted, such
opinions of the Commission as were then available. He deprecated compulsory measures,
preferring a policy of assistance and persuasion, such as Lord Sandhurst had already
promulgated in Bombay. He restricted the practice of searching houses, disapproved of
compulsory inoculation, provided that removal to hospitals should not be compulsory except
in certain limited cases, laid down the principles on which infected villages were to be
evacuated, and encouraged disinfection. There were many other instructions, but the general
purpose of the policy thus formulated was to discourage coercive measures, to invoke the cooperation of the people, and to consult public convenience. It was a policy that was developed
upon prudent principles, while it provided additional safeguards. Plague measures in India
had ever since followed these lines, with such modifications as were from time to time
thought necessary.
Lord Curzon was not able to check the spread of plague; no one could have done that, but
while doing all that was possible, he sought to prevent the exasperation of the people. There
had been occasional further outbreaks of public disapproval and in April 1900, when a mob
attacked a plague camp at Cawnpore and killed five policemen. Lord Curzon visited the
plague-stricken areas in Bombay and Poona, inspected the plague hospitals, and personally
investigated the operation of the preventive measures. After the Plague Commission had
pronounced its benediction upon Mr. Haffkine‘s prophylactic, he tried to persuade the people
to be inoculated. As an example, he and all his staff underwent inoculation on the eve of a
visit to Bombay. In mid-1902, the rapid rise of plague mortality in Punjab, together with the
approaching assemblage of large crowds at the Delhi Durbar, caused the Punjab Government
to adopt a scheme of inoculation upon a heroic scale. Six million people were to be
inoculated, and a number of doctors were brought out from England to assist. (Fig.9) The
work began in October, and a month later, nineteen persons inoculated from a single bottle at
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the village of Malkowal died of tetanus. The whole scheme was stopped, and inoculation had
never really recovered from the unfortunate impression thus created. Though there were
prolonged inquiries and controversy among experts, no one knows how the tetanus germs got
into the vaccine at Malkowal, and the opinions held on the subject are varied. (Fig.10) The
general, if limited, efficacy of Haffkine‘s prophylactic had long been in dispute; but in spite
of the propaganda of Governors and Lieutenant-Governors, the people of India had not yet
taken to it very kindly.
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MISSIONARY ZEAL: SAVING SOULS FOR CHRISTIANITY
When the plague was at its worst, the English Government tried to stop it. Soldiers
were sent round to tell the Hindus they must keep themselves and their houses clean.
When the soldiers came to the Christian houses they found them so much cleaner than
those of the heathens, that next time, instead of examining the houses, the soldiers
simply knocked at the doors and asked, ―Are you Christians?‖ If the answer was
―Yes,‖ the soldiers were satisfied and went away. Some heathens seeing that the
plague did not come to the Christians, moved and came to live near the Christians for
protection. Three times during the last outbreak of plague, the Christians formed a
procession, and walked through the heathen streets with Cross and banner, praying
to God, and from that time, the plague began to stop.379
Medical missionary work was not new to India, where Thomas at Maldah in the 1780s and
Taylor, the LMS (London Missionary Society) missionary at Madras in 1805, were the
acknowledged pioneers, and medical missions had been founded and supported by the
American Missionary effort in southern India from the 1830s and ‘40s.380 Medical relief work
became all the more important as recurrent famine and plague struck India around the close of
the century, and by 1905, medical mission work in India had come to occupy an increasingly
prominent place in the missionary agencies of India. There were 265 foreign medical
missionaries having 313 hospitals and dispensaries under their care, treating more than two
million patients annually.381 But did the world of Christianity create men who, given their
theological scholasticism, understood the true, real spirit of Christ‘s teaching? Was religion a
cerebral one?—an instrument to analyse the theoretical tenets? Or was religion a living one
that required a service towards the needy, the ignored and the ignorant?
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E. Stanley Jones, a missionary, while describing his experience as a missionary in India, asks,
Whom do we feed when we feed the hungry of India? That pinched man before me?
Yes, and more—our own Christ is hungry in that man. And when I put the chalice to
the parched lips of India, to whose lips do I put it? The man athirst before me? Yea,
more for my own Christ is again athirst in him. I do not have to take Christ to India—
he is there in the perpetual incarnation of human need. When we do it to them, we do
it to Him. And to the heart that has learned to love him, it is irresistible to think of
him hungry, thirsty, sick, in prison, naked and a stranger in the throbbing needs of our
brother men.382
A medical missionary contributed a paper to the Women‘s Missionary Conference, held at
Christ Church School, Calcutta, on 28 July 1897. The writer says of the Medical Missions
that,
We have only to turn to the Gospel to find that our Lord taught and preached and
healed. Healing was as much a part of His work as the teaching and preaching…His
wonderful works…a sign of His mercy and love to mankind, extending even to their
bodies. Moreover, He commissioned His followers to heal and gave them power to do
so, and this power was continued even after His ascension as we see from the Acts,
where Peter and Paul are notably mentioned as doing many works of healing.383
There was a method to conducting Medical Missions, the first and absolute rule being that a
medical Mission is an ―Evangelistic agency and a Medical Missionary is an Evangelistic
agent…Evangelistic work must [sic] be considered first. Christ‘s command is to preach the
Gospel, and a Medical Missionary, who does not preach the Gospel, should not call himself or
herself a missionary at all.‖384 The work of a Medical Mission was to be of three kinds: first,
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out-patients in the dispensary; second, in-patients in the hospital; third, work outside the
mission compound, such as visits to individual cases or itinerant work. Out-patient work was
explained thus, ―In this the seed is sown. Many patients come only once, and the impression
made in the out-patient verandah is often not a deep one. Here, in accordance with our first
rule, the Evangelistic work must be considered first, and the regulations for patients should be
such that all patients are preached to.‖385
To do this it was almost necessary to make a rule that patients be admitted up to a certain
hour, after which the gate was shut, and only very special cases were admitted. The assembled
patients would then be preached to, before any treatment was undertaken. In a dispensary
where both men and women were treated, the rules were as follows: Men and women sat in
separate verandahs. The women were preached to from 9am to 10am, after which they were
treated; and from 10am to 11am the men were preached to. In this way both men and women
got a good hour‘s preaching which, the missionaries believed, would give ―time for a full
exposition of the way of salvation.‖386 In hospital there was much more opportunity for
driving home the message. Daily teaching would be given for as long as the patients could
bear. The patients would be glad to listen, it was presumed, especially if the doctor preached,
for, ―the message of love comes with infinitely greater force from one who is giving practical
sermons in Christian love…the patients will give far more attention to the doctor than to any
Catechist or Bible-woman.‖387
Making sense of the scourge
In an attempt to explain the outbreak of plague and famine, the Dnyanodaya388 stated,
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Why God has permitted this double suffering to India at this time we cannot tell, but
we know that it is in love to the people of this land. Let us therefore be more earnest
in preaching the Gospel, and in directing the hearts of the people to their Saviour. We
have already noticed that among the Mahomedans and the Hindus there is an idea that
these sufferings have come because men have sinned against God. Let us use this
truth which is being impressed on their minds, to lead them to Him who will forgive
and save them.389
With the virulent outbreak of plague in Poona, The Star in the East carried only accounts
from the Panch Howds Mission390, the underlying purpose being, ―not to forget to pray that
the terrible suffering and sickness may be the means of bringing the people of India as a
nation to acknowledge the One True God.‖391 A connection was inevitably to be drawn
between the plague visitation and the moral sins of people, the plague being called ―the
judgment of God.‖392 If people lived in an unclean environment, had filthy habits, and if these
were promoted by ignorance, superstition and immoral lives, there was no stopping the
disease, for ―God hates moral as well as physical filth.‖393 There was also an
acknowledgement of the uncertainty of the laws that governed the origins and spread of the
plague, and hence, certain lessons that had to be learned from a medical and sanitarian point
of view, were suggested. Nevertheless, there was ―a danger lest in trying to learn these
physical lessons, the spiritual lessons should be passed by unnoticed.‖394
The gullibility of plague-stricken people was referred to through the narration of a strange
episode:
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A daring thief rattled the chain on the outer door of a house at midnight. A voice from
within inquired ‗Who‘s there?‘ A deep bass voice, in a commanding, measured and
solemn tone, replied, ‗Kholo, kholo; main Taun hun‘ (Open, open; it is I, the Plague).
There was no reply to that but the back door was quietly opened and the inmates stole
out of the house and spent the rest of the night under the hospitable branches of a tree.
The next morning, feeling much braver in the daylight, they went back to take a peep
into their home and the doings of Mr. Taun. He had gone. On entering they found that
he had run off with all their belongings! The man consoled himself and family by
philosophically exclaiming, ‗Mal gaya to gaya. Jan to bachi—khair‘ (Our property
has gone; let it go. Our lives are spared—it is well.)395
The missionary community discussed the steadily growing belief in the possibility of a close
connection between fleas and the spread of plague. The theory that was first broached by
Simond of the Pasteur Institute of Paris, failed to carry weight with the Plague Commission.
The theory was taken up again by Captain W. Glen Liston who undertook his enquiries at the
Plague Research Laboratory at Parel. The Mission of the Society of St. John, in particular,
hoped to address the question of what outcome the proving of this theory would result in. It
would point directly at the danger that grain warehouses would present, while also pointing to
the need for a wholesale destruction of rats. It would certainly lead people to be cautious
about how they handled dead rats, until some insecticide was poured over them, or unless
long tongs were used. Moreover, it would act as a stimulus towards the promotion of more
civilised modes of living amongst those whose manner of life and habitation placed them at
the mercy of parasites such as the flea, causing them in turn to become sources of danger to
their neighbours.396
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Medical mission underway
The St. John‘s Hospital and Dispensary at Panch Howds, Poona, offered their services during
the plague years, but the attendances at the hospital were classified into ‗Heathen‘ and
‗Christian‘. A report on the working of the dispensary was revealing of intentions in stating
that ―a constant stream of patients passes in and out of the Dispensary every morning…One
can scarcely think of any agency more likely to draw these poor heathen people towards
Christianity than this practical charity towards their suffering bodies. It is only as they see that
Christianity is a real thing that they will be led to yearn for it.‖397 There were temporary
plague wards for Europeans at the Sassoon Hospital, and they were later removed to a
permanent building bought for the purpose.398
Dr. Bradley, in charge of the St. John‘s Medical Mission, Umarkhadi, Mumbai, worked
tirelessly during the plague years when several families in the city had been swept away by
the ravages of the disease. The singular advantage that the plague had was to open the door to
welcome visits from the Medical Missionaries which had hitherto been closed. Dr. Bradley
said that never before the plague had she been so heartily welcomed amongst the Hindus and
Muslims.399 Dr. Bradley offered her services at a dispensary where the doctor would treat 2030 patients each day, while in the course of the year, some 5,000 patients, from every creed
and caste - Christians, Hindus, Muslims, Parsis and others would frequent the place. The
patients included both the well-to-do (including purdah women) and the poor who were
treated free of charge.400 As a doctor, of course, a fee should have been extracted, but as a
missionary the Gospel was to be given without price. Much debate revolved around whether
the Medical missionary was to visit cases as a medical expert or as a missionary? If a fee was
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taken, the doctor, to a certain extent, would then become a paid servant. Medical treatment
would be given and the equivalent returned. The people of the house would, therefore, have a
right to say,
We want your medicine for which we have paid, but we don‘t want your preaching. If
the Medical Missionary goes simply as a doctor, the preaching of the Gospel, if any,
is scanty, and probably of small effect. On the other hand, if the doctor goes without a
fee, it is not altogether fair, and it will be found that everybody will at once call in the
Medical Missionary to save themselves the trouble of going to the dispensary. The
medical missionary‘s work is to heal the sick and preach the Gospel. What then is to
be done?401
After citing Dr. Haffkine‘s description of various experiments of the plague vaccine, the
Dnyanodaya declared with certainty, what it believed to be the two advantages of inoculation:
(1) By 75-90 per cent it lessened the attack from the plague; and (2) If attacked, the disease
would not be severe, and at least half the inoculated would recover, while only few would
recover among those not inoculated. The paper laid emphasis on how Dr. Haffkine distinctly
stated that the preventive value of inoculation should not, however, be imagined to lessen the
need of every sanitary precaution. The idea was thus reinforced that all insanitary conditions
not only tended to cause plague but greatly aggravated it, despite whatever inoculation might
do to stop it. While hailing the efforts of scientific men such as Dr. Haffkine, a plea was made
to the community, to use wisely, the means which have been placed at their disposal to
minimize and to cure the disease.402
At the Mission station of Poona, work was carried out by the Cowley Fathers and Wantage
Sisters. Sister Agnes Henrietta wrote about the children of S. Gabriel‘s School who became
victims to the disease, and the inoculation of nearly all the children. Children‘s experiences in
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the plague hospital were also shared.403 The Poona Mission collected 19.4 pounds from the
sale of Christmas cards for ‗The Plague Memorial Fund‘.404 Processions were conducted
through the streets, praying that God avert the scourge, but, at a point, the Mission itself was
attacked. But, evangelistic work in the city and the villages had not been hindered by the
plague as before, as the people had ceased to fear the spread of the infection from place to
place by the preachers. The preaching party had apparently, already gone out into the city two
or three times a week, and could generally command an attentive audience.405
It had been observed that workmen engaged in the kerosene bulk oil storages in Bombay,
whose bodies were continually redolent of kerosene oil, possessed a remarkable immunity
from the attacks of plague, and the reason was that fleas were probably discouraged by the
scent, for coolies employed by the same Company in ordinary warehouse work had suffered
like other people. The mission therefore, suggested that persons exposed to the risk of
infection by plague should be advised to anoint themselves with kerosene oil which was not
injurious to the skin. It was also believed that sprinkling kerosene oil on the floors of fleainfected houses would be useful.406
It was believed that the plague measures adopted by the government, though severe, were
dictated by experts and represented the weight of scientific opinion, and hence, was the best
way of saving the masses. While it was natural to suppose that the people would welcome any
measure that would save them, this was considered to be especially true for those who were
educated. However, it was noticed that apart from the ignorant sections, those among classes
that were better off, resented these measures bitterly. The missionaries did believe that this
was so because of the manner in which these measures were carried out, especially the
manner in which the search parties conducted their searches, with disregard for religious
beliefs and prejudices. The missionaries did believe that, if the searches were less offensive
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and care were taken to avoid mistakes, the classes that were better off would be willing to
submit themselves to all inconveniences. But under the prevalent circumstances, they
believed there was good ground for complaint. They also believed that with the lower classes,
the irritation was bound to be intensified because, in addition to the actual inconveniences that
they experienced, they could not understand the usefulness of plague measures. ―These poor
people cling marvellously to their little belongings. Their sordid bedding is precious to them
in their poverty, and they are too ignorant to appreciate the possibility of their being filled
with germs.‖407 The governmental measures, to the poor, were zulum408. Hence, this problem
was perceived by the Christian community as a most complicated one. The missionaries
sympathised with the common people, knowing that they felt more alarm and annoyance from
the remedial measures than from the plague itself. They were of the opinion that while rioting
should be put down with a firm hand, there could have been a better way of convincing
people about the virtues of the scientific methods of the nineteenth century while not
contesting their religious feelings and prejudices. It was suggested that a way out of the
complication would be to deal with rational people by taking them into friendly counsel, and
by dealing with the ignorant people as one would do with children. ―Children are easily
stirred up to anger, and are as quickly appeased by sweets, and if more could be done in the
line of sweetened methods, more recouping of their losses, more gratifying of their childish
instincts, it would probably be found that the necessary stern measures could be carried out in
one form or another without their anger and resentment.‖409 A plea was made to the
government to exercise measures which would gain the acquiescence of largely the poor who
suffered inconveniences and losses.
The bishops of the Church of England had issued an address to all sections of society. The
Christian spirit was contained in this letter, in which the bishops opined that in matters of
religion, the Government should maintain strict impartiality which was expected and
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desirable. The bishops expressed faith in the ―Christian‖ government which, to them, was
bound to secure justice for all, without distinction of race or creed. They even sought cooperation from the non-Christians in aiding the Government to redress the grievances of the
Indian Christians, promising similar co-operation for any grievances endured by their own coreligionists. The Church of England, while adhering to her own distinctive principles and
doctrines, was hoping to enter into sympathetic relations with other Christian bodies. She held
out her hand of friendly co-operation to the Roman Catholics and also to the Protestants of
various denominations. The letter further stated that ―it appears to us that the path of Christian
unity lies not so much in ignoring or disguising differences as in looking steadfastly at points
of agreement.‖410 An invite was extended to Christians of all denominations to join in the
fellowship of good work, in the cultivation of a charitable and sympathetic spirit throughout
the Christian world, and in united prayer for these sacred ends. ―We cannot indeed for a
moment compromise the absolute supremacy of Christ‘s revelation. He and He alone is the
saviour of the world…We believe, and indeed know, that India would be a country stronger,
happier, nobler, purer than it is now, if it should in God‘s Providence become Christian…It is
for us to make the offer of that faith; it is for them (Hindus, Muslims, Buddhists and others) to
accept or reject it. That they may be led by the Divine Light to embrace the true faith in its
simplicity and entirety is the prayer of all our hearts.‖411 Thus, while proselytization was
desirable, it was not to be forced on anyone. Unity was sought in moral causes - in charity,
education, social reform, promotion of temperance and purity, and in measures as might be
taken for the relief of suffering and distress of the plague-stricken regions of the country.
Through the letter, the bishops therefore intended to be the friends with all, and enemies of
none. They aspired to do good, to serve the citizens and promote their moral and spiritual
being.

410

Dnyanodaya, 15 February 1900.

411

Ibid.
112

Plague and the Christian’s Opportunity
Father Elliott recalls how, when plague was at its height, he visited all the big temples in
Ayodhya where, he—as a Methodist missionary, was earnestly entreated by the priests, to
intercede on their behalf with the government to put an end to the plague and also to forbid
the people from running away and deserting their temples. Elliott questioned the Hindu priests
about their gods. Said he, ―What about your gods? What about that lesser goddess, Chhutki
Devi? Why don‘t you make your offerings, spin merrily round on your heels, snap your
fingers, and attain all your desires? Why don‘t you do it?‘ ‗Ah!‘ said the priests, ‗we don‘t
know what to make of the gods; they neither hear nor do anything.‘‖ Elliott seemed
overjoyed, mentioning that he got one of his best chances that day for preaching from the first
and second Commandments, and was quietly and reverently listened to.412
Yet another account of the plague years suggests the need to save souls for Christianity rather
than simply a desire to help needy people. -- ―My chief cause for thankfulness as I travelled
round the Church in our Procession on Sunday, was to see whom I had first seen there as little
Hindoo boys, with only the faintest hope that they might ever be ours, and now already happy
Christian boys. If we had had no cases in the Plague Hospital, probably these children would
have never come to us.‖413 These orphaned children, brought to the St. Nicholas‘ Boys‘
Home, were those whose parents had died of plague, and they apparently begged about until
they were taken into the Christian fold. There is mention of two such Hindu boys who were
assigned to the Mission but who did not want to go.
But once amongst our large family of happy Christian boys, they soon learned that
the tales that had been told them about the ways of the Christians were not true.
Edward was a great help in bringing about their conversion. Being a Hindoo boy
himself, all that he said would have had great weight. And then, Gregory, having once
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dined with our boys and thus broken their caste, they quickly gave themselves up to
the full enjoyment of their new home…They are to be baptized on S. Nicholas‘
Day.414
A similar account described how a little boy whose parents had died of plague, was brought
from the Sassoon Hospital to the Plague Hospital where he was baptized and eventually sent
to the St. Pancras‘ Boys‘ Home.415 The annual recurrence of the plague that resulted in an
enormous efflux from the city of Poona into the surrounding villages was viewed as an
opportunity to reach out to the villages. It was also believed that people in villages were far
more approachable than those in the city.416
Summation
The rationale for the involvement of missionaries in medical work was not merely a
humanitarian motivation — a desire to help needy people. Missionaries who established
hospitals and schools, viewed these institutions as aids in saving souls for Christianity. When
people were in distress, a Christian‘s love, sympathy, and his fearlessness in the face of
danger were most needed. Apart from the terrible plague, the country suffered from pinching
want to actual starvation due to the famine. To the Christians of India, European and native,
famine and plague presented an opportunity to throw themselves into the very midst of such
crises, and emerge as angels of help and mercy. The role of missionaries in breaking down
traditional resistance to medical aid, by bringing the sick to hospital and by insisting upon the
proper use of prescribed remedies, while helpful in furthering the cause of Western medicine,
if analysed as a whole, it did help to facilitate the process of Christianization.
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Towards the end of 1898, the government instituted changes in its fight against plague. It
recognised, after the riots of March 1898, that people opposed stringent methods. Hence, the
government did not force plague measures on the people. Instead, there was an attempt to
educate and convince them about the necessity of such measures. With differing ideas of
disease causation and conflicting official responses to the epidemic in the early stages, one
can well imagine the ambiguities and insecurities that surrounded the outbreak of plague in
India. Given the conflicts and tensions that prevailed among the ranks of colonial authority, a
divided colonial body informed the attitudes of the native population to anti-plague measures.
Civilian response to the disease and official plague policy also reflected the divisions that
existed among their own, and this is to be further investigated in the next chapter.
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Fig.7: PLAGUE CAMP, BOMBAY.
Originally from Captain W.Glen Liston, The Cause and Prevention of the Spread of Plague
in India (Bombay, May 1908).
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Fig.8: PLAGUE CAMP, BOMBAY.
Originally from Captain W.Glen Liston, The Cause and Prevention of the Spread of Plague
in India (Bombay, May 1908).
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Fig.9: INOCULATION IN A PUNJAB VILLAGE, 1902.
1. CLERKS WRITING PASSES
2. TAKING THUMB IMPRESSIONS
3. ASSISTANT TAKING CERTIFICATES
4. ASSISTANT WRITING DOSES
5. ASSISTANT DISINFECTING ARMS
6. ASSISTANT STAMPING CERTIFICATES
7. ASSISTANT COLLECTING CERTIFICATES
Originally from C.H.James, Report of the Jalandhar and Hoshiarpur Districts of the Punjab
(Punjab, 1903).

118

Fig.10: CONTINGENT OF HAFFKINE EMPLOYEES IN PUNJAB DURING THE
MULKOWAL EPISODE, 1902.
Photo Courtesy: Haffkine Museum, Haffkine Institute, Parel, Mumbai.
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CHAPTER 4: INDIGENOUS RESPONSE: A PARADOX OF RESISTANCE,
REBELLION AND COOPERATION
Plague germs can penetrate the celestial dress, but the plague measures cannot.
When you travel, do not fail to put on pantaloons, a short coat, and a hat or a night
cap; have a cheroot in your mouth and a copy of the Bombay Times or the Lahore
Gazette in your hand. I came here from Bombay the other day. We had a man who
cooked for us on board the steamer. He had his dirty dhoti on for full three days, but
he thought it prudent to put on pantaloons as soon as the steamer reached the
Karachi harbour. He knew only ―yes-no-very-well‖ English and had no other merit
or passport than his heavenly garb. He was honourably discharged by the medico of
a Saheb, and I—poor fellow! I was sent in a coal boat to be disinfected. But I should
not be so foolish as to forget that I was in my dhoti, which was loose enough to invite
the plague germs.417
Phoenix, NNR-Bombay, 1 November 1899.
FACING UP TO COLONIAL INTERVENTION
The exceptional situation presented by the plague was to be handled by the state through a
diversity of measures that touched different segments of the population in different ways.
They were affected materially and emotionally as quite often their cultural and religious
susceptibilities were hurt by the forcible handling of the situation, and these experiences did
not go unnoticed by the native and the Anglo-Indian press. The actual sources of discontent
varied from locality to locality, but mostly concerned evacuation, medical examination and
vaccination, and more importantly, the use of force in the implementation of these measures.
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A medical practitioner shared his views on the causation of the plague, which he had prepared
for the use of the Plague Commissioners. The valuable character of his views may be gathered
from the following extract:
I do not think it (the plague) was imported in Bombay from Hong Kong or anywhere
else. I attribute three sources of causes of outbreaks of plague in Bombay:
a. The predisposing cause was the Bombay Municipality.
b. The exciting cause was Nature herself.
c. The aggravating cause was the Plague Committee.418
The responses of the different sections of society were of course different, depending upon
the extent to which they were involved and affected, and the manner in which the
representatives of the state dealt with them. Some groups collaborated with the British and
voluntarily carried out the requisite measures. In other cases, reactions varied from sullen
acceptance to active resistance. As the epidemic progressed, the daily Gujarati papers of
Bombay such as the Bombay Samachar, Jam-e-Jamshed, and Akhbar-e-Saudagar were
flooded with articles on the ravages of bubonic fever, listing names, numbers and other
particulars of those falling victims to the disease, criticising the measures taken by the local
Municipal Corporation, suggesting remedies, giving information about special plague
hospitals and asylums erected and prayer meetings held by different communities , and
expressing great uneasiness at the deplorable condition of the capital of western India.419
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Questioning accountability
The Jam-e-Jamshed, commenting on the work of the Municipal Corporation in improving the
sanitary department, stated that it lacked qualified sanitary experts.420 The Gujarati observed
that the localities inhabited by the poor and the destitute were neglected by the authorities as
they were in the unrefined quarters of the city.421 Akbar-e-Saudagar, while making a similar
allegation, stated that the authorities would not have shown such negligence if plague had first
broken out in the European quarters of the town.422 The government was lambasted for not
understanding the gravity of the situation, and an appeal was made for the Corporators to be
dismissed and the Municipal Corporation to be dissolved.
The Kaiser-e-Hind was, however, critical of such coverage, and instead, chose to heap praise
on the Corporation for having acted wisely in giving a free hand to the executive, for all that
was possible was being done to combat the dreadful visitation.423 Nevertheless, official plague
policy entered a more robust and rigorous stage in February 1897, with the passing of the
Epidemic Diseases Act. The Act empowered the provincial governments to undertake the
inspection of corpses and the compulsory notification of all deaths from plague. The Hitavadi
attacked the legislation, suggesting that the Epidemic Diseases Act would enable lower
executive officers to, on the merest suspicion, enter every home and ―snatch away the wife
from the husband, the daughter from the arms of the mother, helpless children from the side
of their parents, and old parents from the protection of their sons.‖424 It strongly protested
against strangers entering the zenana425, keeping in view the strong sentiments associated with
domestic peace and seclusion that both the Hindus and the Muslims held dear. The wording of
the Act was perceived as misleading. Although the measure was to be temporary, its scope, by
virtue of it being referred to as the ―Dangerous Epidemics Act‖ would extend to any epidemic
disease. It was thus feared that cholera, smallpox, malaria, influenza and several other
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epidemic diseases that were rampant in the country, would now fall within the purview of this
Act.426
Mass Exodus: Seeking safety in flight
The wealthy business class was the first to leave Bombay for their native towns and hill
stations. The Times of India even went so far as to publish a letter of a reader, Mr. H.A.Patch,
in recommending Panchgani as a place of refuge from the plague as a matter of great
importance to the well-to-do of Bombay who were in search of bungalows and houses in
places far away from Bombay. Jamsetji Tata427 had, for many years, taken an interest in the
northern suburbs of Bombay. From time to time he acquired considerable property in the
island of Salsette(which lay in the suburbs of Bombay), and since 1896, he contemplated
plans for the development of Salsette, with a view towards providing housing, given how
overcrowded and plague-ridden the city had come to be.428 Mr Tata even owned some
property north of Bandra where he planned the provision of houses at a moderate rental, such
as would help to relieve the congestion of the city.429
The working classes who were employed in the cotton mills, left for their villages in the
Alibag and Ratnagiri districts in large numbers, consequently disrupting the smooth working
of the factories. They could not be convinced by the factory owners to remain in Bombay.
During 1897 and 1898, there was an acute shortage of mill hands in Bombay. 430 As a result,
many mills had to be closed down, except for the Svadeshi mill of the Tata Company. Dorabji
Tata,431 despite the presence of plague, insisted on returning from Navsari (where the annual
‗Tata week‘ was being celebrated), to Bombay. ―If I remain here,‖ said he, ―what is to
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become of the office and the mill?‖ His example had its effect, for the staff and the clerks
kept to their posts.432 While skilled operatives of the mill left in large numbers for their native
places, the Company managed to keep the mill running with the help of some workers who
remained and through recruiting fresh hands, paying them large sums of bonus. Wages were
increased by ten per cent, in addition to a weekly bonus of four annas and a monthly bonus of
one rupee. The total amount of such till the end of September 1897 came to around Rs.40,
000.433 The coolies serving in public and mercantile firms left Bombay in large numbers. It
was rumoured that their goddess ‗Mata‘ had ordained that unless they left, they would suffer.
Every endeavour to convince them otherwise was of no avail.434 The middle class could not
leave Bombay as it survived on its salaries. But since they too wished to protect their families
from the plague, they left for suburban areas like Santacruz, Andheri, Malad, Borivli and
Kalyan. As a result, the local trains became crowded and there was a clamour for more
trains.435
Rumblings from within the colonial fortress were now heard loud and clear. The Municipal
Commissioner voiced his concern at the mass exodus of people from Bombay, and he feared a
strike by thousands of halalkhores who made up the bulk of the municipality‘s sanitation
staff. For Commissioner Snow, it was imperative that these workers be appeased so as to
avoid the appalling results that would follow if they were to abandon the city. He issued a
memorandum to the Health Officer - T.S. Weir that ―patients should not be removed to
hospital if they were living in houses where they could be properly attended to and isolated in
reasonable degree.‖436 Nevertheless, scavengers, sweepers and even drivers of carts wanted to
leave the city. They argued that if ―shets and sahebs" (their masters/employers) left, they too
needed a change of air, but when they did attempt to leave, Dr. Weir appealed to the railway
and dock authorities to refuse them tickets. Despite a warning of the risk of mass exodus and
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possible consequences for the empire‘s most important commercial city, other government
officials such as the Surgeon-General continued to make a case for segregation as the only
measure that would stall the epidemic. It is believed that 400,000 persons fled the city by
February 1897.437 Bombay suffered from a dearth of cooks, tailors, barbers, coolies and mill
hands.438
Rast Goftar regretted that the leaders of the community and the Corporation had failed in their
duty to convince the lower classes to take to segregation, having themselves escaped in times
of calamity.439 The flight of some of the leading native gentlemen of Poona was also
regretted. The Vartanidhi declared, ―several of the shining lights of native society have turned
their backs on the city.‖440 Poona‘s student population left for other parts of the Bombay
Presidency. The Bombay-Karnatak town of Dharwar too poured refugees into the surrounding
villages. Hence, in western India, there was no sharp distinction as far as the movement of
people was concerned between the town and the countryside, thereby making for a ruralurban continuum. The exodus even affected the press. The Pandit Press was moved to Poona.
Gujarati, the leading newspaper‘s office was shifted to Kalyan. The Indu Prakash had to
reduce its size due to a decrease in its staff, while Prabhakar, Narad and Garibancha Kaivari
ceased publication altogether.441
In Punjab, the inhabitants of Sialkot and other infected areas moved to Lahore.442 Even in
Jammu, the shopkeepers left and moved to less infected areas of Punjab, while only about half
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of the population was left behind in Eminabad.443 In Singhoi, in Jhelum tehsil, the people
deserted their village and all shops were closed.444 The residents of Delhi moved to the
suburbs. Some even went back to their native villages.445 The threat to trade was evident in
Bengal, from the large-scale desertion by mill hands, and this practically hints at the intensity
of fear and panic that prevailed. According to available reports, fear of the disease, together
with segregation and inoculation, disrupted the labour force in mills in and around Calcutta.446
One of the contemporary Bengali dailies described the fear thus:
People are running…men and women are running for their lives. Is a tiger after
them? No, nothing of that kind. Is the plague monster coming to eat them? No!
Of course, they have heard of plague patients, but not seen one. Yet, they are
trying to flee, but why? It is simply to avoid the Government policy.447
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Segregation & Medical Examination: Barriers to Social Harmony
The first sharp reaction was against segregation448 because the caste system restricted the
inter-mingling of people from different denominations. In Bombay, the first case of the
plague appeared in Mandvi, largely inhabited by Jains and Banias who were the first to record
their complaints against segregation. Being conservative, they refused to send patients to
plague hospitals.449 The Banias, from fear of ―pollution‖, even threatened to close shops as a
protest against segregation.450 The Millowners‘ Association also objected to segregation
because millworkers feared it and had migrated, thereby hampering trade and industry. The
President of the Association, fearing the consequences of continuous migration on
commercial activities, appealed to Mr. Snow to be lenient about segregation.451 The Hindu
Rajputs were, of course, furious when they heard about forced segregation, finding it
unbearable and morally wrong to part with their children and women. They argued that
ancient Rajputs had sacrificed their health, wealth and their lives for preserving the honour of
their dear ones, and hence they saw no reason why a modern Rajput would not fight against
the injustice of forcible removal of plague patients.452
The Anglo-Indian press chose to report about the favourable response from the Muslim
community towards segregation. When the notice of segregation was issued by the
Commissioner, Muslims were called to a meeting on 28 December 1896. The leaders felt that
segregation was helpful in keeping the plague at bay, and it was also reinforced that religion
had taught them to be loyal to the sovereign.453 But later, in 1897, when the Government of
India did not allow Muslims to undertake the Haj pilgrimage as part of the quarantine
measures, the Muslims changed their stance. On 23 March 1897, Kazi Ismail Muhri sent a
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petition to the Governor Lord Sandhurst, signed by 15,000 Muslims of Bombay, of every sect,
representative of the entire Muslim population of Bombay. The petition expressed their
sentiment against hospitalisation as it brought hardship, panic and terror and had hurt the
religious feelings of the people.454 It further argued that segregation was unnecessary since no
one had proved that the disease was contagious. If doctors and nurses were not attacked by
the plague, it could not have been contagious. And if medical authorities were immune due to
the use of disinfectants then, the people too had taken these precautions. Since it was the duty
of each Muslim to nurse and cherish the sick, segregation went against this moral duty. Their
religion dictated that each person had to remain clean, wear clean clothes and pray five times
a day. A dying person had to face the direction of Mecca and a portion of the Koran had to be
read while a person was on his death bed. This was not possible when the sick were
hospitalised. It was believed that hakims and their medicine were better suited to them than
practitioners of Western medicine and their remedies. It also laid stress on how family
members were better nurses and that treatment at the house was the best alternative. The
Plague Committee‘s house visits were also objected to, especially the presence of soldiers
accompanying the house-search teams. The Muslims opposed male doctors examining their
women as it went against the purdah system. Though a lady doctor or a nurse was to
accompany the team, there was a complaint that often, no woman was able to do so as they
had duties in hospitals.455 In an unfortunate incident, a Khoja woman named Ladoobai, while
suffering from plague, committed suicide by jumping out of a window of her brother‘s house
in Tandal street. The deceased and her husband, Kurmal Alibhoy, arrived in Bombay from
Vesawa to see the great Khoja fair that was held at the Khoja dargah456, and were to stay at
the house of some relatives in Tandal street. Four days after their arrival, Ladoobai was
attacked by the plague. About half past nine at night on 25 March, her husband and brother
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went to the Khoja dargah to make arrangements for a van to take her to the Khoja hospital,
and on their return home, they heard the noise of a fall.457
In an attempt to allay fears, General Gatacre addressed the Muslims, explaining the aims and
objectives of the Committee‘s measures, and these were translated in Urdu by Muslim leader,
Badruddin Tyabji458, who stated that people should not falsely interpret religion, and that
segregation of patients was a necessary measure. He furnished the example of the Amir of
Afghanistan who segregated plague patients and stopped the Haj pilgrimage. 459 The Muslim
Herald was quick to report that the Muslim leaders who showed cooperation were flattering
the government and deceiving Muslims by believing that no interference in religion was
involved. The paper boldly stated that hospitalization and segregation were clear cases of
infringement of Muslim customs.460
In Punjab, there prevailed a general reluctance to cooperate with the plague measures. At
Garhshankar, the Sayyids even objected to house-to-house inspection by the Muslim dais, and
the inhabitants of Kalka refused to let even the affected houses be disinfected.461 At Khan
Khanan, the people preferred to die in their own village rather than move into the camp. 462
The residents of Paragpur were obstructive and impertinent while refusing to go to the camps.
They moved into the camp only after the arrest of a couple of men. 463 The villagers of Raika
Patti objected so strongly to evacuation that they could not be persuaded to move into the
camps.464 At Patiala, the jagirdars465 decided against evacuation and it was only after a lot of
persuasion that they agreed to move out.466
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A common stratagem to escape segregation was the concealment of cases by either hiding the
patients in the house or sending them to a relative‘s place. Such actions were hazardous
because, firstly, the patient did not recover due to lack of medical aid and secondly, the
plague spread to newer areas. Parsis of the Fort area were known to have concealed cases.
Plague authorities closely inspected their houses and found several concealed cases. When the
Parsis knew that house search teams were to arrive, they moved the sick to Marine Street or
Girgaum or Breach Candy.467 At times, neighbours, doctors, rent collectors and caste leaders
helped the Committee by providing information about plague cases. Notwithstanding, people
concealed cases. Konkani Muslims also hid plague cases because of their dislike for hospitals,
even their own.468 In another instance, it spread to Palanpur, a small town on the RajputanaMalwa railway route. Two Jain Banias from Bombay visited Palanpur and immediately
plague deaths occurred in the otherwise plague-free town. The Superintendent of police from
Palanpur suspected the Banias of bringing plague germs.469 This practice of concealing the
sick was most common among the Muslims, higher-caste Hindus and Parsis. It was rare
among Christians or among middle or lower-class Hindus.470 In Khan Khanan, Punjab, even
after evacuation, Dr.James discovered eleven more cases.471 In Sandhowal village, constable
Sadr Din discovered graves of people who had been secretly buried after succumbing to the
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plague.472 The villagers buried the corpses even within their houses; in Sheikhupur, the body
of a person who had died of plague was found hidden in a stack of chari (fodder).473
Among the nationalist leaders, Tilak devoted his attention to the havoc caused by the plague.
Initially, he was in favour of segregation and convinced the people to co-operate with the
government in controlling the plague. But with a rise in complaints regarding the
misbehaviour of some policemen, and reports of the violation of the rules laid down by the
Governor, Tilak changed his stance.474 When plague operations became far more severe under
Rand, Tilak attacked the barbarous methods used and urged public leaders to challenge the
Government in an attempt to make them stop segregation. He criticised the Queen, the
Secretary of State and his Council for ―deliberately practising zulum‖ on the people of India.
Yet another nationalist, Agarkar475 was not against segregation as a measure, but was against
the way in which it was carried out.476 In Poona, the mere entrance of soldiers into Hindu and
Muslim homes and their examination of Hindu and Muslim women were in themselves
perceived as a great source of oppression.477 After all, a Hindu lady who was in fear of
disgrace (of segregation) had drowned herself in the Ganges, for death was preferred to
dishonour.478 In another incident, one of the soldiers is said to have picked up flowers from
the idols of a Brahmin and was about to offer them to an old gentleman‘s young daughter-inlaw. The old man protested only to receive blows on his face. Another party burnt a few
images from a shrine; a third party demanded milk and other drinks.
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While the Rajputs strictly observed the purdah, their reluctance to be sent to a segregation
camp emerged also from a sense of caste consciousness which, in turn, made it difficult for
the authorities to enforce sanitary plague measures. In one such instance, in the village of
Behrampur in Jullunder district, it was proposed to clear the people out of the infected locality
and lodge them in a segregation camp, but the Deputy Commissioner had received earnest
representations that Rajput women could not co-mingle in a camp provided indiscriminately
for all classes.479 In an incident at Kalka, in May, 1900, while travelling to Simla with his
zenana, the Maharaja Rana of Dholpur did not allow their medical inspection. A large number
of armed men accompanying him surrounded the carriage in which the Dholpur ladies were
travelling and prevented the medical staff from carrying out the required check-up.480 In
another interesting case in Jalandhar town, a Brahman was warned, threatened and served a
legal notice as he prevented the staff from removing his ailing mother to the camp.481
In villages, women passed under the personal supervision of the tahsildar and the hospital
assistant. The medical officer then examined them along with men in the village ground. For
taking critical decisions, the male doctors had to search for bodily signs of the plague by
examining the armpits, neck and thighs of women, who were often forced to go through such
procedures. For instance, in March, 1897, at Kalka, Jackson -- a European plague medical
officer made women uncover their faces in the course of medical examination.482 In another
incident at Jandiala, the civil surgeon examined a woman suffering from fever who came
from Khatkar Kalan. He examined a gland in her right groin and reported that it was of a size
of an almond, following which she was moved to a shed. Her attendants were not allowed to
accompany her. Commenting on this, the Civil Surgeon of Hoshiarpur wrote, ―she was so
nervous and terrified that her one desire was to be left alone, and allowed to go back to her
own home.‖483 It was only at a few places that the upper class women observing purdah were

479

Pioneer, 25 December 1897,p.5.
NAI, Proceedings, Home: Medical and Sanitary, June 1900, Number 14-15, pp.1-3.
481
Tribune, 9 April 1903.
482
NAI, Proceedings, Home: Medical and Sanitary, April 1897, Number 43, p.376.
483
NAI, Proceedings, Home: Medical and Sanitary, January 1898, Number 48, p.2-3.
480

132

examined in their homes by the dais.484 The appeals in the Tribune asking for medical
examination by the dais in all cases were turned down by the administration.485 Corpses of
women were also inspected by the medical officers and the male subordinate staff, for any
signs of the plague.486
Forcible examination and removal of women to the segregation camps provoked the fiercest
resistance and resulted in direct clashes between their men folk and the authorities. In one
such instance, on April 18, 1901, in village Shahzada in Sialkot district, a hospital assistant
went to examine a sick girl and declared that she was not suffering from the plague. After two
days, assistant commissioner Howell examined her again which evoked protests from the
villagers who pelted the officer with cow dung. The matter was reported to the Deputy
Commissioner Tollinton who met the leading men of the locality. They protested and an
argument ensued following which they were arrested, but some of them escaped. Tollinton
ordered a first class magistrate, thirty policemen and three hundred and fifty cordon levies to
control the situation. The villagers came out in large numbers and attacked the policemen.
The ring leaders were arrested and tried and order was restored.487 In another instance, at
Khanowal in Gurdaspur district, a hospital assistant who went to examine a woman suspected
of the plague, was initially chased away and later assaulted by the villagers carrying lathis
(wooden sticks) and stones. The leaders were arrested to restore peace and order.488
The press regularly featured incidents of molestation. For instance, in Jalandhar, contrary to
the plague rules, an Aggarwal Bania woman suffering from the disease was forcibly removed
from her house by coolies and taken away to the camp in a rehri (hand-driven cart) in the
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presence of all.489 Elsewhere, the tahsildar of Shahjahanpur killed twelve persons, including a
doctor, a compounder, some police officials, his wife, and then, he shot himself.490
Tracing Tracks of Infection
The handling of women in Bombay was no different from that in Punjab. In Bombay too,
female passengers were examined on the platforms in the presence of all. The Gurakhi voiced
its strong opinion about the medical examination of women:
If there be any truth in the reports that have reached us during the last day or two
about the medical examination of female passengers at Kalyan, it will be
acknowledged on all hands that that sort of examination is revolting and outrages all
etiquette. That a female should be publicly asked by a male stranger to remove the
end (padar) of her sari from the upper half of her body is most insulting and likely to
result in loss of life. Native females, whether Hindu, Parsi or Muhammadan, are very
particular about their modesty and value it more than their lives.491
Tension among the colonial ranks of authority was evident in railway inspection -- a measure
which was pushed for by the Bombay Government rather than the municipality. Mr.Snow
questioned its usefulness thus, ―No medical man, however skilled, would be able to detect a
person with bubonic poison incubating in their system. I therefore cannot anticipate any
practical results of this scheme.‖492 The native press also raised the issue of racial
differentiation since the Europeans and Anglo-Indians were treated favourably over the
natives. The authorities were liberal towards the first and second class passengers who were
mainly Europeans, and this led to complaints.493 Among the natives, some consideration was
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shown to the aristocracy and the educated middle class. Nevertheless, in Punjab, the medical
examination of the native rulers and their entourage was carried out in all cases except where
special exemption had been obtained from the government.494 While returning from Matheran
after Christmas holidays, Justice Badruddin Tyabji was detained at Bombay station for
examination, while his European subordinate was allowed to go away with his native
servants. Mr. Tyabji was travelling first-class and had the necessary certificates of health with
him.495 Later, in the same year, Badruddin Tyabji had even complained about insult and
annoyance experienced by his daughters at the hands of plague officials when travelling by
train from Bombay to Baroda (on 17 June 1898).
Europeans travelling to Simla were treated differently. An inspecting officer carried out the
medical examination of the European passengers within their compartments. The suspected or
infected passengers were allowed to proceed in the same compartment while fellow
passengers were transferred to a special carriage. A telegram was sent to the officer on plague
duty at Simla informing him about the cases detected. On arrival at Simla, the infected
Europeans were isolated either in their houses or in Ripon Hospital. The reason given for not
detaining European passengers was that suitable accommodation was not available.496
Several travellers, to escape railway examination, left the train at a particular station before
their planned destination, and then took to the road for the remainder of their journey, thereby
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misleading the authorities.497 It was therefore regrettable that police arrangements in
connection with the examinations left great room for improvement, defeating the purpose of
having these examinations, in addition to the colossal waste of expenditure incurred on them.
Vehemence sets off Violence
Anger at instances of forced segregation and inspection sparked violence in the form of riots
and strikes. While never condoning their act, the native press did plead with the public to keep
their anger in check. All great cities have their mob element, easily swayed to violence, and
Bombay was no exception. The first public protest against the notice about forced segregation
occurred in October 1896. Some men threw tar on the statue of the Queen Empress and a
necklace of slippers was placed on the statue. The authorities were puzzled about the motive
of the culprits.498 On 20 October 1896, about a thousand workers from textile mills protested
against segregation. They assembled outside the Arthur Road Hospital and threatened to
wreck the building and carry away the patients. This incident was repeated on 29 October,
when the mill workers stoned the hospital. According to them, two women from the Jacob
Sassoon Mill were forcibly carried away by plague authorities even though they were not
plague patients. The gathering was to protest against such high-handedness. The police
intervened and peace was restored.499 The Kaiser-e-Hind, Prabhakar, Indian Spectator and
Voice of India clamoured for engaging the services of different community leaders before
compulsory removal to the Municipal Hospital.500
It was a common sight to see people stoning the contagious diseases vans of the municipality.
The Health Officer, Dr.Weir, in his report on the plague gave an unusual example of the
people‘s opposition to the government measures:
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In Kamathipura, a Hindu boy who was living with a Parsi family, contracted plague.
Usual arrangements to remove him were made. As soon as the Health Inspector
arrived, the Parsi family objected to the removal of the boy. Suddenly thirteen Parsi
ladies surrounded the boy with knives in their hands, shouting to kill themselves if the
boy was removed. The affair was telephoned to me, the police called and a large
crowd gathered. It was dark, so the matter was postponed for the next day.501
When Dr.Weir went there the next day, the boy was dead.502 Another serious reaction came
from a lady named Lakshmi, aged seventy-five years. She sold bidis503 and stayed with her
son -- a fruit vendor in Kamathipura. Laxmi was ill with the plague. Her son asked her to go
to the plague hospital. Instead, while he was away, she swallowed some opium and
committed suicide. She preferred death to hospitalisation.504 Many were reluctant to go to
hospitals as they were worried about the safety of their belongings, especially jewellery, in
their absence. There was a suggestion that the Government open strong rooms with police
protection to keep valuables. If people were assured of the safety of their belongings, they
would readily have embraced hospitalisation.505
Indian National Congress on Sedition
The unfortunate Poona murders of 22 June 1897(refer to Chapter 3) and the sudden
recrudescence of distrust and race animosities which followed from them, caused infinitely
greater trouble and proved a source of infinitely greater anxiety. In the aftermath of the Poona
occurrences, the Anglo-Indian press heaped denunciation upon the educated classes, and
suggestions were being freely made for putting a stop to the Congress and all political
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associations of the people of the country.506 The Congress denounced the irresponsible writers
in the Anglo-Indian press and held it responsible for such a reaction. Referring to the
measures taken to combat the plague in Poona, Mr.Sankaran Nair (president of the thirteenth
session of the INC) was of the opinion that these representations deserved attentive
consideration. Said he,
Unable to understand the native feeling or misled by ill-informed writers, a
considerable portion of the Anglo-Indian community suspected a deep design in these
murders and jumped to the conclusion that there was a deep-laid conspiracy, which,
in their mind, could have been planned by only the educated and hence an attack was
commenced on the vernacular press and the educated Indians.507
As regards the imprisonment of Mr.Tilak, Mr.Nair said that Tilak would have definitely
claimed a trial by jury of whom one-half were Indians, if to the Indian, the law allowed the
same protection that it afforded to the Europeans. ―If there is any offence in India which
ought to be tried by a Native Jury, it is the offence of sedition.‖508 To Nair, it was possible
that a Native Jury, who knew the language and were in a more favourable position to form a
correct judgment of the probable and intended effect of the articles on native mind, would not
have convicted, what a European Jury in that state of public excitement, would convict. Nair
went on to state how, in England, a man convicted of sedition was not treated as an ordinary
criminal, sedition being regarded as a political offence, but in India apparently one was
subject to the ordinary hardships of prison life.509
The thirteenth resolution of the Congress dealt with the move of the Government to increase
the severity and multiply the terrors of the law of sedition. Opposition against the amendment
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to the law of sedition came not only from the INC, but also the Bengal Chamber of
Commerce, the Calcutta Bar Association and the Planters‘ Association. The Congress viewed
with alarm and anxiety the changes proposed in the existing law of sedition as defined in
Section 124A, and of circulating false reports as defined in Section 505 of the Indian Penal
Code, and was of the opinion that Section 124A of the Indian Penal Code required
amendment, not in the direction of greater stringency but in that of greater freedom, and that
the law of sedition in India should be made the same as it was in England, the administration
of it was to be safeguarded in the same way as it was there, that is, that the trial of accused
persons must always be by jury, at least one half of whom should be persons of the same
nationality as the accused, and that their verdict should be unanimous. The Congress also
strongly protested against cases of sedition being made triable by Magistrates and not by
Courts of Sessions and High Courts exclusively. It was also against the proposal to invest
District Magistrates with the power of calling upon persons who, in their opinion, disseminate
disaffection. The Congress opined that the passing of Section 124A of the IPC would deal an
irreparable blow to liberty of speech and freedom of the press, thus retarding the progress of
the country and creating terror instead of confidence in the minds of the people.510 During the
fourteenth session of the INC, it was resolved that, despite its protest at its last sitting and the
protest of many public bodies and eminent men, English and Indian, the amendments
proposed in the IPC and the Criminal Procedure Code, which were calculated to unduly
enlarge the powers of the Police and of the Magistracy, to fetter the freedom of the press and
to restrict liberty of speech, had been carried through the Imperial Legislative Council, and
hence, the INC urged for their repeal.511
Rage festers in the community
The most serious of protests against plague measures occurred on 9 March 1898, in Byculla,
Bombay. The area was occupied by Julahas or cloth weavers. The immediate cause was the
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refusal of a father to let his daughter be examined by a search party. A mob attacked the
police, were then fired into, the volley fatally wounding several rioters. The scattering crowd
carried the news far and wide, and then every European, gentleman or lady, found in the
Muslim quarter, was attacked with clubs. Two soldiers were killed, and others variously
wounded. The military was called out, and the mob cowed before the superior force. Soldiers
were quartered night and day at important centres, and threatening canons faced up and down
the streets where the chief excitement prevailed.512 Another important protest took place in the
following month. On 6 April, 1897, about three thousand hamals (porters/bearers) who were
employed on the Colaba Cotton Green, struck work. They collected at the Colaba Causeway
and observed a hartal. A strike at the Cotton Green meant that trade and commerce came to a
standstill. The merchants took the initiative to call back the strikers who were assured that
though house inspections would continue, plague patients would not be forcibly carried to
hospitals if their relatives were opposed to the idea. Being temporarily satisfied with these
promises, the strike was called off the same day.513
In Punjab, the people took out demonstrations, threatened the government functionaries,
hurled abuses at them, and at times, even assaulted them physically. The prime targets of
these angry reactions were the subordinate staff dealing with the plague measures. In April
1898, riots broke out in Bhangala in Nawanshahr district, when the people were being
forcibly evacuated and sent to the camps. The non-cooperating lambardars (village headmen)
were arrested but were rescued by a group of about a thousand men collected from the
neighbouring villages. The people then took away the weapons of the policemen and chased
them away along with other officials on plague duty.514 To bring the situation under control,
the police arrested twenty-nine rioters and sentenced them to imprisonment, ranging from one
to twelve months.515
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Prophylaxis with complexities
A plague vaccine was unheard of until Dr.Waldemar Mordecai Haffkine (Fig.11) had
invented one, during this modern pandemic. The Bombay Municipal Corporation had invited
bacteriologists to Bombay, to work on the vaccine. Dr.Yersin had attempted to create a
vaccine, but it was a failure, while Prof.Koch had also been in Bombay to study the plague
microbe and to find a solution.516 Dr. Haffkine had earlier prepared a cholera vaccine in 1892
and had inoculated 42000 Indians.517 Due to his success with cholera, he was invited to
prepare a plague vaccine. He arrived in Bombay on 9 October 1896. He visited the plague
stricken areas and collected blood specimens, and was given a room at the J.J.Hospital for his
investigations. Later, he was allocated the present Haffkine Institute building which was a
huge mansion built on the ruins of Vaijanath Temple at Parel, and served as a Government
House (residence of the Governor of Bombay), in Parel, from 1776 to 1883.518 (Fig.12)
After having prepared a plague vaccine on 10 January 1897, and having successfully
inoculated himself, Haffkine gave public demonstrations and inoculated many distinguished
citizens, including Aga Khan.519 (Fig.13) Dr.Rustom Ranina delivered a lecture at Framjee
Cawasji Hall, Bombay, to clear doubts about inoculations on 24 October 1898. Many feared
that living plague germs were inoculated which would cause insanity or leprosy. Hindus
thought that some animal was slaughtered to prepare the vaccine. Muslims feared that the
vaccine was made from the blood of dead horses. Dr.Ranina appealed to the Parsi Panchayat
to spread the correct information about the usefulness of the vaccine.520 Dr.Bhalchandra
Krishna had addressed the people of Surat on the benefits of inoculation. However, with the
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exception of a few Parsis in Rustompura, the people in general seemed to be either indifferent
to this remedy or sceptical to its efficacy.521 Mr. Tata became one of Haffkine‘s warmest
supporters. He was inoculated more than once, and was always prepared to submit himself to
a further dose. He studied every book and every pamphlet which he could acquire, bearing
upon the various plagues. He insisted that all his servants be inoculated, and set on foot an
exhaustive inquiry into the effects of inoculation among his fellow Parsis, and spread the
gospel of inoculation among his friends. In an interesting episode, ten days before Dorabji
Tata's marriage, Mr Bhabha, the father of the bride, arrived in Bombay. Jamsetji Tata insisted
that Mr Bhabha be inoculated, then and there, before all the others. Mr.Tata appealed to
Bhabha as an educated man whose business it was to set an example to others.522
Among the Muslims, the custom of purdah had the force of a religious ordinance, but even in
those sections of the population which had nothing to do with the purdah, women objected to
exposing their arms and wrists to strange men. The native press appealed for the services of
female inoculators.523 Rast Goftar, Jam-e-Jamshed and Kaiser-e-Hind favoured inoculation,
and even suggested giving incentives to attract the masses. No paper recommended
compulsory inoculation, though.524
In Punjab, the upper caste Hindus resisted vaccination on the plea that the vaccines contained
substances that were not permitted by their religion. The Khatris525 of Rahon sent a petition to
the Deputy Commissioner claiming that the prophylactic serum contained animal matter
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forbidden by their religion.526 Where plague inoculations did take place, they were carried out
by male medical officers who inoculated both women and men.527Compared to their menfolk, women could benefit much less from inoculation. In a village in Banga circle, twentyeight per cent of the women and in another village in Hoshiarpur district, thirty-eight per cent
of them could avail of this preventive measure.528 This was as much due to ignorance as to the
general disregard for women‘s health. The upper classes threw in the question of honour and
custom. The elite among both Hindus and Muslims forbade their women from getting
inoculated. The Rajputs believed that exposing their women violated the purdah, which would
make it difficult to get their daughters married. The Sayyids believed that their religion
forbade women from getting themselves inoculated by men.529 When the Khatris of Rahon
and the Sayyids of Saloh asked for permission to get their women inoculated by a lady doctor,
their request was turned down.530 In time, only the women observing purdah were inoculated
in their homes or their friends‘ houses. They covered their arms with muslin and extended
them through a small hole in the curtain for inoculation by the assistant surgeon.531
The reactions to plague inoculations were indeed very complex, ranging from ridicule and
resistance on the one hand to acceptance and cooperation on the other.

Since it was

impossible to inoculate the entire population, the people used the fatalistic argument that one
would get the plague in spite of inoculation. Those who did not get inoculated took only milk
as they believed that it was unsafe to consume solid food for some days after inoculation.
Since everyone could not afford milk, many did not accept inoculation.532 Interestingly, no
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serious difficulty was experienced in dealing with the Sikhs. It was as much due to the
presence of a large number of them in the British Indian Army, as to the relative absence of
the considerations of the caste system and the purdah amongst the Sikhs.533 Negligence on the
part of the local administrators did not go unnoticed. The Tribune referred to the most glaring
example of negligence as the ‗Mulkowal mishap‘ (refer to Chapter 3). In October, 1902,
nineteen persons who were inoculated in Mulkowal, Punjab, with the contents of a bottle
contaminated with tetanus, contracted tetanus and died.534 Its implications for the future of
Haffkine‘s vaccine were to be realized in the years to come.
LOCAL INITIATIVES TO ALLEVIATE FEARS
Public-Spirited Citizens
Merchants and businessmen in Bombay donated large amounts for building hospitals and
segregation camps, especially for patients of their caste or community. Govindji Thackersey
established a special hospital for Bhatias on Mint Road.535 Seth Visanji, also a Bhatia, turned
his palatial building at Visanji Park, Dadar, into a refugee and medical camp that served
people across communities. For his services, the government bestowed the title of ‗Rao
Bahadur‘ on Visanji.536 The Bhatia Mitra Mandal engaged the services of seven native
medical practitioners who were to treat all Bhatia patients, offering free medication. 537
Mr.Pooranmal Goolji Singhanee had commissioned three medical men to visit patients, and at
his expense, a supply of medicines, clothing, and other sanitary requisites, was given to
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plague victims without distinction of caste or creed.538 Tribhovandas Mangaldas was a
‗Justice of Peace‘ and a member of the Corporation. He convened meetings and accompanied
the search teams to convince Kapol Banias about the necessity of house searches. He even
donated Rs.5000 for plague relief and built a hospital for all Gujarati patients at Cowasji Patel
Tank Road, while also being the prime mover in establishing a private segregation camp in
Javerbaug on Kalbadevi Road.539 Mr.Chhabildas Lalloobhoy owned about 20,000 acres of
land in the village of Goregaon where he allotted plots on which sheds had been erected for
the accommodation of about twenty clerks in the B.B. & C.I. Railway.540
Among the Muslims, the leadership among the Bohras and Khojas advised cooperation with
plague measures. Badruddin Tyabji, president of Anjuman-i-Islam, invited General Gatacre to
explain the aims and objectives of the Plague Committee.541 Adamji Peerbhoy built a plague
hospital for the Bohras on Queen‘s Road.542 Adamji persuaded the Bohras to take to
hospitalisation, and to attract patients to the hospital, he relegated a portion of the building for
the relatives of the patients. For his services, he was appointed Sheriff of Bombay for 189798.543 Another Bohra, Hasan Ali, was also successful in persuading his fellow Bohras to
accept hospitalization.544 H.H. Aga Khan advised the Khojas to cooperate with the authorities.
Muhammad Ibrahim Hasham Bhalu, a benevolent Khoja, established a hospital at Don Ted
Street in March 1897. He also opened a segregation and a contact Camp on Pydhoni Road
where poor inmates received food for free.545 Another Khoja, Fazalbhoy Chinoy, built a
hospital where Mrs.Chinoy served as a voluntary nurse. Fazalbhoy combated prejudice
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against inoculation by taking it in public and thereby encouraging the khojas to opt for
inoculation.546
Among the Sunni Muslims, the name of Hakim Mahomed Dayam is noteworthy. He was a
Justice of Peace. Being a proficient hakim, he volunteered his services as a Special Plague
authority. He moved so efficiently with house search teams that he was made the Chairman of
the First and Second Nagpada Plague Volunteer Committee. He also erected huts for the
segregation of plague patients. For his services, he was conferred the title of ‗Khan
Bahadur‘.547 In fact, the titles of ‗Khan Bahadur‘ and ‗Khan Sahib‘ were conferred by Curzon
upon several Muslims in Bombay for having assisted the plague authorities in their efforts to
stamp out the disease.548
For the Parsis, the Panchayat built a hospital on Parel Road. It was managed by Dr.Bahadurji
who inspected people without accepting fees. In January 1898, when there was a large influx
of cases, a ward for Parsis was created in Modikhana hospital. N.M. Wadia and M.M.
Murzban personally saw to the comfort of the inmates. Unfortunately, the ward was destroyed
by a fire on 21 February 1898. The patients were safe. Within three weeks, the ward was
rebuilt by the generosity of Bai Dinbai Nusserwanji Petit. The Parsi Panchayat even built
costly huts, replete with furniture and amenities.549
Pathare Prabhus started a relief fund and erected camps during the plague years. Dr. B.K.
Bhatawadekar established a plague hospital near Rani Baug, Byculla. Patients were allowed
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to keep their servants with them, and relatives could visit the patients, and due to this
leniency, his hospital was popular.550
Christians cooperated with the British from the very beginning, sending their patients to the
Arthur Road or Grant Road municipal hospitals. In March 1898, Dr.Da Gama requested for a
separate ward for the Christians so that the last rites could be performed in private. A ward
was allotted in Narielwadi hospital. Later, a segregation camp was opened at Mazgaon.551
In Punjab, socio-religious organizations were particularly active during epidemic operations.
The Arya Samaj in Jallunder explained the necessity and importance of the preventive
measures to traders and asked them to co-operate with the authorities.552 The Jallunder Aryas
organized visits to the houses of those afflicted and extended financial help.553 Public
associations and committees were also formed. For instance, in Zaffarwal, a public
association comprising of both the Hindus and Muslims of the town was formed to allay the
excitement of the people and to co-operate with the authorities to combat plague.554
Popular Medicine
At a time when little was known about the disease and its cure, alternative treatment was
offered by ordinary people as well as medical practitioners. Some curious incidents
concerning the treatment of cases had been reported. Dr. Dadvseth had known of a case that
was brought to him, that of a girl -- Solbai Mulji, aged 11 yrs. The girl was in a dying
condition and all hope of her recovery was abandoned. In the meantime, a native vaid from
Shapore undertook the cure of the malady by rendering some medicine that had a beneficial
effect on the girl, and she began to make favourable progress.555
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Some non-medical men prepared plague pills (known to have smelled of camphor and
produced cough) and these were sold everywhere by hawkers; sold very cheap and were
generally purchased by the middle class.556 There was talk of an antidote (a preparation of
Messrs. Bradley and Company, of Byculla) that cured a large number of people, within a span
of three weeks.557A Tramway Conductor‘s method of treatment was apparently known to the
public – a mixture which was to be taken in conjunction with alcoholic stimulants.558
Mr.Vishram Babaji Naik, a firewood-seller, is said to have cured more than five hundred
cases over a period of four months. For internal use, he prescribed a mixture in brandy, and
for the external, he prescribed an ointment prepared by him. Apparently, he made no money,
but his doors were always open to sufferers, day and night.559 A correspondent of the Madras
Mail shared his account of a simple remedy that was tried by missionaries in China to cure
bubonic plague, viz., Ipecac powder. Fr. Sequin, a missionary of Yunan, claimed to have
personally administered Ipecac to more than a thousand patients suffering from plague, all of
whom recovered. The dose was from sixteen to thirty-two grains according to circumstances,
i.e., the strength of the patient and the degree of virulence of the case. The powdered Ipecac
was to be mixed in a tumbler of water and taken in three doses with an interval of a quarter of
an hour between each dose. To bring on vomiting, plenty of tepid water was to be given to the
patient. The writer hoped for Ipecac to be tried by medical men in India and to make known,
its results.560
C.M. Marcks, from Brussels, shared a prescription called ‗Plague Vinegar‘ which was used
with success in Toulouse, France, in the previous century, when bubonic plague caused
fearful ravages in that town. This remedy is supposed to have been discovered and used by
four men who robbed the dead bodies in houses or lying about in the streets of Toulouse
without catching the disease themselves. After having been imprisoned for their deeds, and
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the authorities hearing of the preventive used by these robbers, they were promised liberty in
return for the secret of the preparation of their plague vinegar which they had used
successfully for so long. The remedy was thoroughly tried and approved before the thieves
were released. Interestingly, in the nineteenth century, vinegar called ―Vinaigre des Quatre
Voleurs,‖ was being sold in France, and it was not unlikely that its name was being derived
from the four thieves referred to.561
A correspondent for the Hitavadi wrote that fire was the best preventive. He gave the example
of how plague declined in Poona soon after the outbreak of a fire in that town. In Bombay too,
it was believed that the subsidence of plague was due to fire. A resident of Bombay who used
to keep a fire burning in his room, secured complete immunity from the disease. ―Hom,
arghya to the sun and similar other customs prevalent among the Hindus are the best plague
preventives.‖562 People were also advised to disinfect their houses with cowdung mixed with
water, since cowdung was a cheap and efficacious disinfectant.563
The Alhakam published a notice issued by Mirza Ghulam Ahmad, stating that he (the Mirza)
had prepared a prophylactic and an ointment for the cure of the plague at a cost of Rs.2,500.
The ointment, it was claimed, was the same as that which was applied to the wounds of Jesus
Christ after he was crucified, curing the wounds in forty days. The ingredients of this
ointment had apparently been revealed to the Mirza by an inspiration.564
According to a German scientist, all that was required to protect a person against the plague
was a table-spoonful of salt taken daily. While this view appeared to be simple and might
even have sounded ridiculous, it was believed that it had the support of the president of the
Hygienic Institute of the Munich University and other German authorities. The Mahratta (in
the light of the prevalent salt tax imposed by the British) stated, ―if what the German scientist
says be true, namely, that the Indian population cannot be protected against the plague on
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account of the prohibitive tax on salt, then the only logical conclusion is that the calamity of
plague is indirectly, if not directly, due to the rulers.‖565 The Sudharak, while highlighting the
same new finding suggested that ―if this be true, the Government should reduce the salt tax
and distribute salt gratis to the poor as a sort of medicine.‖566 A lecture was given by
Dr.Waman Baji Kulkarni to a Poona audience on salt as a preventive of plague and other
diseases.567 Lord Curzon refused to entertain Mr. Gumpel‘s proposal that the Government of
India should give a trial to his remedy of the consumption of salt. To the Viceroy‘s objection
that it would not be possible to obtain reliable information about the working of this remedy,
the Kesari, in a sarcastic tone, suggested that perhaps the Viceroy was afraid that if it were
proved that the people fell victim to the plague for want of sufficient salt, the whole blame
would lie at the door of the government that levied tax on salt which amounted to three times
its cost price.568
Mr. Damanwallia, in a bizarre statement, said that he had seen five cases in which buboes
were treated with the application of live frogs. The frogs were cut transversely and applied to
the buboes, a bandage being passed round to prevent the frog from escaping. The first frog
thus applied, generally died within five minutes, the second lived for about 10-15 minutes, the
third dying after about half an hour. The fourth and fifth frogs lived for about 2/3/4 hours. The
patients appeared to find great relief from that kind of treatment. The colour of the frogs after
application changed into greenish yellow. Of the five cases treated in this manner, three
recovered and two died.569
Amidst such a barrage of remedies, there was felt, a need to have all medical practitioners
registered, especially those of the indigenous systems of medicine. The supporters of Western
medicine called for a stringent law for medical registration. They expressed fears that native
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vaidyas diagnosed everything as plague, using questionable methods of treatment. Said one,
―If a layman gave a strong dose of aconite to another and killed him, it would be murder, but
if he goes by the name of a vaidya, it is nothing.‖570 It was, therefore, suggested that the
government deal a death blow to unqualified practitioners, for it would be impossible to fight
the plague if there were no skilled and registered profession to fight it with. A Medical
Registration Act was, however, to become a reality only at the end of the first decade of the
twentieth century.
Bombay: Home to the Plague Goddess
As late as 1903, among the plague healers of Bombay was one Bhagirathi who claimed to
have been possessed by the goddess Kali. Her method of cure was extraordinary and
revolting. She would bite the bubo of a plague patient and press it with the right toe. Great
crowds would gather around her hut. Plague patients were brought there and she would treat
them on the spot. The police, however, arrested her for endangering public health. This case
was most extraordinary.571 Several papers covered the trial of Bhagirathi.572 It was reported
that it was foolish to drag her to court on the absurd plea that she was helping to spread the
plague. It was widely believed that Bhagirathi was practising the art of curing plague as she
knew it, and the mere fact that a number of plague patients were taken to her for treatment
could not constitute an offence of spreading the plague as was argued by the Presidency
Magistrate. The Gujarati observed that the action of the police only served to give undue and
exaggerated importance to Bhagirathi, whom the ignorant multitude would now be more
anxious to see and pay their homage too.573 The Voice of India questioned the policy of
putting a ―goddess‖ in jail for the offence of cheating in respect of certain offerings received
by her from one who believed her to be a goddess. She did not receive offerings under false
pretences, but maintained that somehow she had the power to cure diseases. It had been
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observed that a person who was charged along with her was acquitted on the ground that he
was ignorant enough to believe that she was a goddess. The paper acknowledged that there
were people who often laboured under the delusion that they were endowed with the power of
curing diseases, and that some god or goddess had taken possession of them, and that
Bhagirathi might belong to that class of self-deluded persons. But while the proper place for
such people might have been lunatic asylums, jails were not an option.574 The Kal reported
that the manner in which the authorities set about prosecuting the woman was such as to
create disaffection in the minds of the public, for not stopping at bringing the woman to book,
but by prosecuting those who took plague patients to her with implicit faith in her powers to
cure them of the disease.575
The last that one heard of the Plague goddess Bhagirathi was that she had ―shifted her abode‖
to Sakhar (Alibag), a village in the Kolaba District. It is said that the fame of the goddess
having spread to Sakhar, the people of the village sent a deputation to Bombay to invite her to
their village. Having accepted the invitation, she was taken to Sakhar with due pomp and
ceremony. People from the surrounding villages flocked in large numbers to Sakhar to pray
for her benedictions. Flowers, coconuts, money were offered to her in plenty. The people of
Alibag apparently had such blind faith in her that at Karanja, a temple is reported to have been
built in her honour.576
Summation
In the early years of the epidemic, the detection of bubonic plague was a sensitive and
intimate operation. To eliminate suspicious cases, a careful individual examination of each
native was necessary which comprised of a careful exploration of his body for glandular
enlargement. It was no surprise then, that both, men and women, would be subjected to such
inspection. Despite contradictory notions (and hardly any official consensus) about the
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transmission and dissemination of the disease, the human agency for disease transmission was
largely agreed upon. Indigenous understanding of the plague lacked clarity as well. In such
an environment, a spate of rumours found easy credence among the natives. The rumours
revolved around the plague eradication measures and vaccinations, both of which were
carried out with coercion. Among the more popular ones were, -- to arrest the plague the
government was resorting to poisoning the afflicted persons;577 -- the medical subordinates
were believed to be administering pills of suspicious character and a certain hospital assistant
had actually died after consuming his own pill;578 and that the authorities were said to be
interested in killing a large number of people simply because Queen Victoria had died. The
inoculators were seen as moving around the villages, carrying needles filled with the plague
poison to spread the disease. The assistant surgeons and naib tahsildars were suspected to be
spreading the disease by distributing poisoned sweets or by poisoning the village wells.579 It
is, however, significant to note that rumours were more prevalent in areas where the measures
were forced upon the people and mistrust of the local administration was high, for it has been
observed that there was relatively much less circulation of rumours in Zaffarwal where the
plague operations were carried out by a Public Association. The people seemed inclined to
co-operate with the authorities. But then, by 1905, Paul-Louis Simond‘s discovery of the rat
flea as the vector for plague came to be finally acknowledged by the medical fraternity. It is in
the light of this contribution that the response to plague in India, official and indigenous, was
to find new direction, the implications of which shall be traced in the next chapter.
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Fig.11: DR.WALDEMAR HAFFKINE – INVENTOR OF THE PLAGUE VACCINE
Originally from J.K.Condon, The Bombay Plague: History of the Progress of Plague in
Bombay Presidency from September 1896 (Bombay: Education Society, 1900)
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Fig.12: OLD GOVERNMENT HOUSE AT PAREL, BOMBAY.
Photo Courtesy: Haffkine Museum, Haffkine Institute, Parel, Mumbai.
After Dr.Haffkine entered the premises in 1897, it was designated as ‘Plague
Research Laboratory’ with Dr.Haffkine as its Director-in-Chief. In 1906, it was
renamed as ‘Bombay Bacteriology Laboratory’ and finally, in 1925, it was aptly
named -- ‘Haffkine Institute’.
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Fig.13: W.M.HAFFKINE, CAPTAIN MILNE AND ASSISTANTS INOCULATING IN THE
STREETS OF BOMBAY
Originally from J.K.Condon, The Bombay Plague: History of the Progress of Plague in
Bombay Presidency from September 1896 (Bombay: Education Society, 1900)
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CHAPTER 5: EVOLVING KNOWLEDGE, ALTERING MEASURES: COLONIAL
AND INDIGENOUS HEALTH REGIMES AFTER 1905
A rat submitted the following prayerful petition to an Englishman:
I destroy the cloth,
I make holes in the earth to pick out food,
But I never touched the plague even in a dream.
I never went to the realm of the God of Death (i.e., I never died)
With plague bacilli in my body
Why then vent your wrath on me?
A swelling of the gland
And you are thrown into a panic
But why should the rats be killed for this?
The man boasts of his knowledge of medical science,
And is always busily engaged in discovery and invention
But all his knowledge has failed him in the present case,
So you have now set your cannon and ammunition against the rat.
Why causelessly give pain to innocent creatures?
There is no doubt a sensation among mankind,
But why should the rat suffer for this?
Will the epidemic disappear if all the rats are killed?
Importation from Bombay will not be stopped,
And you are needlessly showing heroism by killing rats.
Is there no bacillus in the goods imported from Bombay?
Have all the bacilli been monopolised by rats?
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For heavens‘ sake, do not judge in this way.580
Hitavadi, NNR-Bengal, 22 April 1898.
In 1898, whether rats brought plague from infected localities or whether local rats were the
first victims of imported infection, had not been adequately determined. Although the
connection between rats and plague is as old as the history of the disease, it was by no means
settled in the manner in which plague-infected rats could infect healthy men. Still further
evidence of the part played by fleas in conveying the disease from the infected vermin to man
came to be accepted only in the years following 1905.
Sealing the association between Humans and Rats
The communication of the disease to man was conditional on the propinquity or disease of
rats and men from one another, and was dependent partly on the habits of the former, and
partly on the modes of living of the latter. That plague is essentially a rat disease was known
to the ancients. We find the disease attributed to these animals by the priests and diviners of
the Philistines, who instructed the people in these words —―Make images of your emerods
and images of your mice that mar the land.‖ In the Bhagavathi Purana, the people were
advised, ―at the moment rats fall from the roof above, jump about, and die,‖ to leave their
homes with their friends and relations, and to live in the plains.581 In Kumaon where the
disease had been known for long, the experience of the inhabitants had taught them that when
rats died, it was time to quit their homes for the jungle to save themselves from plague.582 In
more recent times, Hankin583, in reviewing the various circumstances that produced plague in
Bombay, inferred that the incidence of plague in localities and houses was in relation to their
accessibility to rats rather than to filth, overcrowding, etc. Simond also came to a similar
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conclusion from his experience of the disease. Dr.Ashburton Thompson, from his experience
of the outbreak of the plague in Sydney in 1900, formed the opinion that plague rats
constituted the sole source from which the infection was communicated to man. Dr. G.J.
Blackmore, formerly Chief Plague Medical Officer, Port Elizabeth, very clearly and
conclusively proved that the epidemic in that town was altogether spread by rats. He writes:
―In places where infected rats were found, plague cases followed; and in places where there
were no infected rats, only four cases of plague occurred, and in these cases, the source of
infection could not be traced at all. In no case was there direct evidence of man to man
infection, and in most cases, the possibility of it was definitely excluded.‖584 Prior to 1905, all
officers, Civil and Medical, were convinced that plague was almost invariably conveyed from
one place to another by human intercourse, either directly by persons suffering from the
disease or indirectly in infected clothing and bedding or other personal effects. A rat as a
possible carrier of infection was mentioned in a few district reports but these were very
few.585 It was only in the early years of the twentieth century that there was a wider
acceptability of the theory that rats were the most important factor in the spread of plague. It
was also established that bubonic plague in man was dependent on a plague epizootic in the
rat and that infection was conveyed from rat to man by means of the rat-flea.
Measures in the light of New Evidence
The premises on which anti-plague measures for the country were to be revised were largely
based on the conclusions arrived at by the British Plague Research Commission which
embodied the ‗rat-flea theory‘ of plague transmission, during its comprehensive investigations
between 1905 and 1913. Ever since this theory was established with certainty, great attention
had been directed to the destruction of rats as a means of combating plague, while also
improving human dwellings so as to render them less liable to rat infestation. Furthermore,
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the link between atmospheric humidity and the severity and diffusibility of plague was
demonstrated, in 1908, by the Plague Research Commission. The Commission established
that humidity in excess of the normal, at a certain temperature, was beneficial to the growth of
the rat flea. The plague erupted in Punjab at Gujranwala, Jhang and Lahore in a situation of
increased humidity resulting from canalisation and colonisation in these districts.586 As a
matter of fact, in all the years of severe epidemics since 1903, the mean humidity was above
normal. In April 1907, for example, it was sixty-three as compared to the normal of fortyeight.587
Various experiments were carried out in Punjab to confirm the cause of the annual
recrudescence of the plague and to prevent it. A colony of healthy rats was infected at the end
of the epidemic season and was observed throughout the hot weather for the reappearance of
the epidemic. In another experiment, a colony of rats was infected at the beginning of hot
weather, and the rats surviving the epidemic were removed and healthy rats introduced in the
autumn to test whether the infection was present or not. The effect of iodine taken internally
coupled with its external application as an effective cure was studied. Experiments were also
carried out to study the effect of humidity in different go-downs.588 Experiments had also
been conducted to devise a successful method for the extermination of rats.589 Different
methods such as chemical poisoning, trapping and baiting were employed for rat destruction.
Initially phosphorous paste was used to poison the rats. Rats were also killed by bacterial
substances producing epizootic diseases in them.590
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It was decided to extend the ratting operations in 1906.591 Ballabgarh, Faridabad and fortyfive neighbouring villages in Delhi district were ratted on an experimental basis and it was
found that the incidence of the plague was less in the ratted areas than in the untreated ones.592
In Lahore district, ratting was to be done twice, in autumn and spring, in all the towns and
villages. For this, both official and non-official agencies were used.593 During 1905-06, rat
destruction was carried out in 3,000 towns and villages while in the subsequent year 8,650
villages and seventy municipal areas were ratted.594 It was in 1911 that measures were taken
for the destruction of rat fleas. A flat hard piece of ground with a covering of sand was
selected for the exposure of baggage and clothes. The clothes were spread in single layers, to
be exposed to the sun at a temperature of about 116°F for about an hour to kill the fleas.595 By
1907, a reduction in the severity of the plague in the ratted villages was reported which also
reduced the number of the infected villages. It was further observed that the average length of
the epidemic was less in the villages ratted before the onset of infection.596
The other measures for protection from rats included improving the structure of houses,
opening the congested quarters and protecting the grain stores which would diminish the food
supply of the rats and, consequently, the prevalence of the rats.597 In October 1907, the
Inspector-General for Civil Hospitals, Punjab,

mooted a proposal to render rat-proof,

government buildings, hospitals, quarters for the lower and menial classes, and go-downs for
the storage of grain, and it was in February 1908, that sanction was given for the construction
localities. Trapping was done in grain markets, depots, bazaars, houses, go-downs, sheds,
stables, and cattle houses. Generally, houses were not baited as there was every possibility of
a small child eating the poisonous bait.
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of rat-proof buildings.598 Following this, changes in the designs of houses were made and the
recommendation of the Public Works Department regarding cement flooring and tiled coping
in houses was accepted.599 Orders were issued to prepare plans, in consultation with the
Sanitary Commissioner for Punjab, for the construction of rat-proof shops and grain stores,
suitable for mandis (markets generally for any one agricultural commodity) in canal
colonies.600 It was decided that wholesale go-downs would not be constructed near residential
areas. In addition, the go-downs were to be constructed on a raised platform.601
The rat eradication campaign was not entirely successful. Several Hindus and Jains were
opposed to rat destruction on religious grounds. They either buried the baits laid by the
district administrators or released the rats caught in the traps. The Jains established rat
hospitals to protect them. In one such hospital 8,000 rats were found.602 In Sialkot district, the
Jains (locally called Bhabras) did not permit rat destruction in their houses.603 The destruction
of rats by means of poisoning was unpopular, the reasons for objection being -- the
destruction of animal life, which was repugnant to Hindu sentiment and the risk of poisoning
children and domestic animals. The extent and nature of these objections were sufficient to
interfere materially with the efficacy of poisoning when carried out on a large scale.604
In Calcutta, different varieties of rat paste were purchased, while numerous houses were being
treated with tar and sulphuric acid or tar and broken glass to fill up the rat holes. It was
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decided to offer rewards for live rats and to destroy them under special precautions. To this
effect, a circular was issued in English and the vernacular and distributed, stating that a
reward of two pice would be given for every living rat caught and delivered to the Incinerator
Station (Maulali Durga). The results were unexpected and disappointing, as only ninety rats
were brought to the Station during the month of May (1905). Enquiries into the matter
revealed several reasons, the chief one being that a large number of people would not, under
any circumstances, attempt or assist in the capture of rats; that it was not worthwhile to bring
the captured rats to the Incinerator Station that was located a great distance away; and that
many had no traps to catch the rats and did not choose to obtain them for the purpose. The
reward was soon increased to one anna for every live rat caught and delivered at the Station.
Rats traps would be lent to those who would undertake to bring the rats. Little improvement
followed and up to 30 June, 252 rats were brought to the Station. The number of Stations
where the rats could be delivered was also increased. Notwithstanding the facilities given and
the rewards offered, there was little further improvement noticed.605 In 1907, 1,22,090 rats
were killed, but while the number might seem large, it did not materially affect the rat
population of Calcutta.606
In Madras, Lieutenant-Colonel Browning Smith described and exhibited a cheap apparatus
made of tin for blowing fumes of burning sulphur directly into rat holes for destroying them,
and the apparatus was to be useful in houses and fields. An issue, however, was that house-
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owners had to clear out their property before employing the apparatus. Apparently, a similar
tin apparatus was used in Burma which had been employed by Captain Brayne.607
To make the plague measures acceptable, the Punjab Plague Committee made use of the
services of vaids and hakims. They accompanied the health officer when he visited the
patients‘ houses to verify the occurrence of the disease. The vaids and hakims assisted in the
maintenance of the camps and hospitals as well.608 Yet, they were inducted only in small
numbers, which resulted in the holding of a meeting by the vaids and hakims at the Tibbia
School premises at Delhi on March 20, 1906, to adopt resolutions pleading for their
employment in the plague eradication programme. 609 In early 1907, the secretary to the
government of Punjab proposed to employ them in local bodies and municipal committees.610
Subsequently, in July 1907, the district and local bodies and municipal committees started
employing hakims and vaids for carrying out functions like the distribution of medicines.611
After the first decade of the twentieth century, about 9,700 feet of V-drains were constructed
to prevent the liquid sewage from stagnating in the drains and the ravines. These drains were
flushed regularly with carbolic acid. In the bakeries, workers were not allowed to sleep on the
floors and systematic trapping of rats was done.612
As late as in 1917, the ruling chiefs were not permitted to come to Simla without the prior
sanction of the Government of India obtained through the Government of Punjab. Even
educated Indian passengers possessing some social standing were made to stand in a line and
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asked several questions while their Anglo-Indian counterparts merely filled the forms and
were allowed to continue with their journey.613 In situations such as these, the class prejudices
of the British remained only partially hidden. The Europeans and Anglo-Indians were treated
as a category apart from the natives. Among the latter, some consideration was shown to the
susceptibilities of the aristocracy and the educated middle class. In rural areas and small
towns, the administrators used plain coercion to implement the plague measures, indifferent to
the people‘s sentiments. The authorities were more concerned with cost effectiveness in
fighting the epidemic. While congratulating themselves over the success of their plague
measures, there were these incidents that the British were not sufficiently sensitive to notice.
Leading men of influence were selected in consultation with the deputy commissioner to
assist the medical staff in the implementation of the plague eradication measures. They were
explained the importance of different measures and were required to instruct the headmen
(lambardars) and villagers of their area. The reports claim that several individuals cooperated with the authorities in their implementation.614 The leading men of Lahore bought
desiccators for use in the neighbourhood.615 Rai Bahadur Lala Kishen Das of Delhi placed
four of his gardens at the disposal of the public for use during evacuation.616 The Imam of
Jama Masjid and Hakim Abdul Majid helped in allaying the panic caused by the plague.617
The leading men of Denga opened a milk shop, where milk was given free to the poor and at
half the price to others.618
Notwithstanding the gestures of cooperation with the authorities in dealing with epidemics,
there were some voices of discontent, sometimes resulting in active resistance. In Jallundher,
the higher authorities were approached against the arbitrary orders of the cantonment
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magistrate to disinfect the houses by burning dry grass in them.619 The indifference of the
authorities towards the suffering of the people was reported in a piece on ‗Plague Stricken
Lahore‘:620
If a person is killed by another, the police display very great zeal in inquiring into the
murder... Government also spends considerable time and thousands of rupees in
seeing the case through the original, the sessions and the Chief Court, while,
however, the plague is carrying off hundreds and thousands of human beings daily,
the Government is doing little or nothing to save life.
The Khalsa Advocate maintained that the efforts to contain the plague had failed to ―secure
the cooperation of the people or to exert much influence on the course of the epidemic.‖ 621 In
response, the Punjab Plague Committee strongly deprecated the use of pressure in any shape
or form, in anti-plague measures. The only measures which were to be permitted were those
initiated by the people themselves.622 A scheme for an auxiliary staff comprising of honorary
plague officers was to be appointed by the deputy commissioner on the recommendation of
the plague officer and civil surgeon. This unofficial agency was not to receive payment but
would receive rewards for their work. Men of the standing of zaildars623 would ordinarily be
selected for these posts, but in districts where these rural officials had many other duties to
perform, safedposhes624, lambardars or even other influential persons were to be selected.625
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‗Travelling Dispensaries‘ were a unique addition to the anti-plague measures in the United
Provinces.626 Travelling dispensaries were placed in various districts, first started in 1910.
Although treating various diseases, the intention was chiefly the distribution of quinine and
treatment of malaria and were therefore only sanctioned for six months -- July to December,
the worst malarial season. Owing to their great success, thirty-two plague and eleven malaria
travelling dispensaries were sanctioned in 1911, and these numbers had risen, in 1912, to
forty-two and fifteen respectively, operational in thirty-three districts throughout the United
Provinces. All the plague travelling dispensaries were allocated to five circles comprising
twenty districts. These were under the general supervision of the Chief Plague Officer
working under the orders of the Inspector-General of Civil Hospitals. All expenditure on
plague travelling dispensaries was met from the annual provincial plague budget. The dry
drug system was used, principally in the form of tablets, pills and ointments. A special type of
box and haversack was supplied, and the whole equipment had been worked out with a view
to lightness, compactness, and facility of transport. Travelling dispensaries were most
valuable in dealing with cholera and malaria, as they were readily moved to an epidemic area,
and they possessed a wide educational influence owing to the dissemination of literature.
They were universally popular and were very valuable in encouraging the early reporting of
epidemic disease. Plague inoculation was also popularized through these dispensaries. In
these dispensaries, only urgent major operations were performed and patients were generally
advised to go to headquarters for those operations. Surgeon-General Bannerman has referred
to similar ―Itinerating dispensaries‖ which were in use for the prevention of malaria in the
Madras Presidency.627
A consensus of opinion amongst all witnesses consulted suggested that evacuation was the
most effective measure for dealing with plague epidemics in villages. In certain districts,
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notably in Jhang and Montgomery, this method was largely adopted, and its popularity was
increasing. There were numerous instances of how entire villages were evacuated at the first
sign of rat mortality. However, two chief obstacles to its wide application appear to be
religious prejudices of the people and the fear of theft from evacuated sites. The first could be
overcome by enlisting the co-operation of the religious leaders of the people and by spreading
knowledge in regard to the advantages of this simple expedient for avoiding infection. For the
protection of property, extra chaukidars (watchmen) were to be engaged by the village
headmen, to guard the evacuated site.628 In the case of large villages and towns, evacuation
often meant that the flight of the inhabitants would result in widespread dissemination of the
disease. The Committee was therefore of the opinion that unless adequate arrangements could
be made for the accommodation of the people outside infected towns, evacuation, it their
case, was to be discouraged.629
Vaccination: Incentives draw supporters
The press was not particularly optimistic about the adequacy of the eradication measures.
Vaccination was condemned and stress was laid on the need for improving the living and
sanitary conditions instead. It was maintained that ―intellectually and scientifically,
vaccination is dead…Let cleanliness supersede dirt.‖630 In yet another article, while
condemning vaccination, the Khalsa Advocate pleaded for its discontinuation:
Vaccination is useless and there is no excuse for continuing it. In many cases, leprosy
spread through vaccination. Children die in great agony. The whole business of
inoculation is quackery. How long will the people continue to submit to this infamous
treatment, I cannot say, but in their ignorance they are the prey of Government-
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supported quacks who make a living by putting poison in the blood of the people. The
whole thing is horrible and disgusting for words.631
To the east, in Calcutta, the figures suggested that vaccination was gaining favour with the
people. An increase from 101 inoculations to 3,122 might very well have been taken as an
indication that some of the educated at least were beginning to realize the benefits of the
prophylaxis. It was not so, unfortunately, for it was a few Europeans and one or two educated
Bengalis who had themselves and their families inoculated, but with these extremely rare
exceptions, the whole of the inoculations were done on people attracted by the reward of eight
annas, -- beggars, drunkards, victims of the opium, hasheesh or cocaine habit -- the ―dregs of
the streets.‖ Great care had to be taken as the same persons presented themselves for
inoculation, twice or thrice, within the same month. Many of them probably did the rounds of
the different districts and were inoculated several times. It was impossible to verify this from
the registers, as nearly all the names in them were false. Notes Dr.Hossack,―One case of
plague in an inoculated person had been found, the case of a beggar, who had been inoculated
three times within a short period. From personal enquiry I satisfied myself that he had been
inoculated certainly once by myself and probably twice by Dr.Crake.‖632 No inoculations
were performed in 1910, although over 3000 persons were inoculated in 1907 and nearly
2000 in 1908.It was found that with a few exceptions, miserable outcastes of the city were
being inoculated, who were attracted by the compensation offered.633
The people of Bombay had resolutely turned their backs on the subject of inoculation and
would have nothing to do with it. Compensation up to a maximum of As.4 was to be paid on
the spot to any person whose absence from work on account of the reactionary fever, was
likely to cause him hardship. Half an anna would be paid to any man who succeeded in
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bringing another man to be inoculated.634 The opposition from the native practitioners, hakims
and vaids was cited as the greatest difficulty in getting people to be inoculated. Captain
Cuppage, District Officer, suggested:
The vaids and hakims command a large practice. I thought it would be a wise step to
endeavour to get them on our side as much as possible, or at any rate, to take a neutral
part. Many of them had strange ideas regarding inoculation which, if preached
amongst the people, would have found a ready hearing, as I am told many of these
men have a great influence over the lower classes.635
Dr.Popat Parburam Vaid offered his services in furthering the cause of inoculation. His father
who was one of the leading vaids of Bombay, had established a medical school for vaids in
Girgaum, which was later presided over by his son, who lectured students on native and
Western medicine. Frequent meetings were held at the school by Captain Cuppage and
Lieutenant Brackenbury, at which Dr.Popat Parbhuram and his father spoke at length on the
advantages of inoculation. In addition, a great number of these vaids were taken to the Plague
Laboratory at Parel, where the whole process of the preparation of the vaccine was shown and
explained to them. Some of the vaids came forward for inoculation themselves. Others,
though not inoculated, were induced to admit that it was not harmful or objectionable on
religious grounds, and many who might have preached against it, promised to take up a
neutral position. These satisfactory results had been attributed to Dr.Popat‘s personal
influence over these vaids.636
The Jains had not taken to inoculation. Several landlords in Kumbharwada had begun to see
that inoculation did render the people immune from plague, and they assisted a good deal in
urging their tenants to get inoculated.637 It was found that 4 annas was not sufficient
compensation to the working classes; that the subsequent action of inoculation was to cause at
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least three days‘ fever and local pain, which incapacitated workmen. Appeals were made to
charity, to add to the Government grant by an issue of rice, and this had been met with great
success. A scheme was initiated to give one seer of rice to each person inoculated. Various
gentlemen contributed grain as an additional inducement.638 The offer of grain attracted
beggars from all parts of the city and was eventually discontinued.639 The Muslims continued
to maintain that inoculation was against their religion and would have none of it. Khan Saheb
David Solomon had a most successful meeting among the Bene-Israeli community, of which
a hundred people were inoculated. On this occasion, the Khan Saheb gave one rupee to every
person who came forward. Elsewhere, a few lotteries with small prizes of grain and cloth
were also held with fairly successful results. Gifts of grain and clothing were also given.
Whatever little success inoculation did meet with, had chiefly been brought about by the
following methods:640public meetings; several prominent individuals -- who used their
influence in getting people inoculated641; Managers of mills who would impress upon their
workers (But there were those mills which were averse to allowing the introduction of
inoculation in their midst); pecuniary and other aid which would constitute the four annas
given by the Government and the help received from the volunteers.
Several methods were adopted to popularize inoculation. The District Officers along with
their Sectional Medical Officers and the volunteers held meetings, distributed pamphlets and
leaflets, while taking parties of vaids and hakims to the Laboratory at Parel to see for
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themselves, the methods of preparation and to satisfy themselves regarding the various
objections raised. Herein lay the immense services rendered by Dr.Bhalchandra Krishna to the
cause of inoculation. The pamphlets, letters and lectures published by him constituted an
invaluable addition to the literature on the subject. They were translated into various
languages and widely distributed. Mention must also be made of Dr.Ismail Jan Mahomed, a
constant speaker at various meetings.642 The choice between evacuation and inoculation was
the most powerful inducement that District Officers were able to use; and great numbers of
people living in infected houses, who would otherwise have had to go to camp, accepted
inoculation without liking it, and without believing in it, simply as the lesser of two evils; but
the bulk of those operated upon consisted of the poor and destitute, the classes most liable to
plague who voluntarily submitted themselves to the operation for the sake of the four annas
dole and the charitable grant of grain.643
Most valuable assistance was rendered by private practitioners in the matter of inoculation.
The number of inoculations performed by them was very significant. They influenced their
patients and through their patients, the public generally, and their support was of no small
value to the District Officers. Of the other private practitioners who gave their services
gratuitously (apart from Dr.Bhalchandra Krishna), the enormous amount of work done by
Dr.Viegas is conspicuous, and so also the work of Dr. Adams Wylie, Dr. Purshottam
Harichand, Dr. Trilokekar, Dr. DeSouza, Dr. Kalapesi and Dr. J.B. Quadros.644
As regards inoculation, Captain Smith made significant remarks:
As far as the poorer classes are concerned, inoculation will not succeed as they all
live a hand to mouth existence and being inoculated means that they cannot work and
so have to rest content with empty stomachs…As far as the well-to-do are concerned,
the only ones that get inoculated with few exceptions are those people who have
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business in or are going to reside in Hyderabad State. In this state people are
subjected to various restrictions if not inoculated and consequently they get
inoculated to save themselves a lot of worry and trouble. As regards the future of
inoculation, poorer classes should be treated a great deal more liberally and I
advocate reverting to the old system of annas four per person inoculated. I would not,
however, follow the old system of having fixed inoculation stations for the poorer
classes; but would suggest that when any inoculations are done they should be done
there and then in the dwellings of the people inoculated.645
Dr. A.G. Viegas and Khan Sahib Bhicaji Ruttonji Rana, his secretary even furnished accounts
of how a certain number of poor people came and asked to be inoculated, but when they were
told that they would not get annas four for each person inoculated, they went away without
being inoculated.646 This shows that a good many of the poorer classes would come forward if
they were paid four annas for being inoculated. Then again, inoculation certificates had a
regular market value. The wealthy were prepared to pay very highly for inoculation
certificates, provided they themselves were not inoculated.647
Public Health Propaganda: Educating to Raise Awareness
Lieutenant-Colonel Bannerman, Director of the Plague Research Laboratory, Bombay, had
published a lecture of the plague prophylactic, in which he categorically stated that there
existed a large amount of ignorance about the disease, due mainly to the hindrance to the
spread of knowledge imposed by the want of education among the masses of the country.648 A
pamphlet --Plague and How to Prevent It had been prepared and printed in Urdu and
Gurmukhi and widely distributed in Punjab in 1907. It was also issued as a hand-book to the
local plague officers. A similar pamphlet, prepared for the use of schools, had been
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distributed by the Director of Public Instruction, to all schools in the Punjab. Various
publications dealing with plague had been given to civil officers and the medical staff.
Leaflets, with short instructions, were also issued, to be stuck up in villages and also larger
placards for dispensaries and tehsil headquarters.649 But, far more creative efforts at educating
the masses about disease and health had been underway only in the 1920s. Martya-Mangal or
‗Welfare of the World‘ was an allegorical play that addressed public health in Bengal. It owed
its origin to Mr.J.H.Lindsay, Collector of Dacca, who was desirous of finding some means of
bringing its urgency before the public. On the suggestion of Babu Sachi Kanta Ghosh, Circle
Officer of Dacca, Kali Bhushan Mukherji was approached by Mr. Lindsay to write a play,
based on which, a performance would be given at the Panchayats‘ Conference, during the
visit of

the Governor of Dacca.650 The play dealt with not only malaria, cholera, and

smallpox, but also the elementary but essential principles of public health, especially in rural
villages. The play was humorous and instructive. The keynote of the drama was twofold: (1)
To try and effect a change from the insanitary mode of living that prevailed among the village
folk; (2) To infuse some knowledge of the rudimentary principles of sanitary laws and
hygiene, of the causation and prevention of malaria, cholera, and smallpox.
The humorous nature of the play is evident in the following excerpts from ‗Scenes III & V‘:
SCENE III
Svargaloka—Seat of Gods
Sitala, goddess of smallpox, and Ola, goddess of cholera, repent their loss of
influence among human beings with the gradual spread of education. Sitala‘s son
Basanta and Ola‘s daughter, Cholera, who already chummed together in many parts
649
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of the world, now, on being asked by their mothers to visit European countries, were
afraid to go there as they have very little scope there. So, a visit to India, specially to
Bengal, was planned. Basanta (Smallpox) complains to his mother that his sphere of
work is being reduced by the invention of vaccination, as cow‘s germ is sacrilege to
the gods. Cholera tells her mother that her field of work is also affected by the
introduction of several sanitary precautions. Upon the exit of their mothers, Smallpox
and Cholera make merry in love and song.651
SCENE V
Abode of the Kinnar Chief
A song by the Kinnar-Girls
Kinnar chief, a ferocious demi-god, invokes the help of his kinswoman, Malaria, for
making his position equal with that of the goddess of Pox and Cholera, who are only
inferior goddesses. Malaria loyally submits to her chief and urges her son, Anopheles
and his boon companion, Culex, to work in earnest. Anopheles complains to his
mother that the scope of his work is being hampered by the English invention of
quinine, and also several sanitary measures, such as the cutting of jungles and pouring
of kerosene oil in marshy lands. Here, Culex also urges malaria to go to European
countries to which, Anopheles says that their best sphere of work will be India,
specially Bengal, and the other places can be their occasional hangouts.652
Several enquiries had been made for the book so that the performance could be given in other
districts. Dr.C.A.Bentley, Director of Public Health, Bengal, after a performance, said-- ―I
consider that plays of this kind may serve a useful purpose in helping to educate the public in
regard to sanitary evils and their remedies. I am glad to recommend your play to amateur
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dramatic societies for production in connection with schools and colleges.‖653 Propaganda
material such as cinema, magic lanterns, slides, illustrated leaflets and posters were made
available in most provinces. (See Appendices I & II)
Dr.Hari Gopal, one of the assistant surgeons of the Government medical staff at
Hanumakonda town, Warangal district, who had been assigned to plague work, knew the
appeal of drama for an Indian audience, and was assisted in its preparation and presentation
by some male nurses and other helpers at the mission hospital.654 Most of the people in
various parts of the town and in the neighbouring villages, understood Telugu, the main
language of the region, but for those who knew only Urdu, there was an interpreter in the
person of the Muslim sanitary inspector of the Government staff, for the play and for the rest
of the programme. The drama was part of the campaign waged against the plague. The
success of the campaign was evident in the increasing number of people who chose to get
inoculated. The mission hospital claimed that about 6,000 people from a population of about
18,000 had been inoculated.655 Almost every other night, the Civil Surgeon sent out some
drums and coolies carrying boards covered with posters (‗sandwich-man‘ style) in plaguestricken areas of the town. A couple of female nurses would accompany John Carman into the
houses where the purdah was observed. It was believed that when some man of the household
had watched the play, and had himself inoculated, he would be likely to have his family
protected as well. For the lantern lecture, slides, posters and pamphlets were procured from
the Madras Health Department at a nominal fee. A magic lantern was attached to the car
battery, slides were well selected, and a short lecture in two languages was given. After each
part of the programme, a few more would sign up for inoculation. Despite such efforts, it had
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been observed that the old traditional practitioners of Ayurveda and Unani exerted a
tremendous influence over the people.656
Ayurveda as “National” Science in the Imagination of Modern India
The British exposed India to a new modern medical system, but the resulting encounter
between Western medicine and indigenous medicine turned out to be a cultural one. The
beginnings of cultural authority wielded by science lay in Britain‘s ―civilizing mission‖ in
early nineteenth century India. With increasing territorial control, the East India Company
now moved towards establishing a system of Western education which would produce
subordinate Indian functionaries for the colonial bureaucracy. The pace only quickened after
the 1857 Mutiny. Crown rule fortified the impulse to see India develop into a modern colony.
India witnessed the official patronage of Western medicine at the cost of undermining the
indigenous medical systems.657 While Western medicine had always been an appendage to
military medicine,658 European medical practitioners came to believe that the advances made
by modern medicine could hardly be matched by the Indian systems of medicine, and thereby
marginalized the latter. Scientific men in the Indian Medical Service (IMS), trained in the
most up-to-date methods of the West, naturally thought the study of the medical science of the
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College, where Western medicine came to be studied with enthusiasm. No attempt had been
made by the Government since, to revive the study of Indian medical science, although it was
still pursued by many in Bengal and elsewhere.
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Hindus was a mere waste of time, and the Kabirajes659, confident of getting no
encouragement from a foreign Government, kept themselves aloof from the modern scientific
world; they looked with a suspicious eye towards any interference by the State in the shape of
improvement in the various branches of the science.660 The empirical sciences were viewed by
the British as universal knowledge which, they believed, would transform the ―superstitious‖
natives by rationalizing their society. One might view this idea as an attempt to free the
natives from their own civilizational roots. However, ―to dominate in order to liberate was a
profoundly contradictory enterprise.‖661 In India, universal science forced negotiations
between tradition and modernity which saw the rearranging of power struggles between the
colonizer and the colonized, and this is what the Western-educated elite sought to internalize
and make their own. They saw in reason, a framework for rearranging and reforming their
culture. This was done through the vision of presenting Indians with scientific traditions, their
very own.662
In due course, the domination of Western colonial medicine generated protest (as viewed in
the context of the plague years itself). The Western-educated intelligentsia felt the urge to
reinterpret the classical Ayurvedic texts and to ―cast them in the language of the Western
discourse.‖663 The idea was to justify the truth of indigenous medical traditions, using
Western standards of argument and proof. Gradually, nationalism spread through establishing
its claim of these revived traditions, by assimilating the classical texts and other medical
traditions as the nation‘s heritage. As Gyan Prakash puts it, ―To be a nation was to be
endowed with science, which had become the touchstone of rationality.‖664 The Ayurvedic
revivalists sought legitimacy by political means, forming a pressure group in the Indian
National Congress which passed numerous resolutions in the early decades of the twentieth
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century, for government patronage and protection of Ayurveda. The ‗All India Ayurvedic
Congress‘ was founded in 1907, to mobilise popular support and to pressure the
government.665 It is this struggle for Ayurveda that came to be identified with nationalism.
Appropriating a Sense of Identity through “National” Science
Hindu physicians had felt the necessity of an organization among professional brethren for
consideration of the ways and means for the proper study and improvement of the science of
medicine and for propaganda work to train public opinion and enlist public sympathy in its
favour. The All-India Ayurvedic Conference that had been ushered into existence in 1907 had
been doing useful work in this direction and held its sittings in different provinces, year after
year.
Philanthropists and public-spirited citizens were in support of this consciousness of
Ayurvedic revivalists to regenerate their own system of medical practice, through the
establishment of colleges for systematic study and research. About two dozen centres had
been opened in various parts of India, to conduct the examination of students in Ayurveda.
The municipal and other corporate bodies had realized their duty towards the development of
the indigenous system of cure. Madras had its Government School of Indian Medicine besides
the Channa Purai Ayurveda Kalasala. An Ayurvedic Department had been opened in the
Hindu University of Benares.

In this sacred city of the Hindus, the Ayurveda

Vidyaprobodhini Pathashala had also been founded. In Rishikul, Hardwar, the Ayurveda
Vidyapitha; in Rishikesh, the Bawa Kali Kamblewaleka Ayurveda Vidyalaya; in Pilbhit, the
Lalit Hari Ayurveda College; in Bombay, the Prabhuram College -- all bear testimony to the
energy of the founders and promoters of these centres of education. The Ayurvedic College of
Gurukul Kangri; the D.A.V. College of Lahore; and the Ayurvedic and Unani Tibbi College
of Delhi had gained recognition for the cultivation and advancement of Ayurveda.
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The Indian chiefs were not slow to manifest their sympathy towards this renaissance of
Ayurvedic treatment. Jaipur had been the seat of a college of Ayurveda--The Jaipur Raj
Ayurvedic Vidyalaya, financed and maintained by the state for a long time. The Maharaja of
Alwar was well-known for his encouragement towards Ayurvedic studies. The Gwalior Raj
Ayurveda Vidyalaya, the Mysore Government Ayurveda College, the Patiala Raj Ayurveda
Vidyalaya, the Trivandrum Government Ayurveda College, the Baroda Raj Sanskrit Pariksa
Samiti and the Ayurveda Mahavidyalaya, Patan, Baroda State, were unmistakable proof of the
faith of the noble princes who were at the helm of these principalities. The Thakore Saheb of
Gondal was also known for his interest in Ayurvedic science. Bharatpore spent a good sum
for the treatment of its subjects through Ayurveda, while other States also helped in this
regeneration of Ayurveda.666 Associations for the cultivation and improvement of the science
had been founded. A journal on Ayurveda had been started in Calcutta, in which contributions
from renowned physicians and eminent vaids were published. Similar journals were being
published in other provinces. Thus an attempt was being made to resuscitate the knowledge
embodied in Ayurvedic literature, from a love of scientific investigation. Original works on
Ayurveda were written in Sanskrit, many of which were now translated in the vernaculars of
the different provinces. The works of Charaka and Sushruta had been translated in English.
Attempts were being made to write the original treatises in Sanskrit and to edit and revise well
known textbooks, incorporating modern scientific knowledge in the light of Ayurvedic theory
and practice.667
The Ayurvedic committee had circulated a questionnaire in 1922, to four hundred
distinguished Kavirajas and other gentlemen interested in this subject. It had been reinforced
that the question of restoring and developing the Ayurvedic system of medicine was very
important to the country not only for economic considerations but also from the point of view
of bringing medical relief within easy reach of the great masses especially in the rural areas.
Western medicine had done and was doing a lot towards this end, but in spite of all efforts, a
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large majority of the population was without adequate medical relief. Although it was
generally known that a great number of people resorted to Ayurveda, either for preference or
for low cost of treatment, from the responses to the questionnaire, it appeared that the
Ayurvedic system, for various reasons, had not made much progress for many centuries and
in some instance had actually lost ground. The committee contemplated about the ways in
which this system could be restored and developed, to suit modern requirements.
The principal methods suggested by the Ayurvedic Committee, for popularizing the study of
Ayurveda were as follows: A Central College of Ayurveda, managed under Government
control or under a Board of Ayurvedic Study under Governmental supervision was to be
established. The subjects were to be taught according to the modern scientific method.
Hospitals for the treatment of patients according to the Ayurvedic system were to be set up,
while charitable dispensaries in rural areas for the treatment of poor people were envisioned.
The foundation of a scientific library for the use of students, professors and practitioners was
contemplated, in which not only books on the Ayurvedic system were to be collected and
catalogued, but also books dealing with the cognate sciences of medicine and other methods
of treatment were to be made available. The translation of Sanskrit books and manuscripts
into English was to be encouraged. Exhibitions of drugs, appliances, actual methods of
preparation of medicines requiring technical knowledge, methods of collecting, sorting and
storing medicines, and various articles of interest to the physicians in their daily practice
would be held, to stimulate curiosity and investigation in a scientific spirit. Popular lectures
dealing with improvements in hygiene and cognate sciences, illustrated by lantern slides,
pictures and drawings to elucidate the subject, would be arranged for. A need for registration
was voiced thus, ―There should be a list of qualified kabirajes in Bengal. When trained
according to scientific methods, their certificates to patients should be recognized.‖ Until
then, it was suggested that learned physicians be entrusted with the power of granting
certificates, for among them were men on whom the Government had bestowed the highest
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honours for professional attainments, such as Mahamahopadhyaya, Vaidyaratna.668 It was
suggested that the Government should establish a therapeutic garden where medicinal plants
could be grown, and where students could be taken to study and recognize plants. A trained
botanist would take charge of the garden, while a learned kabiraj would take charge of the
drug store. While crude drugs were being used by the kabirajes, it was desired that
standardization would be gradually introduced in the preparation of medicinal products. The
kabirajes were not opposed to improvements, and had even started selling their medicines in
tablet forms. The cost of medicine in the Ayurvedic system had been less than that of
allopathic medicines. It was now suggested that the costs could be further reduced if a central
organization could be engaged in supplying crude vegetable and mineral drugs to medical
men, under State supervision. The establishment of a Drug Manufacturing Committee to
investigate the possibilities of the cultivation of medicinal plants in India and the manufacture
of drugs from them on a commercial scale was to be a move in the right direction, the success
of which would draw private enterprise to undertake the manufacture of drugs.669
Ayurveda in response to the Plague
The exceptional situation presented by the plague epidemic was entwined in this process of
revivalism, only to be aggravated by the colonial anti-plague measures. In the event of the
plague vaccine presenting a range of complexities, came the ‗Mulkowal mishap‘, an example
of negligence on the part of the local administrators. Its implications for the future of the
vaccine appeared bleak in the years that followed. In Ayurvedic literature, the word
Mahamari meaning -- the giant-killer, was used for any epidemic disease that caused a great
mortality. In modern medical literature, of course, the word plague had come to mean a
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specific, acutely infectious, febrile disease, usually attended by the swelling of the lymphatic
glands.670
Under the Ayurvedic system, there were four principal dhatus or humours in the body, viz.,
rakta or blood, vata or black bile, pitta or yellow bile, and kapha or phlegm. While disease
resulted from an imbalance of one or more of these, plague was also connected with moral
and religious causes as reflected in the law of Karma.671 Ayurveda offered its own preventive
measures and treatment in response to the plague. Slight variations in medication were also
suggested, dependent on specific symptoms displayed by the patient. Ointments were
specially prepared for application to the buboes. It apparently got rid of the poison and was
believed to be beneficial, both before and after the suppuration and bursting of the bubo.
Useful advice was offered with regard to the diet of the plague patient. When a fever was
raging and the patient felt hungry and thirsty, he was to be given the sour juice of
pomegranate, and nothing else. When the fever subsided, and all symptoms of the plague had
disappeared, the patient was to be given half an ounce of dal or lentil soup. The patient‘s food
intake was meticulously measured. The following was one among several well-tried
prescriptions and was used both, as a prophylactic and a curative:672
1. Saffron (zafran)

6 mashas673

2. Aloes(ailua)

6 mashas

670

Rajvaid Sri Bamandasji Kaviraj,A Short Treatise on Plague, (Calcutta, 1917), p.2. The
author was both, an Ayurvedic and Unani physician, and member of the Asiatic Society of
Bengal, and had authored another book --‗Plague Chikitsa‘. He is believed to have had a long,
practical experience in treating plague cases in Calcutta and the mofussil during this
epidemic.
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M.Prem Behari Mathur, Plague-Panacea or A Pamphlet on Plague and its Remedies,
(Agra Cantonment: Damodar Printing Works, 1911), p.48. A certificate was presented by
Lieutenant-Governor Sir John Prescott Hewett, of the United Provinces, to Munshi Prem
Behari, in recognition of his services in connection with the plague and in affording medical
aid to plague patients.
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3. The rind of myrobalan

6 mashas

4. Darunij akrabi

1 tola674

5. Armenian bole (gil-i-armani)

9 mashas

6. Camphor (kafur)

9 mashas

7. Black pepper (mirch siah)

9 mashas

8. Leaves of the nib tree

1 tola

All these drugs were to be well-powdered, diluted in rose-water, and pills weighing one
masha each were to be made of them. These pills were to be administered to the patient every
two hours with arrack of Gaozoban until a fall in temperature. During an epidemic, healthy
persons were to take two pills daily, as a preventive. These pills were also to be applied
externally, to the bubo. Interestingly, while the Ayurvedists acknowledged that Dr. Haffkine‘s
serum diminished the incidence of plague attacks on the inoculated population, the protection
it afforded against attacks was not considered absolute. It was believed that plague generally
attacked those constitutions that were more congenial to it. Indigestion, over-feeding, fasting,
irregular diet, uncleanliness, constipation and general indisposition were the chief
predisposing causes. Late hours at night, too much sleeping during the day, and cold baths
under certain special conditions were observed among other predisposing factors.675
The migration from an infected locality to an uninfected one, personal cleanliness and
sanitation, and disinfection and whitewashing of houses were among the preventive measures
advocated by Ayurveda. To get rid of the plague bacilli, regular burning of the following
incense near the main entrance of the dwelling, several times a day, was suggested.676 During
the plague season, antiseptic/preventive medicine was recommended which would keep the
bowels clear, and would increase the appetite.677 Holistic treatment offered included the
observance of the following: the patient was to be kept in a room/house that was clean,
674

1 tola = 12 mashas
Rajvaid Sri Bamandasji Kaviraj, Short Treatise on Plague, pp.8-12.
676
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677
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whitewashed and well-ventilated; marshy spots near the house were to be dried up by hot
ashes or chunam (quicklime)powder; gutters were to be cleaned and washed with
disinfectants; some rosewater mixed with vinegar was to be sprinkled in the room
occasionally, and the hands and bodies of the attendants in charge of the plague patient were
to be washed with disinfectants.678An ointment for application on the buboes was known to be
highly efficacious. Many physicians applied tincture iodine or carbolic acid on the bubo. A
better option was to have the bubo operated upon by the surgeon and the poisonous matter
drawn out therefrom.679
Ayurvedic practitioners recommended homoeopathic remedies as well. Ayurvedic revivalism
witnessed a barrage of advertisments for remedies, by Ayurvedic pharmacies in the local
press.680 (See Appendix III for advertisements that appeared in the press and in plague
manuals) Homoeopathy was rapidly gaining popularity with the masses, and homoeopathic
treatment for plague was recommended for the following reasons: Homoeopathic medicines
were inexpensive and could be procured at all important places; medicines were pleasant to
taste and could therefore be taken by children and females, without a sense of abhorrence.
They cured disease in the safest, quickest and in the most agreeable manner.681 Prem Behari
Mathur had himself carried out full trials for homoeopathic medicines in his dispensary at
Bisauli in the Badaun District, during the plague epidemics of 1905 and 1907. He claimed to
have cured 70-90% of his patients. In bubonic cases, Aconite Belladona and Lachesis were
given the fullest trial, and were found sufficient to combat the disease during the initial or
second stage of the disease. Ignatia or Aconite, if altered with Belladona every 15-30 minutes,
would lessen the severity of the attack, allay fever and thirst, and soften the bubo. If Aconite
or Ignatia failed to produce any marked change in the temperature or the general symptoms of
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the disease, then Arsenic, Lachesis or Baptesia could be tried by turns, by administering a
dose of sulphur every hour. The frequent administration of Sulphur with Aconite, Ignatia or
other dilutions, made their action more certain and effective, in addition to completing the
cure.682 Behari opened a charitable dispensary in early 1907 at Bisauli, distributing medicines
free of cost to plague patients, and encouraged inoculation through the distribution of
pamphlets on plague prevention.
Summation
Even after the association between rats and humans in the transmission of plague had been
established and was largely accepted, public health initiatives after 1905 centred round
educating the masses about the principles of sanitation. We have seen how the diffusion of
such knowledge was carried out through the distribution of informative leaflets and delivery
of peripatetic lectures using magic lanterns, and how theatre was particularly suited to
propaganda work of this nature. With increasing experience of the disease, it cannot be said
that the people generally made any endeavour to save themselves, in spite of the educational
measures that had been undertaken to instruct them in the methods of dealing with the
disease. It was only through persistent argument and persuasion that a certain number could
be persuaded to accept the measures of relief that were freely proferred to them. Western
medicine, in providing medical care, fell short of a large majority of the population. 683 A great
number of people resorted to Ayurveda, either for preference or for low cost of treatment.
Though it is not true that all Ayurvedic drugs were non-toxic, they were more natural
absorbents in the body with little or no side-effects. Its range of indigenous drugs were all

Ibid., p.53. The Government of U.P. had even decided to purchase Behari‘s plague pills to
conduct trials on them.
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Robert Carstairs, The Little World of an Indian District Officer, (London: Macmillan and
Co., Ltd., 1912), pp.154-155.As per this official report, on an average, one doctor was
available for every two thousand people in Bengal. This was hopelessly inadequate. The poor
in the countryside could not afford costly European drugs. The colonial government was
unwilling to provide the required number of staff trained in Western medicine for rural areas.
The skeletal Health Services only served the governmental establishments in the urban areas.
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tropical and of a bewildering variety. Most of all, nationalist politics made a case for
Ayurvedic revivalism, in an attempt to forge an identity of a rising nation that appeared
simultaneously new while being unmistakably old, and herein lay a claim for India‘s
modernity. ―Indian‖ medicine was thus crucial to its modernity.
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CHAPTER 6: IMPACTING SOCIETY ON DIFFERENT PLANES
Plague ravaged India for nearly two decades and sporadically thereafter, taking at least twelve
million lives. No modern Indian epidemic generated as much social disorganization, and none
was met with such vigorous governmental measures. Plague reappeared ever more ferociously
in 1918. In the month of April alone, it had caused more deaths than the War had done since
its outbreak.684 But all these misfortunes were utterly eclipsed by the terrible scourge of
influenza which raged throughout the colony for the three months preceding the armistice.
People died like flies; the villages were harder hit than towns, the men more than the women;
whole families were wiped out and the losses in most districts ran into tens of thousands.
Altogether, more than a million died from influenza in Punjab alone.685 After World War I,
the plague was on a decline, retreating eventually by the 1930s as seen from Table I:

TABLE I
Plague Mortality 1897-1930
Year

Mortality

Rate per Thousand

1897

48,000

0.2

1898

89,000

0.5

1899

102,000

0.5

1900

74,000

0.3

1901

236,000

1.1

1902

453,000

2.0

1903

702,000

3.1

1904

906,000

4.1

1905

941,000

4.2

1906

300,000

1.3

1907

1,166,000

5.2

1908

113,000

0.5
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1909

145,000

0.6

1910

413,000

1.8

1911

735,000

3.1

1912

263,000

1.1

1913

198,000

0.8

1914

266,000

1.1

1915

380,000

1.6

1916

205,000

0.9

1917

437,000

1.8

1918

440,000

1.9

1919

74,000

0.3

1920

99,000

0.4

1921

69,000

0.3

1922

77,000

0.3

1923

229,000

1.0

1924

361,000

1.5

1925

117,000

0.5

1926

139,000

0.6

1927

304,000

1.3

1928

121,000

0.5

1929

72,000

0.3

1930

24,000

0.1

(Source: Report of the Indian Sanitary Commissioner, 1897-1918; Report of the Commissioner of
Public Health, 1919-30.)

In order to comprehend the impact of the plague, what is required is an understanding of the
social as well as the ecological bases for plague mortality and of course, the influence of
Western anti-plague measures on popular culture. While the latter has been addressed in great
detail, this chapter shall specifically look at the immediate impact of plague on trade while
also exploring factors that influenced mortality rates, viz., famines and other concurrent
epidemic diseases. Variations in death-rates across region, class and gender shall be closely
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examined. While the politics of policy-making is evaluated in terms of changing measures
throughout the period, the significant role played by the native elite in ingratiating themselves
to the colonial administration and eventually claiming leadership by renegotiating their
position in nationalist politics is also revealed. The impact of plague vaccination has been
investigated so as to gauge its efficaciousness in the event of Ayurveda‘s popularity.
Trade hampered by plague
One immediate effect of the epidemic was witnessed in trade and commerce. In Punjab,
British officers reported that shopkeepers in Hoshiarpur suffered following the closure of their
shops during evacuation to the plague camps.686 Delhi‘s local as well as external trade was
paralysed with the shutting down of its wholesale market.687 The lime industry suffered as
limekilns were located in infected villages and the prospective customers were not allowed to
enter these villages.688 Trade declined in Garhshankar in spite of manufacturing work
remaining unaffected.689 At Phillour, the timber merchants suffered as the railways stopped
trains from plying between Phillour and Ladhowal in 1898.690 In the early years of the plague,
a general exodus from Bombay drastically affected the city. Many traders left Bombay for
their villages, with jewellers returning to Surat and bakers going back to their hometown in
Goa.691 Most merchants had large stocks of unsold goods lying in their go-downs. A merchant
lamented that the situation was dire in that, even if he sold his goods at a lower rate he could
recover some of his investment, but no sale meant severe losses.692 The plague specially
affected the fish trade of Bombay. In the years preceding the plague, Bombay exported large
quantities of dry fish to Mauritius, Colombo and Rangoon, besides many other Indian towns,
but with the onset of plague, the fish trade almost ceased to exist. Apparently, 400 men were
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engaged, daily, in weighing the fish before export, but as plague mortality increased, these
men migrated, leaving only one or two men at the scales. About half of the fishermen of
Sewri, it was estimated, died of plague while the rest fled. Their boats could be seen lying
abandoned on the shores of Sewri.693 Almost similar was the condition of the other trades.
Plague Mortality
India suffered far more than any other country,694 while in the West, plague caused only a
handful of deaths (see table II). Europe had been transformed by its public health regime, with
great improvements in medical care, nutrition, sanitation and even house construction that
prevented the disease from firmly establishing itself. Environmental factors695 including
rodent and flea species and densities, and plague‘s affinity for cooler weather might explain
why plague devastated northern India and was less severe in the south, but India‘s unusual
vulnerability in this pandemic might be attributed to modernization and industrialization
which resulted in an increased human mobility, modern means of transportation, a massive
grain trade, overcrowding and insanitation (in terms of providing an environment conducive
for rats and fleas to thrive in). A high concentration of X.Cheopis might have added to a high
virulence of plague in India.
TABLE II
World Plague Mortality, 1894-1938
Area

Deaths

India

12,500,000

China

250,000

Indonesia

214,000

Madagascar

32,000

Africa

120,000

693

BG, 24 February 1897, p.6.
India suffered ninety-five per cent of the world‘s plague mortality from the onset of the
pandemic until World War II.
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N.America

1,000

S.America

24,000

Europe

1,000

Rest of the world

10,000

(Source: L.F. Hirst, The Conquest of Plague (London, 1953), p.300.)

Rat epizootics were a requisite for human epidemics, and hence, plague flourished in areas
where there prevailed a close proximity between rodents, flea vectors and humans; places
where contact might have been intensified between rodents and humans due to economic
development. Vulnerability of humans to infection might have been stimulated also by
population pressure and crowding (as in industrial Bombay).While malnutrition essentially
obstructed the creation of antibodies and hence increased vulnerability to death from epidemic
disease, its direct association with plague deaths cannot be established. Plague deaths in India
had a class affinity instead.
Plague Deaths in Bombay
Plague first appeared in Bombay city in August 1896, and gradually spread all over the
province, especially in the Deccan and the South Maratha country, and in Thana, Cutch and
the larger towns in Sind -- Karachi, Hyderabad and Sukkur. The total registered mortality
from plague until March 1, 1901, the date of the census, was nearly a third of a million. The
Plague Commissioners were of the opinion that the true death-rate from plague was greater by
at least 35 per cent than that actually reported. In Bombay, the plague was responsible for a
reduction in the population from half to two-thirds of a million.696
TABLE III
Highest Rates of Mortality per week from 1897- 1910
Year
1897-98
696

Mortality Rate per Week
2,250

Census of India, 1901, p.54.
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1898-99

2,450

1899-1900

2,820

1900-01

2,620

1901-02

2,594

1902-03

1,902

1903-04

2,604

1904-05

1,785

1905-06

1,812

1906-07

2,180

1907-08

1,340

1908-09

1,250

1909-10

1,152

(Source: Gazetteer of Bombay City and Island, Vol.3, 1910, p.175.)

As is noticeable from Table III, extraordinary virulence was observed in the early years of the
plague, with a gradual decline in the first decade of the twentieth century. In the case of
Punjab, however, plague mortality was on a rise after 1901.
Hindu traders of the Mandvi division -- Shravaks, Banias, Marwadis, Bhatias, and Lohanas
suffered severely. The houses of almost all the traders in Mandvi had store-rooms on the
ground floors which were infested by rats. The religious repugnance of the inhabitants to kill
or even to remove the rats after they had sickened and died, filled the houses with infection.
As a result, the residents of the upper floors succumbed to the poison. Neither his abundance
nor his wholesome sustenance protected the Hindu trader. Upper-class Gujarat Hindus had
suffered more than the corresponding classes of Maharashtra or Karnatic origin. 697 General
Gatacre didn‘t mince his words while attributing the Banias with the spread of the disease.
Said he,
This was probably due to the want of nervous vigour in the Gujarati‘s soft fleshy
body, and perhaps to the indoor life that many of them lead…Banias took the plague
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to the Deccan where it was known as the Marwadi sickness. They carried it to parts of
Khandesh, where it was called the Bania disease. Hindu traders, mostly Gujaratis,
conveyed the disease to Karachi in November 1896, and to Mandvi in Cutch in April
1897.The Bania is the plague spreader partly, perhaps mainly, because the Bania is
the chief traveller.698
Another class of Hindus who suffered severely when the epidemic was at its height were the
large, powerfully-built temperate Dekhan Marathas., known as Ghatis, who were the great
weight carriers in the docks. They lived in unhygienic localities. Among Hindu craftsmen, a
large number of Goldsmith or Soni families suffered. The coppersmiths or Kasars, the
ironsmiths or Lohars of Kumbharwada, as also the Lohars of Lohar Chawl, were badly
infected, and also the Panchkalashis or carpenters of Girgaum and Gamdevi. Craftsmen of
each class generally lived in one mohalla. As there were no alien neighbours to give
information if the plague found its way into one of these mohallas, several families would
have sickened before the fact would come to light. Hence, the death-rate was high.699
Initially, the Muslims were fairly free from plague, but in early December, an exceptional
mortality had prevailed among the Konkan and Deccan Muslims. The reason for this seemed
to be the dislike of hospitals even their own, and the subsequent attempt to conceal cases by
moving the affected from house to house and quarter to quarter. This hurtful practice greatly
lowered the patient‘s chance of recovery, while at the same time it spread infection into the
whole Muslim quarter. The Konkan and Deccan Muslims suffered from a want of any
religious or social head who could enforce a profitable obedience to rules. In this respect, the
Sunni Muslims received guidance from Maulvi Hidayatulla, Khan Bahadur Fazlullah, Kazi
Kabiruddin, Hakim Muhammad Dayam and others. The Memons, both Kachhis and Hallais
(from North-East Kathiawar) had also suffered in huge numbers. The Bohras and Khojas had
the advantage of strong and enlightened leaders. H.H. Agha Khan enforced the rule of
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sending the sick to hospitals and advised inoculation, and the Khojas generally cooperated by
declaring their cases of sickness and sending them to hospital.700
The Parsis suffered considerably in 1897-98. In late January, 1898, the high death-rate in Fort
North attracted notice and several concealed cases were found among them. When it was
known that search-parties were at work in Fort North, several sick Parsis were secretly
conveyed to houses in the Marine Streets of the Dhobi Talao district. In consequence of this
disregard of rules, the Marine Street Parsis suffered severely. Christians (mixed descendants
of former Portuguese Settlers either of Goa or of Bombay-Salsette) had suffered as well. In
Cavel, Girgaum, Dhobi Talao, Dukar Gully and Burrows‘ lane in Phanaswadi, the number of
deaths, both among the poorer and the wealthier Christians, had been grievous. Among these
Christians, a main flow of infection came through the nurses and other servants in the houses
of the rich Parsis.701
Plague Deaths in Punjab
Except in the western districts, the state of public health had been deplorable. Plague, which
first appeared in the Punjab in 1897, prevailed throughout the decade, and in British territory
alone, was responsible for about two million deaths, of which nearly one-third occurred in
1907.
TABLE IV
Number of Plague Deaths in Punjab, 1898-1918.

700
701

Years

No. of Deaths

1896-1899

222

1899-1900

538

1900-01

5793

1901-02

2,17,724

1902-03

2,15,350

Ibid., pp.54-55.
Report on the bubonic plague in Bombay, 1897-1898, pp.56-58.
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1903-04

4,19,030

1904-05

4,14,219

1905-06

89,307

1906-07

6,75,307

1907-08

49,740

1908-09

37,932

1909-10

1,68,805

1910-11

2,09,459

1911-12

95,664

1912-13

19,480

1913-14

61,595

1914-15

2,56,990

1915-16

4177

1916-17

5365

1917-18

1,05,459

As can be seen from above, the number of plague deaths in the Punjab increased from 222 in
1898-99 to 6,75,307 in 1906-07.702 A considerable decrease during 1905-06 was due in all
probability, to the special measures taken for the destruction of rats. In the following year,
however, complacency in the rat eradication campaign and increased humidity resulted in the
number of plague deaths rising to almost seven lakhs.703 A high mortality rate in 1909-10 was
attributed to a decline in the popularity of inoculation and the ignorance of the public as
regards the importance of rat destruction.704 The fact that in 1910-11, plague again claimed
nearly two lakh victims can be explained in terms of the concentration of efforts on Delhi to
keep the city free from the disease at the time of the Imperial Darbar which was to be held
there in December.705 An equally high mortality was said to be the result, among other things,
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of the withdrawal of medical officers from plague duty to perform military duty on account of
the outbreak of the war.706 The plague could assume an epidemic form in 1923 as no efforts
were made to reduce the rat infestations due to financial stringency. As a matter of fact, in
Lahore, the municipal committee had abandoned the rat destruction programme since 1919.707
In Punjab, the plague being largely a rural phenomenon, the plague death rate in rural Punjab
was 6.30 per mille in excess of urban deaths.708
TABLE V
Rural & Urban Plague Mortality Rate in Punjab (1902, 1907, 1913)
Year

Rural Death Rate per mille

Urban Death Rate per mille

1902

8.5

7.97

1907

31.76

16.9

1913

3.36

2.3

Poorly ventilated, ill-built and crowded houses facilitated a faster spread of the disease in the
rural areas of Punjab. In the towns, food-grains were not stored in the houses in as large
quantities as in the villages, which probably contributed towards a lower prevalence of rats
and, consequently, a lower incidence of plague.709 Furthermore, the towns had more of pucca
houses (houses made of burnt bricks), often with several storeys and compared to the villages
the towns had wide streets, paved alleys and sidewalks with covered drains.710
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TABLE VI
Mean Rural & Urban Plague Mortality Rate in Other provinces (1913-18)
Provinces
Death Rate

Mean Rural Plague Death Rate

Mean Urban Plague

United Provinces

1.89

2.30

Bombay

3.1

5

Bihar and Orissa

1.11

2.47

Central Provinces

0.87

6.75

(Source: Major F.Norman White, Twenty Years of Plague in India; Proceedings, Medical and Sanitary,
April 1919, Numbers 190-94, pp.3-10.)

In urban Punjab, the plague caused greater mortality in the small towns. During the early
years of the decade, out of the thirty-four towns in which the death rate was over 10 per mille,
Ludhiana alone had a population of over 30,000. Only three greatly affected towns had a
population between 10,000 and 20,000. There were fifteen towns, including Rupar,
Machchiwara and Raikot, with a population between 5000 and 10,000, which had a mortality
rate exceeding 10 per mille.711 In the large urban centres with a population of 50,000 or more,
the plague death rate was 0.04 per mille in 1901.712 Perhaps here the emphasis on early
detection of plague cases resulted in a lower mortality rate than elsewhere. In general too, the
municipalities in larger cities showed more awareness regarding sanitation and had more
funds.713 Excluding the native Christians, the figures for which are so small as to be
negligible, the classes that suffered the most from plague, as judged from the fatality of
attacks were the high caste Hindus, Brahmins, Rajputs and Khatris among whom the
percentage of fatality attacks was 70.27. Muslims suffered more than the other Hindus, but
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the Muslims suffered lesser than all Hindus taken together, the case mortality among them
being 66.33%.714
Plague deaths thus followed a class or community bias but one that was not always based on
occupational or status distinctions. Malnutrition played a lesser role, for the correlation
between status and mortality was low. Other factors rendered certain classes as being more
vulnerable to plague deaths, viz., the grain dealers who were exposed to rats and fleas more
than any other class, and the Jains for not attempting to protect themselves from rats and fleas,
for religious reasons. It is significant to note that the existing machinery for disease- and
death-registration proved to be untrustworthy but despite it being difficult to rely on official
statistics of the plague, they did provide useful approximations of plague mortality.715
European Deaths
In the early years of the plague, the Europeans were not known to have acquired immunity
against the disease. The administration therefore sought to protect them by cordoning off their
residential areas. Additional forces were deployed to see that the cordons were not broken and
that the Europeans generally remained safe. The hill station was yet another haven created for
the European civilians and military men and the native elite. Its layout and administration
ensured that the disease and epidemics were kept at bay. In fact, a stark contrast in sanitary
and other measures like water supply adopted by the authorities was seen between Simla and
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the other cities and towns in the plains. Because of its importance as the summer capital of the
Empire and as the major summer resort of the Europeans, special measures were adopted in
Simla. The town could remain free from the plague till 1904, -- for seven years after the
epidemic broke out in the Punjab.
Famines during Plague
When plague broke out and spread gradually all over Bombay province, trouble did not come
singly. In 1897, the Deccan was badly affected by famine, and an even more severe famine in
1900.716 The brunt of this latter famine fell on Gujarat, which until then had been regarded as
outside the famine zone. The combined effect of these visitations was seen in a decrease of
5.5% at the census taken in 1901.717 During the ensuing decade, the crops were very poor in
Gujarat in 1901 and 1904, in the Deccan and Karnatak in 1905, and in most parts of the
province in 1907. But, on the whole, the agricultural conditions were not unfavourable; and in
Sind, they were above the average. There was a steady development of industry and trade up
to the year 1908, when the high price of cotton caused a temporary set-back; but in 1909 there
was a rapid recovery, and the trade at the port of Karachi was greater than it had ever been
before. The growing demand for labour had caused a marked rise in wages. About 325 miles
of newly constructed railway had been opened since 1901, and the existing lines had been
greatly improved. There had been a steady extension of irrigation works; and in 1909-10 the
irrigated area in the Deccan and Gujarat was the largest on record. So far as the material
conditions of the people was concerned, the situation, except perhaps in Gujarat, was fairly
favourable, and in ordinary circumstances, there would have been a rapid recovery from the
famine losses of 1897 and 1900.But during the greater part of the decade, plague continued to
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be very prevalent, causing a registered mortality of 1.4 million. Owing to this scourge, the net
increase in the population was only 6.3 per cent, viz., 6% in the British districts and 7.3% in
the Princely States, which would otherwise have been nearly twice as great.718 It is important
to note that prior to 1911, the effects of famine were far more serious, for there was no
organized system of State relief, and in the absence of railways, even local crop failure meant
starvation to many. All this had undergone a change after 1911, when programmes for relief
work had been prepared. Whenever a severe famine occurred, its effect was immediately seen
in a diminished birth-rate and a high mortality, but after a period of suspended activity, the
reproductive powers of the people reasserted themselves. Hence, for some years after a
famine, births were more numerous than usual and there was an abnormally low death-rate.
The result was an unusually rapid growth of population. As observed after the famines of
1897 and 1900, the Central Provinces and Berar gained 18.9% in the decade 1901-11.719
Simultaneous Epidemics
India had been peculiarly liable to fatal epidemics. From time to time cholera broke out with
great virulence and smallpox at times caused a very heavy mortality. In the late nineteenth
century, great harm had been done particularly by epidemic fevers such as the Burdwan fever
epidemic which devastated west and central Bengal and Kala- azar which wrought havoc in
the Brahmaputra valley. From 1901-11, epidemics of malarial fever decimated the irrigated
tracts of eastern and central Punjab and the Ganges-Jamuna doab in the United Provinces
where in 1908 alone, the reported mortality from fevers was nearly two million.720 In relative
terms, the plague and malaria were the major killers amongst the total number of deaths
reported from all causes in Punjab.721
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The measures adopted to combat the epidemics of malaria, smallpox, cholera and the plague
were generally comprehensive, though directed more against the afflicted natives than the
actual bacilli as the causal agent. The British acted on the assumption that since Indians had
insanitary habits, what was required was constant surveillance and isolation. Consequently,
the administrators laid stress on cordoning, quarantine and disinfection of dwellings and
personal belongings of the sick. It was not surprising, then, that throughout the 1890s, most
administrators continued to consider human agency as the potent factor in the spread of
infection. The district administrators also assumed that the people belonging to certain social
and occupational categories acted as the carriers of the plague. For example, the Nais (barbers
by caste) and the Chamars (hereditary leather workers) were said to spread the disease by
taking the clothes of the dead and by carrying these to other places.722 The Doms (the
untouchables carrying out the task of the disposal of the dead and receiving by custom the
clothing of the deceased) were believed to carry the infection from one place to another since
they also served as porters.723 In Bombay, we have recounted the case of the Bania trader who
was believed to have spread the infection, but pilgrims were viewed as principal carriers of
cholera. For more than half a century, the specific outbreaks of cholera continued to be
ascribed to the increasing number of people going to fairs and places of pilgrimage. In 1896,
the people coming back from the Nurpur fair were said to have caused cholera in Rawalpindi
and Peshawar.724 The cholera epidemic of 1903, which affected fifteen districts, was traced
again to the pilgrims from Hardwar.725 In a similar vein, the cholera epidemic of 1908 was
attributed to the people returning from the religious fairs at Katas, Jwalamukhi and Naina
Devi.726
In all probability, a relationship existed on the ground between the acute shortage of
foodgrains and the outbreak of cholera and fever epidemics. Scarcities and famines not only
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resulted in the high prices of foodgrains, but also debilitated the condition of people and
lowered their resistance to diseases. For instance, when famine conditions prevailed in Hissar,
Rohtak, Ambala, Ferozepur, Lahore and Gujarat in 1896-97 and in the following year, fever
epidemic erupted in these areas. In 1899, Hissar again experienced the cycle of famine
followed by cholera and fever epidemics.
In the battle against malaria, quinine was distributed all through 1897, to reduce the incidence
of malaria.727 In 1898, the postal agency was used for the distribution of quinine and to bring
it within the reach of the larger population.728 In 1910, local bodies carried out the quinine
distribution work, a scheme for the ―quininization‖ of school children having been started in
1916.729 Simultaneously, measures for the destruction of mosquitoes and mosquito-breeding
places were undertaken. As in the case of fevers, to combat smallpox also, the British resorted
to segregation and disinfection. Their main emphasis was on vaccination which was intended
to be a long term measure. Vaccinations were generally carried out at a central place, and at
times, even in houses in return for a fee to the vaccinator.730 In 1896, calf lymph preserved in
vaseline was used. Further changes were made in the vaccine in 1904 when glycerinated
lymph treated with chloroform was used.731 Notwithstanding the elaborate machinery, and the
special measures to make vaccination acceptable to the people, the vaccination programme
made relatively small progress, while the mortality from smallpox remained high. It is
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therefore evident that during the plague years, a host of other epidemic diseases put pressure
on public health initiatives.
Official Statistics on Plague Mortality remain Questionable
The existing machinery for disease- and death-registration proved to be untrustworthy. There
was no skilled supervision of death-certification; the diagnosis of the cause of death was made
by the relatives with the assistance of an uneducated clerk at the door of the cemetery in the
early years of the plague.732 In tables showing mortality figures, there was a column for
‗excess mortality‘. How far this excess was due to undetected plague cases, and how far to the
debilitating effects of the famine, was a point upon which it was difficult to arrive at, for a
satisfactory conclusion.733 As late as in 1912, Major Liston introduced a paper on ―Defective
registration of plague deaths.‖ This paper was based on the results of certain plague
investigations carried on by the writer in the Satara district of the Bombay Presidency from
1908 to 1910. His inquiry showed that the first plague deaths during an epidemic, as
registered in the village records, were not actually the first deaths from plague, but that early
plague deaths were registered as due to ―fever,‖ ―diarrhoea,‖ or other causes.734 For all these
reasons, the official statistics of the plague as compiled by the authorities cannot be relied
upon, although they do provide useful approximations of plague mortality.
Examining the Usefulness of Measures
One might wonder if the British plague measures were sabotaged by the resistance of the
Indians. If not, one might think that perhaps these measures were flawed or that plague could
not have been kept at bay, mainly due to the inability of the Indians to comprehend it. The
anti-plague campaign was not quite successful in its initial phase perhaps due to plague
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transmission being incomprehensible to the medical and health authorities. While the plague
bacillus had been discovered earlier, the mechanism of plague infection was unknown. The
authorities were convinced that plague was contagious and that infection was spread through
food, air and clothing. The disinfection of contaminated places and the segregation of the
uninfected from those infected were based on this misplaced conception of the disease being
an air-borne infection. Plague therefore continued to spread since there were no special
measures taken to destroy rats or to eliminate all possibility of contact between humans and
rat fleas. Disinfection did not permanently disrupt the chain of infection, but might have,
instead, assisted in its spread by making rats move from one location to another. Again,
quarantining plague victims immediately upon infection might have prevented pneumonic
plague but it was practically useless against bubonic plague.
Early twentieth-century discoveries about the mechanism of plague transmission were of
course significant in controlling the disease. After conclusive evidence had been accumulated,
establishing the rat-flea-human transmission in 1910, the notion of plague contagion was
abandoned in favour of fumigation (which replaced disinfection) to target fleas. Sanitary
policies aimed at making go-downs, houses and huts impenetrable to rats. As a result of these
measures, there was a sharp decline in plague mortality after the First World War. Ira Klein
suggests that biological responses of humans and rodents might have, in actuality, won the
battle against the plague, with the black rat having achieved immunity to the plague bacillus,
and similar possibilities having occurred among humans as well.735
If segregation represented the then existing state of scientific knowledge in dealing with
communicable diseases, inoculation was new and on trial, but both are deserving of
consideration. What was needed was further investigation of Haffkine‘s vaccine with a view
to placing the question of the efficacy of the preventive serum on a sounder basis. The figures
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for 1905-1912 during which the manufacture of the vaccine was less systematized than later
on were as follows:736
Total inoculated population

162,049

Total uninoculated population

649,771

Inoculated deaths

0.33 per cent

Uninoculated deaths

3.72 per cent

Inoculated case mortality

35 per cent

Uninoculated case mortality

81 per cent

Figures for the years 1924 and 1925 during which the manufacture of the vaccine had been
further systematised may be summarised as follows:
Total inoculated population

106,128

Total uninoculated population

304,824

Inoculated deaths

0.05 per cent

Uninoculated deaths

1.13 per cent

Inoculated case mortality

26 per cent

Uninoculated case mortality

69 per cent

If any reliance can be placed on these figures, it would appear that the protective value of the
vaccine in 1925 was far greater when compared with that which was formerly prepared. In
time, the plague vaccine, as prepared at the Haffkine Institute, by the use of standardized
methods of manufacture, became a product of regular consumption and strength, and the
biological methods of testing showed it to be of regular and high immunizing value.
Moreover, since the Mulkowal incident in 1902, no serious problems were encountered with
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regard to untoward reactions, except for moderate constitutional reactions which were not
uncommon.737
CONCLUSION
While acknowledging that fear -not so much of the plague itself as of the anti-plague
regulations - remained central to experiences of the pandemic across continents, Chapter 1
endeavoured to comprehend the circumstances that made for a collective experience in
response to the disease. Despite scientific knowledge of the plague bacillus in the late 1890s
being nearly as advanced as current knowledge, it received little acceptability in framing
plague regulations. Insanitation came to be regarded as synonymous with plague by
governmental authorities. There prevailed a tendency to attribute the prevalence of disease to
poor and unhygienic conditions, and in so doing certain racial stereotypes were evident in the
attitudes of the administrators. In Hong Kong, insanitary living conditions in the plagueinfested areas of Taipingshan and Saiyingpun were attributed to lack of sanitary habits of its
poor Chinese residents. Similarly, in the south of Bombay where plague cases were first
noticed, it was not uncommon to associate insanitation with the dwellings of the poor. But
while it was common to associate insanitation with poverty, the dwellings of the middle
classes-- the Jain merchants and Hindu traders included, were not at all hygienic. These
Indian traders even indulged in practices that invited disease. In a sense, an understanding of
the aetiology of the plague was conditioned by an anxiety to justify colonial rule in terms of
certain stereotypes.
In South Africa, political pressure for residential segregation led to a demand for segregation
on sanitary grounds. The usefulness of railway inspection in India and South Africa was hotly
debated but there were real concerns and disappointment about racial differentiation since
Europeans were treated favourably over others. If we are to accept the lack of sanitation as a
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cause for plague infection and diffusion, the absolute neglect of those areas inhabited by nonEuropeans in India, Hong Kong and South Africa has to be given due consideration, for the
sanitary conditions for resident Europeans had been steadily improving in these regions.
While individuals could be expected to observe personal cleanliness, responsibility for
domiciliary sanitation lay with the governing body of localities. In an atmosphere of fear of
colonial intervention, widespread rumours indicated prevalent perceptions of plague. A
dislike for foreign interference among the Chinese in Hong Kong was typical of many
sections of Indian society as well. A common stratagem to escape segregation – that of hiding
patients in houses or sending them to a relative‘s place was common to Hong Kong‘s Chinese
community as well as among the Parsis and other communities in India and South Africa.
Again, opposition to segregation and hospitalization were rooted in a common desire to
adhere to social and cultural traditions among the indigenous populations. India had caste
hospitals set up while Hong Kong had its Chinese hospital in Kennedy Town in addition to
other community hospitals. Relief in rituals and religious processions were also a common
feature in both regions. Fine examples of how community involvement resulted in success
stories came to the fore across the globe, be it the story of individuals or civil society groups
who came to the rescue of the masses through their prompt assistance. The global pandemic
did coincide with western imperialism and it was no surprise that western biomedicine would
inevitably clash with indigenous medicine.
While it is comparatively easier to identify affected regions, it is almost impossible to fix the
origins of an epidemic, and this had been particularly challenging. Chapter 2 has, in this
respect, made a worthy contribution towards continuing debates over the true origins and
spread of this modern pandemic in India. It has provided multiple perspectives and engaging
theories that have animated these debates while the existing scholarship has tended to take the
HK origin theory for granted. Most official reports on the plague were quick to attribute the
discovery of plague in Bombay to Dr.Viegas while recording 23 September 1896 as marking
the first presence of plague in the region. Nevertheless, accounts of private practitioners
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suggested that several doctors may have encountered plague cases as early as July. The
inability to diagnose cases led to several cases being classified as that of diphtheria. No
serious measures were adopted in the early stages of the plague so as to preserve colonial
trading interests. Patterns of plague diffusion were observable. Further investigation into the
mass of Bombay‘s inhabitants revealed general societal divisions in terms of its floating
population, fixed population, and the merchant community. This was useful in
comprehending possible patterns of movement in plague diffusion. Reasons for the slow
diffusion or latent periods have been accounted for. Newly infected towns or villages
displayed identical patterns of diffusion.
The reasons for the importation of plague into Punjab has had its own share of multiple
theories. A comparison of dwellings in Bombay and Punjab would reveal characteristic
features that could explain why certain areas were prone to infection. Plague in Punjab also
offers insights into the progression of the epidemic from village to village. Calcutta‘s first real
epidemic has been located to an area around the wharves, much like Bombay, and this
suggests that shipping introduced the infection and not the railways. The sanitation syndrome
that accompanied theories of plague causality everywhere, receives a setback on evidence that
some of the most sanitarily built dwellings were the ones most infected. The near absence of
plague in Madras indicated how the construction of dwellings had a lot to do with diffusion.
The British administrative structure comprised complex layers of governance, and in Chapter
3, the objective has been to explore those informal relationships which at times were more
significant in gauging official sentiments. The chapter has tapped into the complex network of
interactions among officials to decipher the makings of plague policy. Conflicting theories of
disease transmission and dissemination prevented a consensus on plague measures. If one is
to evaluate the plague policy of the Indian Government, one hardly finds any clarity of vision.
This was probably due to the fact that the government had to work within certain limitations.
Firstly, a plague policy had not yet evolved prior to the epidemic and lessons were learnt the
hard way. In a country as culturally diverse as India, plague measures tended to offend rather
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than appease the masses.

Secondly, the confusion was confounded on account of the

difference of opinion that pervaded the various levels of colonial hierarchy as was evident
from discussions, especially between Viceroy Elgin and Secretary of State, Hamilton. The
Government was ill advised to institute very stringent measures. The excessive use of the
search parties created social and political hardships. Their high-handed attitude neither
mitigated plague nor pacified the people. After years of consistent and patient endeavours on
the part of Elgin, the plague policy which laid stress on the isolation of the sick, disinfection
and a preference for coercion, gave way to compliance of the regulations through persuasion.
Elgin maintained a united administrative front by always consulting local and provincial
authorities while taking important decisions. His policies were by no means liberal, but they
were decidedly motivated by deliberate caution. Elgin‘s association with the changes in the
sedition law and the plague rules brought him substantial discredit, despite his role in
effectively softening the more stringent measures. Elgin, in fact, showed due regard for the
wishes of the public, and, as a result, many changes were introduced in the sedition laws
before they were finally enacted. Had he been of the same opinion as Hamilton, who could
have stopped the re-imposition of the Vernacular Press Act? To Elgin must be given due
credit for containing racial antipathies which were largely overstated by the Anglo-Indian
press and the Secretary of State. Elgin consulted his colleagues on almost all major issues.
After discussion on important issues, Elgin usually proceeded, on his own, to recommend,
execute or reject policies. The lessons learnt by Elgin in 1898 and its probable benefits were
reaped by Curzon.
While most narratives exclude the contributions of non-official groups such as the
missionaries, it was hoped that their position on the plague would be best discussed alongside
the official narrative in Chapter 3. In trying to make sense of the scourge, a connection was
inevitably drawn between one‘s moral sins and plague visitation. In the event of an
uncertainty over the laws that governed the origins and spread of plague, the missionaries
chose to propagate the lessons learned from the medical and sanitarian point of view. While
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plague presented an opportunity for the missionaries to facilitate proselytization and further
the cause of western biomedicine, the role that missionaries played in breaking down
traditional resistance to medical aid, cannot be denied.
Plague measures would affect different segments of the population in different ways.
Chapter 4 has captured this intercultural encounter. The sources of discontent mostly
concerned evacuation, medical examination and vaccination, but more importantly, the use of
force in implementing these measures. The reaction of people would depend on the extent to
which they were involved or affected and also on the manner in which the administration
dealt with them. Accordingly, the responses ranged from sullen acceptance to active
resistance. The initial sharp reaction was against segregation. While the Banias feared cultural
―pollution‖, the mill-owners feared that the mass exodus would hamper trade and industry.
The Hindu Rajputs were livid for they found it unbearable and morally unthinkable to part
with their women and children. The Muslims cooperated in the beginning, but later, when
prohibition was imposed on the Haj pilgrimage as part of quarantine measures, they objected.
In Punjab, the Sayyids even objected to house inspection by the Muslim dais. People, in
general, preferred to die in their own houses rather than move to camp or hospital. The
practice of concealing the sick was common among the Muslims, upper-caste Hindus and
Parsis. Many doubted the usefulness of vaccination, with the Hindus believing that some
animal was slaughtered to prepare the vaccine and the Muslims attributing it to the blood of
dead horses. The custom of purdah had the force of a religious ordinance, but women
generally objected to exposing their wrists to strangers. Forcible examination and removal of
women to segregation camps provoked the fiercest resistance, resulting in clashes with the
authorities.
The plight of women during the epidemic especially merits discussion. While the incidence of
disease has been generally greater in women than in men, the difference between male and
female mortality from epidemics was even greater. This was evident particularly in case of
fevers and the plague. The average plague mortality rate of men per mille in the Punjab from
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1901 to 1910 was 8.8 while that of women was 11.4. In the next decade, the corresponding
figures were 2.9 and 3.7 respectively.738 It is relevant to note that while carrying out the
household chores, rural women in particular were exposed more to infection from rats and
fleas.739 Women were also required to nurse the sick, and in the process also handled their
soiled clothes without being aware of the implications. During mourning, the custom required
women to sit around the corpse on the ground in poorly ventilated houses and sleep on the
floor, which exposed them to fleas.740 In fact, the wounds of the plague victims formed by the
opening of the buboes were customarily touched with the chadar (cloth used by women to
cover the head, used as a veil or shawl) by the condoling women increased their chances of
getting infected.741 While the implications of the patriarchal framework extended to all
sections of society, rural women suffered more than those in the urban areas. The majority of
rural women were engaged in agricultural as well as domestic work which exposed them a lot
more to the sources of infection. In addition, the forced temporary migration to the camps and
other villages during the course of an epidemic adversely affected their health and nutritional
status and aggravated the incidence of the disease among them. Generally, the occurrence of
disease amongst the women of the landless class was even higher because they not only
worked in the fields, but also tended to move from place to place while their nutritional status
was lower than that of an average peasant woman. On the other hand, the suspected and the
infected cases among urban women were not removed to the segregation huts in the camps,
but were isolated in their homes. The corpse inspections too were ordinarily not carried out in
their case. The administration appears to have been relatively accommodating to the urban
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middle classes. Thus, even among women, there is no doubt about the fact that the women of
the lower classes suffered more.
The native elite were instrumental in procuring the cooperation of the masses in embracing
the colonial anti-plague measures. An effective way to deal with an epidemic of this
magnitude, in the given circumstances, would have been to solicit maximum cooperation at
all levels, across administrative and public domains, and this was well-understood by the
colonizers. Employing the native leadership to impress upon the people benefited both, the
colonizers as well as the middle class intelligentsia. A crisis of the magnitude could never
have escaped the press which provided insights into the attitudes and actions of the
indigenous population. The press was also revealing of how one might position the Indian
elites. While there was a truth to public grievances and hostility to measures that infringed
upon the religious and cultural sensitivities of the people, a careful reading of the discussions
in the press reveal a far from homogenous response. The editors of the Indian-owned
newspapers expressed opinions and views that were symbolic of an emerging middle class,
not necessarily restricted by traditional prejudices. Subtleties in the forms of criticism
displayed the political and professional ambitions of this rising middle class, especially those
of the Western-educated intelligentsia that criticised and collaborated with the officials over
plague policy in an attempt to assert their control over the masses. Radical sections of the
press might have been overly critical of plague measures, but the moderate factions expressed
approval, and both assumed an advisory role at times in order to ward off popular resistance.
Criticism, it was hoped, would produce reform in anti-plague measures. During the initial
phase of the epidemic, the practicality of official plague policy gained precedence over
nationalistic views in the press, but as the epidemic progressed unrestrained, civilian
resentment of the measures grew and so did the frustrations of the press, especially at the
indifference of the colonial state towards the indigenous population. Thereafter, all criticism
grew to be political in nature and nationalistic in flavour -- in keeping with the endeavours of
the elite to have a greater Indian presence in the administration of plague measures. After all,
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the Indian press in the late nineteenth century was by no means a monolithic body. Several
papers were controlled by middle class native gentlemen, driven by professional and political
ambitions. Some editors acted in favour of what they perceived as being in the larger interest
of the Indian masses while others concentrated on the demand for additional native
representation. Some, influenced by nationalistic ideals, even attempted to squeeze power and
control from the empire back to the natives. What essentially transpires from a careful
analysis of the Indian-owned press is that the press was indeed a powerful organ for the
middle class. It made an attempt to use the resultant social disorder as a result of official
plague policy, as a platform upon which to assert its own influence and authority.
The untold story of popular alternatives as preventives and cures has expanded our
understanding of how people coped with disease in interesting ways. Bhagirathi, the plague
healer, the plague goddess has been an exciting new discovery, and one that had escaped all
previous plague accounts.
Chapter 5 has encapsulated the changes in plague policy after 1905, with the increasing
acceptance of the rat-flea theory of plague transmission. The focus now turned to rat
destruction and improvement in human dwellings to make them less liable to rat infestation.
Chemical poisoning, trapping and bating were employed with much success, but the rat
eradication campaign failed in those places where Hindus and Jains were opposed to rat
destruction on cultural grounds. The travelling dispensaries were a unique addition to antiplague measures. Evacuation was the most effective measure. Vaccination gained favour so
long as rewards were distributed to those who embraced it, but this would draw only the
poorer classes. Ayurveda had its appeal in being a need-based, utilitarian science. This system
did have certain inherent weaknesses in that all diseases were thought to be due to an
imbalance of the humours and restoration of their equilibrium was thought to be the cure.
There was no place for the germ theory in Ayurveda, and there prevailed an excessive
reliance on texts and neglect of experimental verification. But while one might argue that
Ayurveda became stagnant because of its textual orthodoxy that was uninformed by case214

histories, the indigenous population favoured treatment for plague at the hands of the vaids,
for Ayurvedic drugs were more natural absorbents in the body with little or no side-effects.
Ayurveda also had a socio-cultural context in which family involvement took precedence over
all else. Its range of drugs were all tropical and of a bewildering variety, and easily available
for the rural masses. It was only a matter of time that the domination of Western medicine
would generate protest. Revivalist strategies for Ayurveda saw a difference of opinion from
within the community. The integrationists sought to integrate the two systems of Ayurveda
and Allopathy, while the purists upheld the infallibility of the ancient Ayurvedic texts. With
the tightening of colonial controls over medical education in favour of Western medicine, derecognition of practitioners of integrated medicine, stoppage of grants-in-aid and refusal to
recruit Ayurvedic graduates on par with the medical graduates in the Health Service, came the
plague measures which merely pushed the revivalists into seeking legitimacy through political
means. After the formation of a pressure group in the Indian National Congress, the struggle
for Ayurveda came to be identified with the freedom struggle, and only after the Montford
Reforms of 1919 did Ayurvedic medicine receive some official patronage. Allopathy
essentially remained an urban phenomenon confined to the metropolis and a few other towns,
with western medicine being pushed through the government network of hospitals and
dispensaries. Government doctors were occupied with the mills, hospitals, patients and town
work that they attended to, and hence seldom paid attention to the villages. Nevertheless,
western medicine‘s self-confidence and its failure to deal with the plague led to certain
compromises. The authorities came around to co-opting hakims and vaids as desired by the
indigenous population. Again, there was no real prospect of western medicine providing relief
to the rural masses, and it is this gap that Ayurveda had come to occupy.
Lasting Effects
India‘s tryst with plague has brought to the fore -- questions of social responsibility,
individual freedom and of course concern for one‘s own. Shared fears and apprehensions had
the ability to unite people. On the other hand, latent social tensions and other antagonisms
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within its social fabric were magnified, revealing much about the way societies are structured
and the manner of their functioning. The plague also highlighted two profoundly differing
ways of treating patients: Indigenous medicine and Western biomedicine, but while Western
medicine was primarily concerned with the aetiology of disease and was based on segregation
of the patient from the community, a holistic perception of the patient as a human being, a
member of a family and community was missing. Such considerations in effecting cure were
brought to the forefront during these turbulent years. Nevertheless, colonial attitudes did
evolve, increasingly recognizing the need for community and family care in recuperation. The
plague years resulted in significant changes in public health services, a better understanding
of the management and control of the disease, and a greater appreciation for sanitation and
housing. It revealed the inadequacies of the municipalities and other local bodies, proving to
be a test for various levels of governance. It reflected mutual incomprehension. The British
viewed the Indians as filthy, overcrowded and insanitary, while the Indians perceived them to
be hostile to Indian values and inhumane in their approach to patients. But research on plague
stimulated laboratory science in India. The epidemic also advanced modern town planning,
especially in Bombay.
As far as vaccination is concerned, bitter controversy continues ever today between advocates
of compulsory vaccination and its opponents. From time to time, health authorities have faced
the question of whether to keep compulsory vaccination in force (for most diseases) or to
keep it voluntary. The plague epidemic has been a lesson in this respect, making a case for
compulsion to be used sparingly since it might invoke objection on religious grounds. Today,
opponents of compulsory immunization continue to invoke religious freedom with certain
religious sects seeing red. The fear of complications that might occur continues to make
others indifferent to vaccination. But while vaccination might be compulsory or voluntary,
health education is indispensable today as it was at the height of the plague years. The plague
epidemic has thus succeeded in driving home the point that health education should be
considered as an integral aspect of every mass immunization campaign. Persuasion is perhaps

216

the most powerful weapon when compared with legal regulations. Nothing can be further
from the truth that, ―Nothing is accomplished by public controversy…Far greater good comes
from quiet and dignified public and personal education.‖742 Vaccination programmes should
at best become ―the people‘s programme with government participation‖ rather than ―the
government‘s programme with people‘s participation.‖743
That the world is not free of the dangers of plague was indicated by the outbreak of plague in
1994 in Surat, an industrial city in the Gujarat state of western India. The outbreak in
September triggered panic similar to its experience in the late nineteenth century. Global
panic followed the exodus of about 200,000 people. But this time around, the pharmaceutical
industry was quick in its response with the mass production of the antibiotic tetracycline and
its organized distribution to avert a potential disaster. In 1994, Surat displayed almost all the
features of India‘s urban decay. Thirty per cent of its population lived in slums, only one-third
of its area was covered with a sewerage system, drainage was absent in major parts of the city
and piles of uncollected garbage was a common sight. Not surprisingly then, Surat was
referred to as the dirtiest city in India. The deteriorating civic condition in Surat was
accompanied by a rapid increase in its population due to rapid industrialization in and around
the city.744 Still, recent experience with plague reminds us that the Indian plague epidemic of
the late nineteenth century was a unique national event -- a singular catastrophe that affected
the lives of millions. One cannot deny the fact that the epidemic has indeed proved to be a
significant historical marker of the burgeoning growth in public health inequalities.
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H. Newspapers

1. Report on Native Newspapers
Bengal (1863-1927)
Amrita Bazar Patrika, 4 May 1897.
Bangavasi, 27 February 1897.
Bangavasi, 7 May 1898.
Bangavasi, 14 May 1898.
Basumati, 15 June 1897.
Dainik-O-Samachar Chandrika, 19 July 1897.
Hitavadi, 30 October 1896.
Hitavadi, 12 February 1897.
Hitavadi, 26 March 1897.
Hitavadi, 10 December 1897.
Hitavadi, 28 January 1898.
Hitavadi, 22 April 1898.
Hitavadi, 6 May 1898.
Hitavadi, 7 May 1898.
Indian Mirror, 3 April 1899.
Samay, 6 May 1898.
Utkaldipika, 30 April 1901.

Bombay (1868-1927)
Akbar-e-Saudagar, 29 September 1896.
Chikitsak, 28 June 1899.
Dnyan Prakash, 19 April 1897.
Dnyan Prakash, 10 May 1897.
Gujarati, 4 October 1896.
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Gujarati, 1 November 1896.
Gujarati, 25 November 1896.
Gujarati, 20 August 1899.
Gujarati, 15 March 1903.
Gujarat Mitra, 1 October 1899.
Gulzar-i-Hind , 27 September 1902.
Independent, 20 December 1896.
Indian Spectator, 1 November 1896.
Indian Spectator, 28 March 1897.
Jam-e-Jamshed, 28 September 1896.
Jam-e-Jamshed of 13 March 1900.
Kaiser-e-Hind, 1 November 1896.
Kaiser-e-Hind, 3 January 1897.
Kal, 3 April 1903.
Kalpataru, 18 April 1897.
Kesari, 15 June 1897.
Kesari, 22 June 1897.
Kesari, 30 April 1901.
Muslim Herald, 27 April 1897.
Muslim Herald, 15 August 1900.
Native Opinion, 28 January 1897.
Native Opinion, 21 February 1897.
Phoenix, 26 October 1898.
Phoenix, 1 November 1899.
Prabhakar, 30 October 1896.
Prabhat, 24 June 1899.
Prekshak, 7 November 1899.
Rast Goftar, 3 January 1897.
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Rast Goftar, 10 January 1897.
Rast Goftar, 25 June 1899.
Rast Goftar, 15 March 1903.
Sanj Vartman, 28 April 1903.
Sri Venkateshwara Samachar, 15 January 1897.
Sudharak, 19 April 1897.
Sudharak, 3 May 1897.
Sudharak, 24 July 1899.

Swadesh Bandhu, 21 June 1899.
Vartanidhi, 10 March 1897.
Voice of India, 1 November 1896.
Voice of India, 28 March 1903.

Madras (1872-1911)
Pariyan, 11 December 1897.
Punjab (1864-1926)
Alhakam, 27 July 1898.
Akhbar-i-‘Am, 8 July 1898.
Bharat Sevak, 16 May 1898.
Bharat Sevak, 5 September 1898.
Gurakhi, 19 February 1897.
Khalsa Advocate, 8 December 1907.
Khalsa Advocate, 22 August 1908.
Khalsa Advocate, 9 September 1908.
Khalsa Advocate, 5 November 1918.
Paisa Akhbar, 22 February 1898.
Wafadar, 22 February 1898.
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2. Other Newspapers and Periodicals
Bengalee
Bengalee, 28 October 1905.
Bengalee, 15 December 1925.
Bombay Gazette
BG, 2 October 1896.
BG, 5 October 1896.
BG, 6 October 1896.
BG, 7 October 1896.
BG, 9 October 1896.
BG, 10 October 1896.
BG, 13 October 1896.
BG, 15 October 1896.
BG, 28 October 1896.
BG, 16 November 1896.
BG, 10 December 1896.
BG, 15 December 1896.
BG, 17 December 1896.
BG, 21 December 1896.
BG, 23 December 1896.
BG, 29 December 1896.
BG, 9 January 1897.
BG, 16 January 1897.
BG, 16 February 1897.
BG, 24 February 1897.
BG, 4 April 1897.
Capital (Calcutta, Weekly)
Capital, 28 July 1898.
Dnyanodaya
Dnyanodaya, 7 January 1897.
Dnyanodaya, 17 February 1898.
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Dnyanodaya, 17 March 1898.
Dnyanodaya, 27 July 1899.
Dnyanodaya, 15 February 1900.
Dnyanodaya, 5 March 1903.
Englishman
Englishman, 2 July 1897.
Hong Kong Daily Press
Hong Kong Daily Press, 6 March 1894.
Hong Kong Daily Press, 14 June 1894.
Hong Kong Telegraph
Hong Kong Telegraph, 21 May 1894.
Hongkong Telegraph, 22 May 1894.
Hongkong Telegraph, 14 June 1894.
Hongkong Telegraph, 15 June 1894.
Hongkong Telegraph, 28 June 1894.
Hongkong Telegraph, 11 January 1895.
India
India, 28 October 1898.
Indian Opinion
Indian Opinion, 5 November 1903.
Indian Opinion, 24 March 1904.
Indian Opinion, 2 April 1904.
Indian Opinion, 9 April 1904.
Indian Opinion, 25 May 1904.
Indian Opinion, 16 July 1904.
Indian Opinion, 20 July 1904.
Indian Opinion, 21 January 1905.
Indian Opinion, 18 February 1905.
Indian Opinion, 25 February 1905.
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Mahratta
Mahratta, 17 April 1897.
Mahratta, 19 March 1899.
Mahratta, 23 July 1899.
Mahratta, 10 September 1899.
Mahratta, 29 October 1899.
Mahratta, 19 November 1899.
Mahratta, 7 January 1900.
Mahratta, 15 March 1903.
New York Times
New York Times, 31 October 2010.
Pioneer
Pioneer, 11 July 1897.
Pioneer, 25 December 1897.
Pioneer, 28 January 1898.
St. James’s Gazette
St. James‘s Gazette, 3 July 1897.
Times
Times, 16 March 1897.
Times, 22 March 1897.
Times, 1 July 1897.
Times, 3 July 1897.
Times, 2 July 1897.
Times, 5 July 1897.
Times of India
TOI, 4 January 1897.
TOI, 11 January 1897.
TOI, 19 January 1897.
TOI, 25 January 1897.
TOI, 29 January 1897.
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TOI, 2 February 1897.
TOI, 12 February 1897.
TOI, 16 February 1897.
TOI, 18 February 1897.
TOI, 23 February 1897.
TOI, 26 February 1897.
TOI, 1 March 1897.
TOI, 27 March 1897.
TOI, 2 April 1897.
TOI, 3 April 1897.
TOI, 6 April 1897.
TOI, 7 April 1897.
TOI, 8 April 1897.
TOI, 11 April 1897.
TOI, May - June 1923.
TOI, 16 June 1897.
TOI, 9 July 1897.
TOI, 22 July 1897.
TOI, 10-18 September 1897.
TOI, 13 September 1897.
TOI, 25 October 1898.
Tribune
Tribune, 15 February 1902.
Tribune, 20 February 1902.
Tribune, 22 February 1902.
Tribune, 24 March 1904.
Tribune, 9 April 1903.
Tribune, 21 April 1904.
Tribune, 17 April 1907.
Tribune, 9 April 1903.
Tribune, 23 April 1901.
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Tribune, 27 April 1901.
Tribune, 30 April 1901.
Tribune, 14 April 1903.
Tribune, 17 April 1907.
Tribune, 28 April 1907.
Tribune, 11 May 1901.
Tribune, 9 May 1901.
Tribune, 14 May 1901.
Tribune, 10 May 1903.
Tribune, 10 May 1917.
Tribune, 19 May 1911.
Tribune, 1 November 1898.
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APPENDICES
Appendix I

Plague: Illustrated Leaflet-1

L.N0.11: PLAGUE [Illustration of Yama on a rat]

How Plague spreads
It is our friend the rat that carries the plague. Tiny insects called fleas live on it and
suck its blood. The rat gets plague first and dies. The fleas which have sucked its
blood containing plague germs, forsake the dead body of the rat in order to feed, bite
a human if one happens to be nearby and give him the disease. We have so many rats
around us that, no wonder, plague attacks so many of us so easily. Being merciful to
the rat we send the disease to other places. The consignments of grain and foodstuffs
that we export and the scared persons running away from our village innocently take
infected rats or infected fleas to the next village and spread the disease there.
Just follow these precautions and you can easily avoid this terrible disease.

To prevent Plague from coming in—
1. Have no communication with the infected village. Do not allow anybody from
that place to come into your village particularly baggage or consignments of
grain.
2. Start a rat-destruction campaign at once. Trap and destroy all of them steadily and
quickly. Without rats, plague cannot occur at all.
3. Clean up your houses and surroundings, remove all lumber and rags. Keep the
grains and foodstuffs covered. Do not allow any garbage or refuse to lie about the
house or compound.
4. Get yourself and your family inoculated at once.
5. Give immediate information to the health authorities of all rat-falls or suspicious
cases of fever.

When Plague breaks out—
1. Inform the authorities at once of all rat-falls and the cases of plague.
2. Remove the patient to the isolation hospital and have him properly attended to.
3. Evacuate the infected house at once and live in the Special Health Camp provided
by the authorities for you. Every convenience will be found there.
4. Get yourself and every member of the household inoculated without delay.
5. Stop all communication with the infected locality and with neighbouring villages.

236

6. Do not return to your house until it is declared free from infection. The authorities
will clean up your house, destroy all rats and fleas in it, whitewash it and keep
your things safe for you.
7. Above all, do not get scared. Carry out these simple instructions and you will
easily save yourself and save others.
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Appendix II

Plague: Illustrated Leaflet-2
L.No.94: GET RID OF RATS [Illustration of a rats damaging property]

RATS ARE A GREAT MENACE
Because:
1. They eat all foodstuffs—practically everything in the house.
2. They burrow into the ground and cause damage to our buildings and eat away the
vegetables in our gardens.
3. They gnaw all available articles, such as furniture, books, clothing, etc., and thus
cause damage to property.
The loss in our Presidency on this account amounts to several lakhs of rupees
every year.
4. They are responsible for Plague which kills thousands of persons every year.
5. They also cause the disease called Rat Bite Fever. Will you allow yourself to be
robbed by anyone?
Certainly not!
Then why permit the rat not only to plunder you but also to kill you by spreading
disease?
HOW TO GET RID OF RATS
1. Unless rats find food, they will not stay in your house. Keep all food stuffs in
properly covered metal or earthenware vessels. Never leave any food uncovered
for the rat to get at easily.
2. Do not throw waste food, vegetable pealings, etc., indiscriminately about the
house. Burn them or throw them into the dust bin.
3. Keep your granaries and grain go-downs properly protected from rats.
4. Do not store old lumber or rags in the house. They afford shelter and food for
rats.
5. Rats usually gain access into the house through drains. Prevent their entry by
fixing an iron grating.
6. Destroy rats by all available means. It is a sin to allow the rat to breed freely. Rats
are very alert and cunning animals. You have to change, every now and then, the
mode of catching or killing them.
TO DESTROY RATS
1. Trapping is one of the best means. The wire cage trap or the snap trap,
available in all bazaars, will serve the purpose very well. In trapping, bear in
mind the following:238

(a) The traps should be kept very clean and should be handled as little as
possible. Otherwise rats will smell the trap easily and avoid it.
(b) Dip the trap in boiling water every day and oil it afterwards.
(c) Do not forget to put baits in the trap. The most common article of food
forms always the best bait. The bait should have a strong smell and
should, as far as possible, be fresh. Copra, onions, cakes, fish, bread, etc.,
form good baits. Change the baits frequently.
(d) Place the trap in dark corners, near drains and dark passages, as these are
places which rats frequent. Once placed in a good position, do not disturb
the trap very frequently.
2. Rats may also be killed by throwing about articles of food mixed with poison.
Ask the Health Officer or the Sanitary Inspector for this.
3. Lastly, remember cats kill rats. To keep a cat in the house for the purpose is
often the best means.
Whatever be the method you adopt to get rid of rats, it should be vigorous and
persistent.
Start the campaign today
and
Rid yourselves of the Rat Menace.
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Appendix III

Advertisements for Ayurvedic Plague Remedies [Source: Rajvaid Sri Bamandasji Kaviraj, A
Short Treatise on Plague, Calcutta, 1917.]
(1)
Plague Preventive Medicine
For Taking Internally
This medicine if taken during the period when the epidemic is raging in the locality, ensures
health and immunity from the influence of plague.
(Price of a Phial containing eighty doses: Re.1-4)
Postage 5 Annas
(2)
Medicine for the Bubo
For External Application
This medicine is to be used for application over the bubo and over painful inflamed portions,
and is very beneficial.
(Price per Phial Re.1-4.)
Postage 5 Annas
(3)
Medicine for Headache in Plague
For External Application
The medicine is to be applied on the forehead in case of severe headaches in plague
(Price 8 Annas)
Postage 1-3 Phials 5 Annas

240

(4)
Medicine for Collapse and Delirium in Plague
To be taken Internally
When the patient exhibits symptoms of collapse and appears to be delirious, this medicine
proves very efficacious in bringing him to proper consciousness.
(Price 10 Doses Rs.5)
Postage 5 Annas

(5)
Mahasugandhit Dhoop
An Aromatic Air Purifier
This dhoop or incense if burnt in temples, houses, hospitals,etc., makes the air pure and
refreshing by its fragrant smell, and discourages the germs of plague.
Price 1 tin – 8 Annas
Postage 1-3 tins 5 Annas
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