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MALARIA, CHOLERA AND THE
PLAGUE IN THE 19TH CENTURY
(MAINLY IN INDIA)

DIVEN NAGPAL



How did people in the 19th century deal with 
different epidemics and contain them?

One of the central debates about epidemics in the early 19th century was about their cause of
transmission. The ‘contagionists’ argued that most epidemics spread from person to person, like
the flu, and thus quarantine was essential during any outbreak. As a general rule this worked
quite well, even for diseases that we know are not airborne, like Cholera. During an outbreak,
those still healthy would be shifted out of the area. This would mean that they have access to
an uncontaminated water supply and would thus remain healthy. Doctors would deduce that
it was distance from the patient that prevented the spread, rather than the water. This was not
as irrational a deduction to make as it sounds, for even if a doctor argued that water was the
cause of transmission, the correct way to prove this would have been to not follow quarantine
during an outbreak and provide a different water supply to the healthy, which is too elaborate
and risky an experiment during an epidemic. 

Opponents of contagionism stressed the role that the surrounding environment, mainly
the air, played in the spread of a disease—either it was the catalyst or, for some diseases, the
cause itself. Due to the lack of experimentation and more advanced anatomical studies of dis-
eases during this period, both conclusions, for several diseases, were quite plausible, irrespective
of what we know about them today. 

When the East India Company doctors arrived in India in the 19th century, they found
that the indigenous system favoured the environmental explanation of epidemics, indeed of
most diseases. The British were not dismissive of this theory, even suggesting that Europeans
ought to cope with the environment of the tropics by following their routines and standards
of hygiene. Mark Harrison argues that this open-mindedness was due to the larger cosmopol-
itan spirit of the enlightenment, given that many of the early EIC doctors were educated in a
city like Edinburgh. Harrison qualifies this by adding three caveats:

The Europeans heaped praise on the bygone medical traditions rather than contemporary
practice, often referring to the latter as ‘popular superstitions’.

They believed that different races have different origins and thus might possibly have dif-
ferent innate capabilities to adapt and resist environments. 

Even the open minded among these doctors saw tropical hygiene as a means to eventually
colonize the tropics. On the other hand, there was James Ranald Martin, in the 1830s, who ar-
gued that the reason the Bengalis often fell ill was due to their filthy unhygienic habits, and
that in turn was due to their ‘slothful’ climate. The Europeans, he argued, could possibly adapt
to the Indian climate, since they had a temperate head start which allowed them to think sci-
entifically about their lifestyles and habits. He was still pessimistic, and not the last to emphasize
the inhospitable landscape of Bengal.

Even though the environmental theory is more of a correlation, it is still the beginning of
an explanation that in a strange way, leads us closer to the truth. That the rainy season follows
the summer is not an answer to ‘why does it rain?’, but it might be a good starting point for
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further investigation. Classification and finding correlations are the first and possibly the longest
stage of any scientific investigation. Besides a set of plausible concepts, more detailed causal ex-
planations might require data, experimentation and technology, none of which might be avail-
able. 

Christian Hochmuth argues that it was in this proto-scientific stage of epidemiology that
the gulf between indigenous and European ideas and practices widened. This was not due to a
difference of opinion, but due to more administrative reasons. The Native Medical College, es-
tablished in 1822, taught both medical traditions in the vernacular, thus allowing for a greater
flow of concepts and methods between the two fields. This came to a halt in 1835, when it was
replaced by the Calcutta Medical College, which, at least in its first few years, did not teach in
the vernacular and did not concern itself with indigenous medicine. When it eventually began
to provide instruction in Hindi and Bengali, the classes were more focused on the practical as-
pects of medicine, to get the students just about ready for a stint in the company army. Even
where it concerned itself with indigenous remedies, ‘materia medica’, the explanations about
them in the indigenous system were not considered. Instead, new experiments were conducted
on the medicines. Hochmuth also points out that dispensaries set up in the districts in Bengal
were encouraged to sell indigenous remedies, for medical as well as economic supply related
reasons. 

The gap between both disciplines further increased in the 1850s, when the Europeans in-
creasingly narrowed in on the anatomy of diseases, examining the effects of maladies on each
organ of the body and the blood. They also began to use quantitative and statistical techniques,
as we will see in the section on Cholera. In the 1870s, manuals on tropical hygiene spoke less
of following the lifestyles of particular cultures, but about fats and carbohydrates. A few oppor-
tunities for collaboration remained though, since local indigenous practitioners were sometimes
allowed to work in dispensaries with their more ‘scientific’, albeit native, partners.

Also read:

‘The Epidemic that slayed the Mughals’ Last Heir’: https://www.livehistoryindia.com/his-
tory-daily/2020/06/16/epidemic-during-mughals
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Malaria 
(with a focus on Bengal)

For most of the 19th century and beyond, natives and 
Europeans alike did not know that a particular species of 
the mosquito (or the creature itself) was the cause of malaria, 
yet they had deduced that the disease festered near swathes of 
still water and rotting matter. Arabinda Samanta argues that the conne-
ction between mosquitoes and fever might have been more closely made 
by the ancients. He cites the word for fever in the Atharva Veda—takman—which is etymo-
logically related to the word for pouncing, flying at or stinging. He also cites men-
tions of insect fumigation in the text. 
Samanta points out that while most common ailments in 19th century Bengal were regularly
treated at the dispensary, fatal diseases and especially epidemics, were seen as sign of divine
wrath, in the latter case towards the entire community. The usual protocol in such cases was to
perform sacrifices and other religious rituals. Particular deities began to be associated with par-
ticular diseases—Sitala for smallpox, Olai Chandi for Cholera. This pattern of behaviour is seen
across cultures to this day, with Banerjee/Duflo observing that families in Rajasthan who sub-
scribe to supernatural explanations and remedies for serious ailments and conditions, stop doing
so when the price drops and accessibility of proper medical treatment increases.

An epidemic which was an exception to such a reaction by the people was Malaria. Patients
regularly cooperated with dispensaries during outbreaks, at least when it came to medicine
rather than other welfare measures, like food. However, this exception must itself be qualified.
Samanta writes that the lower castes worshiped a deity known as jwarasura—the fever demon,
with various talismans and totems assigned to him. He never became a pan-Bengal deity. 

Since the symptoms of Malaria are intermittent and do not strike with their full force at
once, Samanta argues, it does not find a place in the canons of myth. A more plausible reason
for this is that the population saw the Government’s blatant actions as the cause for the Malaria
outbreaks. The Government had recklessly constructed canals, railway tracks and embankments
which had interfered with the fragile and silt-heavy river systems of Bengal, creating blockages,
floods and reservoirs, resulting in new malarial swamps near human settlements. Samanta writes
about the case of Kedor Jala, where a new lake with water from the Damodar had turned into
a malarial threat.

Sheldon Watts writes about the building of canals for irrigation purposes, and the strong
financial lobby protecting these interests. These canals, built in the late 19th century, were cre-
ating the conditions for Malaria in the Punjab, which had been relatively safe from the epi-
demic. The benign Anopheles of Punjab, which now had the ideal conditions to multiply, would
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turn infectious and harbour parasites due to the gametocytes in the blood of the malarial Ben-
gali labourers who migrated, possibly via train, to the north in search of work. This would give
rise to the deathly epidemic of 1908.

Due to popular protest against such construction works, the government constituted a
committee in 1902 to examine such issues. Chief among them was Capt. S.R. Christophers.
After investigations were concluded in 1903, Christophers circulated a draft of his report to
the rest of the committee. He had come to the conclusion that until issues like drainage were
not tackled by heavy duty engineering measures, the threat of Malaria would continue to loom
large. However, the following year, when his report was finally published, these explanations
had been replaced by more convenient ones—it was the unsanitary habits of natives that had
caused the disease, and that regular doses of Quinine were the only way to prevent an outbreak.
The engineering reconstructions would have been unprofitable for the investors funding the
irrigation companies, and Christophers seems to have complied and even joined their ranks,
for he accepted various government positions in the years that followed. He was chosen as one
of the main investigators of the 1908 Punjab Malaria Epidemic. The paper he presented in
Simla the following year blamed the usual suspects, and called for a greater increase in the use
of Quinine. 

The explanation that Malaria was caused by unhygienic native practices led to calls for de-
centralising the responsibility of healthcare. The 1920 Montagu-Chelmsford reforms made it
the prerogative of the provinces to manage health related issues. This did not of course mean
that the provinces could enforce strict regulations on construction work. The knowledge about
hazardous agricultural practices that caused epidemics did not in any case percolate down to
the level of the farmer, because a degree in Agriculture, taught in English, was seen more as a
gateway into the administration.

Most zamindars were as apathetic to the health of the peasantry as were the English. Let
alone canal-drainage operations, they even resisted clearing malarial marshes, even when the
government ordered them to do so. There were exceptions of course, like Raja Digambar Mitra,
Joykrishna Mukherjee and the Maharaja of Burdwan, who took a more proactive role in malaria
reform. The educated urban middle class also mobilised the peasantry through anti-malaria
clubs and committees. This led to a new debate in districts about the status and rights over
common lands, or even private lands, that were a threat to public health. 

Quinine was heavily adulterated and overpriced, by native quacks and Europeans alike.
Many doctors even argued that the use of Quinine as a prophylactic, taken regularly to prevent
the onset of Malaria, was actually just hiding the symptoms of the disease. Samanta writes that
the distrust towards Quinine grew to such a degree that doctors invented secret symbols for it
in prescriptions, known only to the pharmacist.

The railways and waterways thus gestate the epidemic, and then spread it all around, like a
swarming fungus, through the gametocyte-inflected blood of malarial patients, who either
travel in the trains or find work in newly irrigated fields. A vast network destroys its nodes, al-
though I would not like to extrapolate such a drily moralistic conclusion. 

The notion of Malaria as a ‘travelling’ epidemic, as Rohan Deb Roy has argued, turned
Bengal, in the minds of many, into a malignant bog. Several unrelated symptoms were inter-
preted to be either harbingers or indicators of Malaria. From winds blowing in a particular di-

4



rection, to rotting jute, from bulbous crops to government corruption—theories about malaria
ran rife and entered popular culture. The paranoia made people feel that they were always on
the brink of an attack of the fevers. Roy points out that several epidemics which were actually
distinct from each other but nevertheless shared common symptoms were interpreted as
malaria. This made the malaria diagnosis a family-resemblance notion.

Due to government inaction, many anti-malaria club members, from the urban educated
bourgeoisie, organised and wrote about the importance of lantern lectures to educate the rural
poor about the causes and prevention of Malaria.

Cholera

While judging a government’s response to an 
epidemic, especially in the past, infection/mortality rates are not always the best indicators,
since some diseases which are curable now were far from being understood for most of history.
A more important indicator of a government’s performance is how quickly its policy to combat
the epidemic adapts to the latest contemporary scientific developments on the disease, and how
well these measures are communicated to the people. It goes without saying therefore that one
should be on the lookout for episodes when politics interferes with scientific research to protect
some vested interest or prejudice, as we will see in the case of Cholera and the plague. 

Cholera was endemic to the lower Gangetic plain and had spread to parts of Europe in
the early 19th century through various trade routes. Very little was understood about the nature
of this disease—why it causes a patient to lose almost a third of their body weight through di-
arrhoea and subsequent dehydration, and how it spreads within a community. The science of
bacteriology was too primitive at this point to fully understand the pathogen that caused
cholera. 
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The two rival theories that sought to explain the spread of Cholera were the Contagion
theory and the Miasma theory. The former held that Cholera was similar to an air-borne disease,
and that quarantine of the sick was the best way to inhibit its spread. The Miasmatists, however,
held that the disease was caused by the ‘polluted air’ in particular localities and environments,
rather than person to person transmission. Thus, they advocated a large scale clean up of local-
ities reeking of ‘filth and nuisance’, and an evacuation of the affected areas during an outbreak.
A hybrid of the two theories was known as ‘contingent contagionism’, which held that a disease
could be caused by local and environmental factors, and then become contagious and spread
from person to person. 

Both theories explaining Cholera had their appeal in the 19th century English medical
community. On the one hand, the sights and smells of a congested industrial city like London,
reeking of sewage and other noxious decomposing waste strewn about the streets, made one
think of this filth as the obvious cause of most diseases. On the other hand, London had always
been dirty, whereas Cholera and a number of other diseases had only recently arrived in the
city.

In the 1840s, most municipal medical boards favoured the Miasma theory and as a result,
a large scale clean up of London streets was ordered. The only problem was the place they
chose to dump all that toxic waste- the river Thames.

These measures did not put an end to the disease as it was not caused by ‘polluted air’ in
the first place. Instead, Cholera now raised its head in new neighbourhoods, at times with
greater virulence. The Miasma theory however still found favour in many medical circles, in
spite of the contrary evidence. Many historians today attribute this to a class prejudice, since
most Miasmatists attributed the cause of London’s filth to the poor that lived in its insanitary
slums. 

In the absence of any cogent understanding or effective treatment, quack cures and reme-
dies about Cholera and other diseases ran rife in the newspapers and periodicals published dur-
ing this period. Institutes to monitor medical claims made publicly did not exist, since the
general public health apparatus of the state itself was in a nascent stage. Helpless in the face of
this urban scourge, people frequently made appeals in the papers to make newly discovered
cures free for all.

The Cholera mystery was ultimately solved by Jon Snow, an anaesthesiologist, and William
Farr, a demographer. Snow believed that the disease was spread by drinking contaminated water.
His first way to prove this in 1849 was to compare the houses that were affected by Cholera in
a particular London neighbourhood against those that weren’t, by using the help of Farr’s sta-
tistical and demographic methods. There were no apparent differences in hygiene or sanitation.
Rich and poor alike were affected. The only consistent difference between affected and unaf-
fected houses was their source of drinking water. London had 7 private drinking water com-
panies during this period that piped water from a certain part of the Thames to different
neighbourhoods and homes. Snow observed that houses that were struck by Cholera received
their water from a company whose source was the part of the Thames that London’s filth was
dumped into. In the next outbreak in London in 1854, Snow and Farr proved that the cause
of the outbreak was a hand pump that most people in the affected neighbourhood sourced
their water from. Snow observed that those people in the locality that got their water from
elsewhere were unaffected and those that lived afar but drank from the pump at Broad Street
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had perished due to Cholera. His arguments convinced the medical boards in the city, and as
a result, many lives were saved when the pump was shut for a few weeks, until the pathogens
died. 

Even though Snow was not sure about how the Cholera pathogen got there in the first
place, and what the nature of the pathogen was in itself, shutting off a contaminated water sup-
ply soon became the standard procedure of dealing with an outbreak. In the absence of alternate
water supplies and separate lines for sewage and drinking water, quarantining the diseased was
judged to be the most practical solution. Even though the discovery and study of the Vibrio
Cholera bacteria would only happen in the 1880s by Robert Koch, many countries and their
colonies followed the new procedure of dealing with the disease. Reports on Cholera outbreaks
in India in the 1860s provided explanations and advocated measures according to this new un-
derstanding of Cholera. Even global summits like the International Sanitary Conference held
in Constantinople in 1866 reasserted the same.

Sheldon Watts points out that there was a sudden reversal of British colonial state policy
towards Cholera in mid-1868, where the Miasmatic theory was once again favoured, and the
source of the disease was once more thought to be the filth and dirt in a particular locality.
Quarantine was no more thought to be the appropriate policy, instead officials and politicians
aggressively argued against it: ‘Those who love quarantine, hate England.’ This sudden and mys-
terious reversal in policy was not simply brought about due to class prejudices which favoured
the miasma theory for its negative associations with the poor. Instead, Watts argues that the
completion of the Suez Canal in 1869, which cut the travel time from Britain to India in half,
was the main reason behind this shift. Along with the construction of the canal, the British had
also pioneered the double-piston steamship which would further reduce travel time. 

Fearing that their faster ships returning from Cholera endemic regions like India would
be required to quarantine at foreign ports, thus making their time-slashing innovations redun-
dant, the British changed their colonial policy to actively discourage and ridicule quarantine
measures, so that they wouldn’t suffer a loss at trade.

A clear indication of this reversal can be seen in the work and reports of James McNabb
Cunningham, the principal health official in India in the late 1860s. Cunningham handled the
1867 Haridwar Cholera outbreak efficiently, by setting up quarantine camps with clean sources
of drinking water. However, after being reprimanded for his ‘anti-trade’ quarantine methods,
and the amount of money he had spent setting up the relief camps, Cunningham would go on
to spout the official dogma during future outbreaks, blaming the spread of the disease on the
filth and squalor that the poor lived in. In this sense, Cunningham followed the same trajectory
that Richard Temple would go on to follow in the next decade when it came to famine. Temple,
who had successfully imported enough food to alleviate the 1874 Bengal Famine and save
many lives, was reprimanded for his excessive and reckless spending. When he took charge of
the Great Famine in the south two years later, he acted based on the laissez-faire dogma of the
‘Gentleman Capitalists’ controlling colonial policy back in London, which would result in the
death of five and a half million people. Famine-like conditions also gave rise to diseases like
Cholera, since a scarcity of water often meant that a single source would be used for multiple
purposes and thus get contaminated.

Another example of anti-quarantine British policy can also be seen in the year they invaded
Egypt (1882). Earlier that year, the Egyptian government had made quarantine mandatory for
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all ships coming from Cholera endemic regions like India, after news came out that an outbreak
had occurred in the British port on Aden. More than 60,000 people would die in Egypt the
next year from Cholera itself.

Local and Provincial governments in India also received little financial assistance from the
Central government to combat diseases and improve sewage and sanitation infrastructure. The
average amount related to public health spent by the central government per Indian subject
was a meagre £0.0025. In comparison, British government spent an average of £0.66 per per-
son on public health in their own country. That is a whooping 264 times more. 

Further measures by the British government to stifle scientific research into Cholera in
India included an 1895 treasury order to the Public Health and Sanitation office that limited
the annual report to a meagre 25 to 30 pages, making it impossible for officers to elaborate
and discuss extensively the new theories on diseases. By 1901, local army officers did not even
have to send back maps of Cholera affected regions, something they had been doing for more
than half a century. 

David Arnold, in his essay on the cultural impact of Cholera, has highlighted the various
indigenous explanations for Cholera outbreaks. Some villages believed that cow slaughter by
British troops on Indian land angered the gods which sent down this scourge, whilst some be-
lieved it was the entry of lower caste soldiers in some areas. Most of these explanations had
something to do with the conquest of the British. Different gods and goddesses like ‘Mahalak-
shmi’ and ‘Yagatha Ummah’ were said to be angered by the European encroaches and intruders. 

Such explanations, Arnold shows, gave rise to several devi cults where many women
(mostly) claimed to be an avatar of the deity most commonly associated with Cholera, Olai
Chandi/Olai Bibi. One such Cholera devi from Salkhia district was arrested by the British on
charges of being a fraud, and herself caught the disease whilst locked in jail. 

Rather than sacrificing cattle to placate the Cholera goddesses and devis, villages would
often pass on the animal to the adjoining village and so on, in order to tempt the deity to leave
the village in pursuance of the cattle. Sometimes, the ‘scapegoat’ would not be animals but
lower caste and tribal women, prostitutes and beggars. In poorer districts, a handi of some base
metal or tobacco would also be passed around to lure the goddesses out of the area. In one
such instance, during the same time as the mutiny in 1857, some Cholera affected villages were
passing around a bundle of rotis. Several British officials thought this to be some attempt at se-
cretly conspiring and plotting a rebellion. 

As we will also see in the section on the plague, due to the poor effectiveness of most
British cures and treatments, Indians were reluctant and resisted hospitalisation and other forced
measures by the government. They also did so for caste and religious related reasons, refusing
to share the same premises with someone from a lower community. 

Even though pilgrimages were a great accelerator of the spread of Cholera, since people
bathed and drank from large communal sources, the British did not ban these gatherings even
on Cholera-heavy years, at least until the 1890s. They did not do so in fear of a public reaction
clamping down on the native religion, and also because quarantine went against their own
prejudiced policy of allowing free movement during the disease. In the sanitary reports exam-
ining the spread of Cholera in pilgrimages, the writers frequently stray off topic and attack na-
tive superstitions, idolatry and other pagan rituals.
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A brief note on the Plague

As in the case of the Cholera, the official policy to combat plague in the 1890s was based on
a wrong understanding of the disease. It was held that the plague spread through airborne trans-
mission, whilst some contended that it could also be contracted from the miasma around con-
ditions of filth. The real mode of transmitting the bacterium however was through the bite of
a particular flea that had also bitten an infected black rat. 

Ira Klein and Prashant Kidambi point out that the standard procedure in the 1896 Bombay
outbreak involved forced evacuations, sterilisation with lime compounds, breaking down roofs
and walls to allow adequate ventilation in, and at times the demolitions of entire chawls. Added
to this were forced inoculations, hospitalisation and isolation from family members. Often, all
the belongings in a plagued household would be burnt, which would mean tools that gave a
family its livelihood were turned to ash, leaving many families destitute. These measures had a
disproportionate effect on the poor, firstly because the conditions they resided in made them
more vulnerable to the black rat, and secondly, because the rich who were affected often prac-
ticed quarantine isolation and treatment in their own homes. 

After facing violent popular backlash from the poorer sections of the city, which included
vandalising plague hospitals, the local authorities adopted a more consent-based procedure to
deal with the epidemic. The poor still largely had to be shifted to other facilities, but the well-
to-do could now get admitted in community sanatoriums, funded by and built for separate
caste and religious groups.

The rhetoric and actions of the local municipal authorities seemed to suggest that the
squalid conditions of slums and chawls were the creation and fault of the poor themselves
rather than horrible urban planning. Hygiene and cleanliness was still seen as the imperative of
the individual, rather than of municipal bodies that had the responsibility of building sophisti-
cated infrastructure like drainage systems.

Srilata Chatterjee has also pointed out that the Bengal government delayed the declaration
of plague in Bengal to 1898, even though cases were seen as early as 1896. This was because
the officials and other upper echelons of society, which included indigenous and Nationalist
leaders from both communities, were afraid that the news of the outbreak would result in other
countries and markets temporarily ceasing lucrative trade with ports in Bengal. This would
lead to a crisis in industries like the jute industry, whose gunny bags were used to transport
several goods, and the financial banking system that supported most other industries.
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Further reading/viewing: 

For a glimpse into visual histories of the Bombay plague of 1896, look here: 
https://scroll.in/article/968584/bombay-plague-of-1896-the-first-bio-political-crisis-to-be-
captured-on-camera-in-colonial-india

In the aftermath of the Bubonic Plague in Poona (Pune) in 1896, the Chapekar brothers as-
sassinated W.C. Rand, the Chairman of the recently formed Special Plague Committee, for the
‘tyrannical’ excesses practiced in the name of epidemic-control. For a filmic telling of this event,
watch the Marathi film(with English subtitles) 22 June 1897 here available in a series of ten
parts:
https://www.youtube.com/watch?v=WbF3nJw61bM&list=PL4oNMzWCv_iGhhyzZN-
VnIvcmcTPx_RYYn&index=2
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